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    Holden Beach Family Chiropractic
1786 Pine Valley Drive
Supply, NC 28462
910-846-3300
Fax 910-846-4453
www.holdenbeachfamilychiro.com




CONFIDENTIAL  PATIENT  INTAKE  FORM

Welcome to Holden Beach Family Chiropractic (HBFC)!!  Please provide your drivers license or photo ID and all applicable insurance cards to enable us to photocopy.  Please complete the following information to permit us to better serve you.  In the event you need assistance, ask for assistance.  PLEASE PRINT.  Thank-you.

NAME:  _____________________________________________________________________
MAILING ADDRESS:  __________________________________________________________
CITY:  ____________________________STATE:  _______ ZIP CODE:  _________________
PHONE NUMBER:  (___)________________     CELL PHONE:  (___)____________________ LAST FOUR NUMBERS OF SOCIAL SECURITY:  ___________________________________ 
E-MAIL:  ____________________________________________________________________
DATE OF BIRTH:  _____________________________________ AGE:  _________________
EMPLOYER:  ___________________________ OCCUPATION:  _______________________
EMPLOYER ADDRESS:  _______________________________________________________
EMPLOYER’S PHONE NUMBER: (___)____________________

SPOUSE or SIGNIFICANT OTHER:  ______________________________________________
SPOUSE or SIGNIFICANT OTHER PHONE NUMBER: (___)__________________________

EMERCENCY CONTACT and RELATIONSHIP: (___)________________________________

WHOM MAY WE THANK FOR REFERRING YOU TO HBFC:  __________________________

-I attest the above information is correct.  I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself and that I am full responsible for all finance and collection costs should my account not be paid when requested.  I understand that if I suspend or terminate my care any fee for professional services rendered to me will be immediately due and payable.  
-I authorize the doctor and/or staff to release any information deemed appropriate concerning my physical condition to any insurance company, claims adjuster/reviewer, case nurse, employer, health provider or attorney in order to process any claim for reimbursement or charges incurred to me as a result of professional services rendered and hereby release her of any consequences thereof.  
-I hereby authorize any direct payment of any medical/chiropractic expense benefits allowable to the doctor as payment toward the total charges for professional services rendered.  This payment will not exceed my indebtedness to the assignee.  I agree a photocopy of this agreement shall serve as the original.  
1.  May we leave a message on your answering device at home or cell phone? Yes__   No __
2.  May we discuss your condition with any members of your family? Yes __   No__
        If yes, provide names: _____________________________________________________________ 
3.  We make good faith attempts to keep our conversations at a low level.

SIGNATURE OF PATIENT or GUARDIAN:  __________________________________
DATE:  ____________________________
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