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Patient Name:_____________________________________________________Today’s Date:______/______/________
Address:___________________________________________________________________________________________
City:___________________________________State:_____________Zip:______________________________________
Home Phone:_________________________________________Work Phone:___________________________________
Cell Phone:__________________________________________Marital Status:__________________________________
DOB:____/____/_____SSN:_______-_______-_____________Driver’s Lic #:__________________________________
Email:____________________________________________________________________________________________
Employer Name:___________________________________________________Occupation:_______________________
Emergency Contact:________________________________________________Phone:____________________________
Relationship:_______________________________________________________________________________________
Referring Physician:________________________________________________Phone:____________________________
Primary Care Physician:_____________________________________________Phone:____________________________

Responsible Party
Name of person responsible for this account:_______________________Relationship to patient_____________
Address:____________________________________________________Home phone:____________________
Driver’s License #____________________Birthdate:________________Financial Institution:______________
Employer:__________________________________________________Work Phone:____________________
Is this currently a patient at our office    ____Yes        ____No

Insurance Information
Primary Insurance:_________________________________________________________________________________
Subscriber Name:________________________________________________Subscriber DOB:_____/____/___________
Subscriber ID:________________________________________Group Number:_________________________________

Secondary Insurance:_______________________________________________________________________________
Subscriber ID:________________________________________Group Number__________________________________






Worker’s Comp Insurance  *  Motor-Vehicle Accident Insurance (circle one)
Insurance Name:____________________________________________________________________________________
[bookmark: _GoBack]Address:__________________________________________________________Phone:___________________________
Employer at the time of injury:_________________________________________________________________________
Date of Injury:_____/_____/________Claim Number:______________________Adjustor:_________________________
Adjustor Phone Number:_____________________________________________Ext._____________________________
Attorney Name:_______________________________________________Attorney Phone Number:_________________


Health and Medical Information Release Form
I, _______________________________, give permission to Dr. George Papadopoulos, his staff, associates, and employees of ProMed Chiropractic Institute to share private and medical information with my medical doctor, _________________________, as well as his or her staff, employees, and associates.  Also, my medical doctor, as well as his or her staff, employees, and associates have permission to share personal and medical information with Dr. George Papadopoulos.
Medical Doctor Information
Name of Doctor:____________________________________________________________________________________
Address:__________________________________________________________________________________________
City/State/Zip:______________________________________________________Phone:__________________________

I understand and agree that all services rendered are charged directly to me and that I will be personally responsible for payment in the event that my claim for Workers Compensation benefits, Auto Claim, or Insurance is denied.

Patient Signature:___________________________________________________________Date:_____/____/__________
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