Freeport Family Chiropractic Clinic, LLC
40 Washington Street   Freeport, FL 32439
Phone (850)835-9867    Fax (850)880-6089
REGISTRATION FORM
Please give the front desk your photo ID & any insurance cards (auto & major medical if a PIP patient)
1) PATIENT INFORMATION:
     Date ____________             M            F
     Last Name ______________________________ First Name _________________________ Middle _______________                                                                                                                                                            
     Mailing Address _________________________________________________________________________
                                  _________________________________________________________________________
                                       CITY                                                                                        STATE                                                                                                                                      ZIP
      Physical Address ________________________________________________________________________
                                    ________________________________________________________________________
                                      CITY                                                                                              STATE                                                                                                                                 ZIP
      SS# _______________________________ Date of birth ____/____/____    AGE ______
      E-Mail Address ______________________________________________
     1.) Phone #:___________________ Home/Cell/Work       2.) Phone #:__________________ Home/Cell/Work
      Cell Phone carrier: Nextel/Sprint/AT&T/Verizon/Cingular/T-Mobile/Boost Mobile/Alltel Other: _________________
       Is it ok to text your cell phone regarding your appointment times? __________________________
            Married          Widowed        Single        Minor        Separated        Divorced        Partnered for ______ years
      Race:        Asian       Black       Hispanic       Indian       White        Unknown       Other: _____________
      Employers Name ______________________________________ Occupation _______________________________ 
     Referred by __________________________________________                                   
2) SPOUSE OR GUARDIAN:
     Last Name __________________________ First Name ___________________________ Middle ________________
     Employer Name_________________________________ Work Phone # ____________________________________
     Date of birth ____/____/____       SS# _____________________________

3) EMERGENCY CONTACT:
     Last Name _____________________________ First Name __________________________ Middle _______________
     Phone # __________________________________       Relationship to patient ________________________________

4) MRI/X-RAYS/CAT SCANS: 
     If you have had any MRI/X-RAYS/or CAT Scans done; when and where did you get them?
    _______________________________________________________________________________________________
5) ACCIDENT INFORMATION:
    Is condition due to an accident?        Yes        No
    Type of accident        Auto       Work       Home       Other
    To whom have you made a report of your accident?      Auto Insurance       Employer      Worker Comp.       Other
     Attorney Name (if applicable) ____________________________________________
6) INSURANCE INFORMATION: We need a copy of your card(s) for our records.
      Insurance Company ____________________________ Phone # (       ) _____________________________________
      Insured’s Name _____________________________ ID/Policy # __________________________________________
      Insurance Company ____________________________ Phone # (       ) _____________________________________
      Insured’s Name _____________________________ ID/Policy # __________________________________________

7) RESPONSIBLE PARTY:
Who is responsible for the bill? Patient / Spouse / Parent / Other: ____________________________________________       Social Security Number ________________________________________
Home Address ______________________________________________________________ Apt # __________________
City ______________________________________________ State __________________ Zip _____________________
Home Phone # ___________________________________ Work Phone # _____________________________________
Employer Name ___________________________________ Occupation _______________________________________
      
      I am authorizing that all information provided on this form is true and correct.  I give Freeport Family Chiropractic Clinic authorization to bill all insurance company (ies) provided on this form.  It is my responsibility to update Freeport Family Chiropractic Clinic of any changes to my personal information or insurance information.
[bookmark: _GoBack]
_____________________________________________________                           _____________________
                        SIGNATURE OF PATIENT, PARENT, GUARDIAN OR PERSONAL REPRESENTATIVE                                                                                                                                 DATE

_____________________________________________________                            ____________________
              PLEASE PRINT NAME OF PATIENT, PARENT, GUARDIAN OR PERSONAL REPRESENTATIVE                                                                                                   RELATIONSHIP TO PATIENT
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