Freeport Family Chiropractic Clinic, LLC
40 Washington Street   Freeport, FL 32439
Phone (850)835-9867    Fax (850)880-6089
UPDATED PATIENT INFORMATION

First Name ___________________________ Middle Initial ___________ Last Name ______________________________
Address _________________________________________City ____________________ State ________ Zip __________
# 1 Phone Number:___________________ Home/Cell/Work       # 2 Phone Number:__________________ 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? __________________________
SS# _______________________________ Date of birth ____/____/____    Age ________
      Married        Widowed          Single       Minor       Separated       Divorced       Partnered for _____ years
Race:       Asian       Black       Hispanic        Indian       White        Unknown         Other: _____________
Employer:_____________________________________________Occupation:___________________________________
Who referred you to our office? ________________________________________________________________________
EMERGENCY CONTACT: Name ______________________________________ Home Phone # ______________________
INSURANCE INFORMATION: If your insurance has changed 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 # _____________________________________

So that we may continue to provide appropriate health care, we must frequently request that you fill out this questionnaire.  This will help us determine the nature and course of the care that is provided, for you, in this office.
PLEASE PRINT CLEARLY:
1. Complaints (symptoms) What is bothering you? ___________________________________________
__________________________________________________________________________________
2. Any falls, surgery, exacerbations, etc. since your last visit? __________________________________
__________________________________________________________________________________
3. Have you been to any other doctors? ____Yes ____No   If yes, please let us know who you have seen:   
__________________________________________________________________________________
PATIENT COMMENTS: ___________________________________________________________________
__________________________________________________________________________________

__________________________________                                  ______________________
                 PATIENT’S SIGNATURE                                                                       DATE
