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_________________
Date:__________________
First Name:_____________________ Middle Initial:_____ Last Name:______________________________

Address:__________________________________________________________________________________

City:________________________________ State:______________ Zip Code_________________________

Home Phone: (       ___  )__________-_____________  Work Phone: (     ___    )__________-____________  
Cell Phone: (_______)__________-______________

Date of Birth: _________/_________/__________   
Sex:  □ Male      □ Female

Social Security Number:________-______-_________  
Marital Status: □ Single   □ Married  □ Widowed
Email:_______________________________________________

Employment Status: □ Employed    □ Unemployed    □ Retired    □ Student

Employer: ____________________________________________
Spouse Data__________________________________________________________________
Is your spouse a patient at DiPetta Chiropractic?  □Yes  □No

First Name:_____________________ Middle Initial:_____ Last Name:______________________________

Spouse's Date of Birth: ______/______/_________  Spouse Soc. Sec. Number:________-______-_________  

Insurance____________________________________________________________________
Subscriber's Name:______________________________  Date of Birth: _________/_________/__________   
If you are not the subscriber, please list your relationship to the subscriber:_____________________________

Insurance Company:_____________________________________ ID#:______________________________
I, the undersigned certify that I (or my dependent) have insurance coverage with ______________________________and assign directly to DiPetta Chiropractic all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the provider to release all information necessary to secure the payment of benefits. I authorize the use of this signature on all insurance submissions.
___________________________________________                    _________________________

Patient/Subscriber Signature





Date
Informed Consent for Treatment
I herby authorize consent for DiPetta Chiropractic to provide chiropractic care and treatment.
I understand that, as in all health care, there are some risks to chiropractic treatment. I do not expect DiPetta Chiropractic to anticipate or explain all risks and complications, and I wish to rely on DiPetta Chiropractic's judgment during the course of treatment.

I understand that I will have the opportunity to ask questions about my condition and the recommended care, and my doctor will answer all of my questions prior to treatment.

I HAVE PROVIDED TRUTHFUL AND ACCURATE INFORMATION AND WILL UPDATE THE OFFICE IF ANYTHING IN MY HEALTH HISTORY CHANGES. I HAVE READ OR HAD READ TO ME THIS CONSENT AND ITS CONTENTS HAVE BEEN FULLY EXPLAINED TO ME. ANY QUESTIONS I HAVE REGARDING THESE PROCEDURES HAVE BEEN ANSWERED TO MY SATISFACTION. I CERTIFY THAT I UNDERSTAND THE CONTENTS OF THIS CONSENT AND THAT I AM SIGNING IT VOLUNTARILY AND FREELY AS MY OWN ACT AND DEED.
____________________________________________                    ________________________

Patient/Guardian Signature                                                                      

  Date
Health History : Have you had the following?______________________________________
	□Alcoholism
	□Emphysema
	□High Cholesterol
	□Prostate Problems

	□Anemia
	□Epilepsy
	□Kidney Disease
	□Prosthesis

	□Anorexia/Bulimia
	□Eye Condition
	□Liver Disease
	□Psychiatric Illness

	□Arthritis
	□Fibromyalgia
	□Lupus
	□Scoliosis

	□Asthma
	□Fractures
	□Lyme Disease
	□Skin Disorders

	□Back/Neck Conditions
	□Gall Bladder Disease
	□Miscarriage
	□Stroke

	□Bleeding Disorders
	□Gout
	□Multiple Sclerosis
	□Thyroid Problem

	□Breast Lump
	□Headaches
	□Neurological Condition
	□Tuberculosis

	□Cancer
	□Heart/Vascular Disease
	□Osteoporosis
	□Ulcers

	□Chemical Dependency
	□Hepatitis
	□Pacemaker
	□Other_______________

	□Chicken Pox
	□Hernia
	□Parkinson's Disease
	□Other_______________

	□Depression/Anxiety
	□Herniated Disc
	□Pinched Nerve
	□Other_______________

	□Diabetes
	□High Blood Pressure
	□Polio
	□Other_______________


Surgeries:

	□Abdominal/Gastrointestinal 
	□Cardiovascular
	□Joint Procedure
	□Prostate/Genitourinary

	□Back Surgery
	□Gynecological
	□Neck Surgery
	□Skin procedures


Explain/Dates:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fractures/Dislocations:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History:

	□Arthritis
	□Cancer
	□Cholesterol
	 □Diabetes

	□Heart Problems
	□High Blood Pressure
	□Stroke
	□Thyroid


What is your main complaint?________________________________________

Describe your symptoms ______________________________________________________________ 

__________________________________________________________________________________________


When did your symptoms start?________________________________________________________


Is your condition due to an accident?   □ Yes          □ No



Type of accident:  □ Auto    □ Work    □ Home    □ Other________________________________

Are your symptoms worse:        □ In the morning       □ During the day      □ At the end of the day

Are your symptoms:  □Getting Worse       □ Getting Better        □ Staying the same

Have you seen anyone for this condition? 

□ Medical Doctor    □ Physical Therapist    □ Other Chiropractor    □ Other___________________

Current Medications You Take: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did you hear about DiPetta Chiropractic?

□ Family Member_____________



□ Facebook


□ Friend_____________________



□ Sign on Building

□ Physician___________________



□ Yellow Pages




□ Employer___________________



□ Internet
PATIENT ACKNOWLEDGEMENT OF RECIEPT OF DIPETTA CHIROPRACTIC'S NOTICE OF PRIVACY PRACTICES

By signing below, I acknowledge receiving a copy of DiPetta Chiropractic's Notice of Privacy Practices
__________________________________                               ___________________

PATIENT NAME (PRINT)





PATIENT D.O.B.

__________________________________                               ___________________  

PATIENT SIGNATURE






DATE
Patient Registration Form





  Assignment and Release








907 Pennsylvania Ave   *   Elmira, NY 14904   *   (607) 767 - 6497


