
NAME: DATE: DESCRIBE THE REASON FOR THIS VISIT:

□ ILLNESS □ INJURY □ WELLNESS

IF CONDITION, PLEASE DESCRIBE:

PREFERRED NAME / NICKNAME:

ADDRESS:

IS THIS PROBLEM:

□ CONSTANT □ FREQUENT □ OCCASIONAL

CITY: STATE/ZIP CODE: IS THE PURPOSE OF THIS APPOINTMENT RELATED TO:

□ AUTO □ FALL □ HOME INJURY □ NO INJURY

□ SPORTS □ WORK □ OTHER:_____________________

HOME PHONE: CELL PHONE: HOW DID THIS CONDITION START?

□ GRADUALLY □ POST INJURY □ SUDDENLY

WHEN?

EMAIL ADDRESS:

IS THIS CONDITION:

DATE OF BIRTH: AGE: GENDER:

DOES THIS CONDITION INTERFERE WITH:

□ DAILY ROUTINE □ SLEEP

□ EATING □ WALKING

□ HOBBIES / SPORTS □ WORK / SCHOOL

SPOUSE'S NAME: □ OTHER:__________________________________________________

PLEASE EXPLAIN:

CHILDREN'S NAMES & AGES:

PLEASE CIRCLE YOUR AVERAGE PAIN INTENSITY:

PRIMARY CARE PHYSICIAN NAME:

EMPLOYER NAME:

WORK PHONE: POSITION TITLE: A = ACHE

B = BURNING

N = NUMBNESS

O = OTHER

P = PINS AND NEEDLES

S = STABBING

HOW DID YOU HEAR ABOUT OUR OFFICE?

□ INSURANCE □ PREVIOUS PATIENT

□ INTERNET SEARCH

□ NOBBE WEBSITE □ SIGN / DRIVE BY

□ PHONE BOOK

HAVE YOU EVER BEEN ADJUSTED BY A CHIROPRACTOR BEFORE?

□ YES □ NO

IF YES, WHAT WAS THE REASON FOR THOSE VISITS?

CHIROPRACTOR'S NAME: HAVE YOU SEEN OTHER DOCTORS FOR THIS CONDITION?

□ YES □ NO

DOCTOR'S NAME AND SPECIALTY:

APPROXIMATE DATE OF LAST VISIT:

TYPE OF TREATMENT / TESTING (X-RAYS, MRI, CT SCAN):

RESULTS:

Patient Health Record

PATIENT INFORMATION

CHIROPRACTIC EXPERIENCE

REASON FOR THIS VISIT

□ DIVORCED    □ MARRIED    □ SEPARATED    □ SINGLE    □ WIDOWED

□ ABOUT THE SAME □ GETTING WORSE

□ GETTING BETTER

WRITE THE LETTERS ON THE PICTURE BELOW TO INDICATE THE 

TYPE AND LOCATION OF YOUR SENSATIONS RIGHT NOW:

NO PAIN     1     2     3     4     5     6     7     8     9     10     WORST PAIN

M          F

Nobbe Family Chiropractic

□ REFERRAL:_________________

2805 N Center, PO Box 831

Maryville, IL  62062

(618) 288-5091

HAS THIS CONDITION OCCURRED 

BEFORE?

□ OTHER:____________________

□ YES □ NO



PATIENT NAME:

DATE:

LIST PRESCRIPTION MEDICATION / VITAMINS:

CONSTITUTIONAL: □ DENY ANY ISSUES

LIST ANY ALLERGIES: □ CHILLS □ FATIGUE □ WEIGHT GAIN

□ DROWSINESS □ FEVER □ WEIGHT LOSS

NERVOUS SYSTEM: □ DENY ANY ISSUES

DO YOU WEAR ANY OF THE FOLLOWING? □ DIZZINESS □ SEIZURES

□ FACIAL WEAKNESS □ SLEEP DISTURBANCE

□ ARCH SUPPORTS □ INNERSOLES □ HEADACHES □ SLURRED SPEECH

□ HEEL LIFTS □ ORTHOTICS □ LIMB WEAKNESS □ STRESS

ALCOHOL CONSUMPTION: □ LOSS OF CONSCIOUSNESS □ STROKES

□ LOSS OF MEMORY □ TREMORS

□ NEVER □ SOCIAL ONLY □ ________ GLASSES PER DAY □ NUMBNESS □ UNSTEADINESS OF GAIT

DIET (CHECK ALL THAT APPLY): ILLNESS: □ DENY ANY ISSUES

□ HIGH FAT □ HIGH SALT □ LOW FIBER □ ADD / ADHD □ HYPERTENSION

□ HIGH FIBER □ LOW CALORIE □ LOW SALT □ ALLERGIES □ INCONTINENCE

□ HIGH PROTEIN □ LOW CARB □ LOW SUGAR □ ALZHEIMERS □ KIDNEY PROBLEMS

DRUGS: □ DENY ANY DRUG USE □ ANEMIA □ LIVER DISEASE

□ ARTHRITIS □ LUNG DISEASE

□ ILLEGAL DRUGS □ ASTHMA □ LUPUS

□ IV DRUGS □ CANCER: TYPE____________________□ MULTIPLE SCLEROSIS

TOBACCO: □ DENY ANY TOBACCO USE □ CHRON'S □ PLEURISY

□ CRPS (RSD) □ PNEUMONIA

□ CHEWING TOBACCO □ DEPRESSION □ SCOLIOSIS

□ DIABETES (INSULIN) □ SEIZURE DISORDER

□ DIABETES (NON-INSULIN) □ SPINA BIFIDA

□ EMPHYSEMA □ STROKE

□ FIBROMYALGIA □ SUICIDE ATTEMPTS

□ HEART DISEASE □ THYROID PROBLEMS

PLEASE MARK ANY CONDITIONS YOUR FAMILY MEMBERS HAVE □ HEPATITIS □ VERTIGO

BEEN DIAGNOSED WITH: □ HIV

□ OTHER:____________________ □ OTHER:____________________

INJURIES: □ DENY ANY ISSUES

ALZHEIMERS LIVER DISEASE □ BACK INJURY □ JOINT INJURY

□ M   □ F   □ S   □ G □ M   □ F   □ S   □ G □ DISABILITY □ MOTOR VEHICLE ACCIDENT

AUTOIMMUNE DISEASES LUNG PROBLEMS □ FRACTURE □ SEVERE FALL

□ M   □ F   □ S   □ G □ M   □ F   □ S   □ G □ HEAD INJURY □ SEVERE LACERATION

BACK PROBLEMS NECK PROBLEMS □ INDUSTRIAL ACCIDENT □ SOFT TISSUE INJURY

□ M   □ F   □ S   □ G □ M   □ F   □ S   □ G

CANCER: TYPE________________ OSTEOARTHRITIS □ OTHER:____________________ □ OTHER:____________________

□ M   □ F   □ S   □ G □ M   □ F   □ S   □ G

DEPRESSION PARKINSON'S OB / GYN: □ DENY ANY ISSUES

□ M   □ F   □ S   □ G □ M   □ F   □ S   □ G

DIABETES RHEUMATOID ARTHRITIS □ CURRENTLY PREGNANT □ TRYING TO GET PREGNANT

□ M   □ F   □ S   □ G □ M   □ F   □ S   □ G

HEART DISEASE SCOLIOSIS MY MENSES IS:

□ M   □ F   □ S   □ G □ M   □ F   □ S   □ G □ REGULAR □ IRREGULAR □ MENOPAUSE

HIGH BLOOD PRESSURE SEIZURES

□ M   □ F   □ S   □ G □ M   □ F   □ S   □ G

HIGH CHOLESTEROL

□ M   □ F   □ S   □ G

OTHER:___________________________________________________

□ CURRENTLY SMOKING 

#_________ PER DAY

□ HAVE NOT USED DRUGS 

SINCE_________________

GENERAL HISTORY

"The doctor of the future will give no medicine, but will interest his patients in the 
care of the human frame, in diet, and in the cause and prevention of diseases."

HEALTH HISTORY

□ QUIT SMOKING  

SINCE_________________

PLEASE FILL OUT ALL SECTIONS EVEN IF IT SEEMS UNRELATED TO 

THE PURPOSE OF YOUR APPOINTMENT. THESE PROBLEMS CAN 

AFFECT YOUR OVERALL COURSE OF CARE.

HAVE YOU HAD OR CURRENTLY EXPERIENCING ANY OF THE 

FOLLOWING?

FAMILY HISTORY

F = FATHER M = MOTHER

FEMALE PATIENTS ONLY:

G = GRANDPARENTS S = SIBLINGS

Nobbe Family Chiropractic

THANK YOU FOR CHOOSING NOBBE FAMILY CHIROPRACTIC

(618) 288-5091

2805 N Center, PO Box 831

Maryville, IL  62062



PATIENT NAME: SIGNATURE: DATE:

PARENT OR LEGAL GUARDIAN: SIGNATURE: DATE:

□ YES □ NO

Informed Consent to Care

INFORMED CONSENT TO CARE

YOU ARE THE DECISION MAKER FOR YOUR HEALTH CARE. PART OF OUR ROLE IS TO PROVIDE YOU WITH INFORMATION TO ASSIST YOU IN 

MAKING INFORMED CHOICES. THIS PROCESS IS OFTEN REFERRED TO AS "INFORMED CONSENT" AND INVOLVES YOUR UNDERSTANDING AND 

AGREEMENT REGARDING THE CARE WE RECOMMEND, THE BENEFITS AND RISKS ASSOCIATED WITH THE CARE, ALTERNATIVES, AND THE 

POTENTIAL EFFECT ON YOUR HEALTH IF YOU CHOOSE NOT TO RECEIVE THE CARE.

WE MAY CONDUCT SOME DIAGNOSTIC OR EXAMINATION PROCEDURES IF INDICATED. ANY EXAMINATIONS OR TESTS CONDUCTED WILL BE 

CAREFULLY PERFORMED BUT MAY BE UNCOMFORTABLE.

CHIROPRACTIC CARE CENTERALLY INVOLVES WHAT IS KNOWN AS A CHIROPRACTIC ADJUSTMENT. THERE MAY BE ADDITIONAL SUPPORTIVE 

PROCEDURES OR RECOMMENDATIONS AS WELL. WHEN PROVIDING AN ADJUSTMENT, WE USE OUR HANDS OR AN INSTRUMENT TO 

REPOSITION ANATOMICAL STRUCTURES, SUCH AS VERTEBRAE. POTENTIAL BENEFITS OF AN ADJUSTMENT INCLUDE RESTORING NORMAL 

JOINT MOTION, REDUCING SWELLING AND INFLAMMATION IN A JOINT, REDUCING PAIN IN THE JOINT, AND IMPROVING NEUROLOGICAL 

FUNCTIONING AND OVERALL WELL-BEING.

IT IS IMPORTANT THAT YOU UNDERSTAND, AS WITH ALL HEALTH CARE APPROACHES, RESULTS ARE NOT GUARANTEED, AND THERE IS NO 

PROMISE TO CURE. AS WITH ALL TYPES OF HEALTH CARE INTERVENTIONS, THERE ARE SOME RISKS TO CARE, INCLUDING, BUT NOT LIMITED 

TO: MUSCLE SPASMS, AGGRAVATING AND/OR TEMPORATY INCREASE IN SYMPTOMS, LACK OF IMPROVEMENT OF SYMPTOMS, BURNS AND/OR 

SCARRING FROM ELECTRICAL STIMULATION AND FROM HOT OR COLD THERAPIES, INCLUDING BUT NOT LIMITED TO HOT PACKS AND ICE, 

FRACTURES (BROKEN BONES), DISC INJURIES, STROKES, DISLOCATIONS, STRAINS, AND SPRAINS. WITH RESPECT TO STROKES, THERE IS A 

RARE BUT SERIOUS CONDITION KNOWN AS AN "ARTERIAL DISSECTION" THAT TYPICALLY IS CAUSED BY A TEAR IN THE INNER LAYER OF THE 

ARTERY THAT MAY CAUSE THE DEVELOPMENT OF A THROMUS (CLOT) WITH THE POTENTIAL TO LEAD TO A STROKE. THE BEST AVAILABLE 

SCIENTIFIC EVIDENCE SUPPORTS THE UNDERSTANDING THAT CHIROPRACTIC ADJUSTMENT DOES NOT CAUSE A DISSECTION IN A NORMAL, 

HEALTHY ARTERY. DISEASE PROCESSES, GENETIC DISORDERS, MEDICATIONS, AND VESSEL ABNORMALITIES MAY CAUSE AN ARTERY TO BE 

MORE SUSCEPTIBLE TO DISSECTION. STROKES CAUSED BY ARTERIAL DISSECTIONS HAVE BEEN ASSOCIATED WITH OVER 72 EVERYDAY 

ACTIVITIES SUCH AS SNEEZING, DRIVING, AND PLAYING TENNIS.

ARTERIAL DISSECTIONS OCCUR IN 3-4 OF EVERY 100,000 PEOPLE WHETHER THEY ARE RECEIVING HEALTH CARE OR NOT. PATIENTS WHO 

EXPERIENCE THIS CONDITION OFTEN, BUT NOT ALWAYS, PRESENT TO THEIR MEDICAL DOCTOR OR CHIROPRACTOR WITH NECK PAIN AND 

HEADACHE. UNFORTUNEATELY A PERCENTAGE OF THESE PATIENTS WILL EXPERIENCE A STROKE.

THE REPORTED ASSOCIATION BETWEEN CHIROPRACTIC VISITS AND STROKE IS EXCEEDINGLY RARE AND IS ESTIMATED TO BE RELATED IN 

ONE IN ONE MILLION TO ONE IN TWO MILLION CERVICAL ADJUSTMENTS. FOR COMPARISON, THE INCIDENCE OF HOSPITAL ADMISSION 

ATTRIBUTED TO ASPIRIN USE FROM MAJOR GI EVENTS OF THE ENTIRE (UPPER AND LOWER) GI TRACT WAS 1219 EVENTS/ PER ONE MILLION 

PERSONS/YEAR AND RISK OF DEATH HAS BEEN ESTIMATED AS 104 PER ONE MILLION USERS.

IT IS ALSO IMPORTANT THAT YOU UNDERSTAND THERE ARE TREATMENT OPTIONS AVAILABLE FOR YOUR CONDITION OTHER THAN 

CHIROPRACTIC PROCEDURES. LIKELY, YOU HAVE TRIED MANY OF THESE APPROACHES ALREADY. THESE OPTIONS MAY INCLUDE, BUT ARE 

NOT LIMITED TO: SELF-ADMINISTERED CARE, OVER-THE-COUNTER PAIN RELIEVERS, PHYCIAL MEASURES AND REST, MEDICAL CARE WITH 

PRESCRIPTION DRUGS, PHYSICAL THERAPY, BRACING, INJECTIONS, AND SURGERY. LASTLY, YOU HAVE THE RIGHT TO A SECOND OPINION 

AND TO SECURE OTHER OPINIONS ABOUT YOUR CIRCUMSTANCES AND HEALTH CARE AS YOU SEE FIT.

I HAVE READ, OR HAVE HAD READ TO ME, THE ABOVE CONSENT. I APPRECIATE THAT IT IS NOT POSSIBLE TO CONSIDER EVERY POSSIBLE 

COMPLICATION TO CARE. I HAVE ALSO HAD AN OPPORTUNITY TO ASK QUESTIONS ABOUT ITS CONTENT, AND BY SIGNING BELOW, I AGREE 

WITH THE CURRENT OR FUTURE RECOMMENDATION TO RECEIVE CHIROPRACTIC CARE AS IS DEEMED APPROPRIATE FOR MY 

CIRCUMSTANCE. I INTEND THIS CONSENT TO COVER THE ENTIRE COURSE OF CARE FROM ALL PROVIDERS IN THIS OFFICE FOR MY PRESENT 

CONDITION AND FOR ANY FUTURE CONDITION(S) FOR WHICH I SEEK CHIROPRACTIC CARE FROM THIS OFFICE.

FOR DOCTOR ONLY: VERBAL CONSENT OBTAINED:

SIGNATURE OF DOCTOR: DATE:

NOBBE FAMILY CHIROPRACTIC, 2805 N CENTER, PO BOX 831, MARYVILLE, ILLIONIS, 62062



WE WILL ASK QUESTIONS OF THIS PERSON TO VERIFY THEIR RELATIONSHIP WITH YOU, INCLUDING YOUR DATE OF BIRTH.

1.________________________________________________________________________ ___________________________________________

2.________________________________________________________________________ ___________________________________________

3.________________________________________________________________________ ___________________________________________

□ DATE _____/_____/__________

□ NO EXPIRATION

●

● YOU MAY INSPECT AND RECEIVE COPIES OF YOUR RECORDS WITHIN 30 DAYS WITH A REQUEST.

● YOU MAY REQUEST TO VIEW CHANGES TO YOUR RECORDS.

●

●

● OBTAIN PAYMENT FROM THIRD PARTY PAYERS.

● CONDUCT NORMAL HEALTHCARE OPERATIONS SUCH AS QUALITY ASSESSMENTS AND PHYSICIAN'S CERTIFICATIONS.

PATIENT NAME (PLEASE PRINT): RELATIONSHIP TO PATIENT:

SIGNATURE: DATE:

Release of PHI & Notice of Privacy Policy

RELEASE OF INFORMATION

IF YOU WOULD LIKE YOUR PERSONAL HEALTH INFORMATION (PHI) TO BE SHARED WITH ANY OTHER PERSON (INCLUDING SPOUSE OR ADULT 

CHILD) PLEASE FILL IN THE INFORMATION BELOW.

NAME RELATIONSHIP

THIS AUTHORIZATION IS EFFECTIVE UNLESS REVOKED OR TERMINATED BY THE PATIENT OR PATIENT'S PERSONAL REPRESENTATIVE 

THROUGH:

NOTICE OF PRIVACY POLICY

PROTECTING THE PRIVACY OF YOUR PERSONAL HEALTH INFORMATION IS IMPORTANT TO US. DISCLOSURE OF YOUR PROTECTED HEALTH 

INFORMATION WITHOUT AUTHORIZATION IS STRICTLY LIMITED TO DEFINED SITUATIONS THAT INCLUDE EMERGENCY CARE, QUALITY 

ASSURANCE ACTIVITIES, PUBLIC HEALTH, RESEARCH, AND LAW ENFORCEMENT ACTIVITIES. ANY OTHER DISCLOSURES FOR THE PURPOSES 

OF TREATMENT, PAYMENT OR PRACTICE OPERATIONS WILL BE MADE ONLY AFTER OBTAINING YOUR CONSENT.

YOU MAY REQUEST RESTRICTIONS ON YOUR DISCLOSURES.

IN THE FUTURE, WE MAY CONTACT YOU FOR APPOINTMENT REMINDERS, ANNOUNCEMENTS AND TO INFORM YOU ABOUT 

OUR PRACTICE AND ITS STAFF.

I UNDERSTAND THAT, UNDER THE HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT OF 1996 (HIPPA), I HAVE CERTAIN RIGHTS TO 

PRIVACY REGARDING MY PROTECTED HEALTH INFORMATION. I UNDERSTAND THAT THIS INFORMATION CAN AND WILL BE USED TO:

CONDUCT, PLAN AND DIRECT MY TREATMENT AND FOLLOW UP WITH MULTIPLE HEALTHCARE PROVIDERS WHO MAY BE 

INVOLVED IN THAT TREATMENT DIRECTLY OR INDIRECTLY.

I HAVE BEEN PROVIDED A COPY OF THE HIPPA NOTICE OF PRIVACY PRACTICES FOR THIS PRACTICE FOR MY REVIEW. I UNDERSTAND I CAN 

REQUEST A COPY OF THE HIPPA NOTICE OF PRIVACY PRACTICES, AT ANY TIME. I ALSO UNDERSTAND THAT I CAN REQUEST, IN WRITING, 

THAT YOU RESTRICT HOW MY PERSONAL INFORAMTION IS USED AND / OR DISCLOSED.

IF YOU HAVE ANY QUESTIONS REGARDING THIS INFORMATION, PLEASE DO NOT HESITATE TO CONTACT OUR OFFICE.

Nobbe Family Chiropractic

2805 N Center, PO Box 831

Maryville, IL  62062

(618) 288-5091



SELFPAY / NON-INSURANCE PAYORS:

PAYMENT IN FULL IS EXPECTED AT TIME OF SERVICE.

CO-PAY IS DUE AT TIME OF SERVICE.

ASSIGNMENT OF INSURANCE BENEFITS:

I HAVE READ, FULLY UNDERSTAND, AND AGREE TO EACH OF THE ABOVE POLICIES AND CHOOSE THE PAYMENT OPTION INDICATED BELOW:

□ NON-INSURANCE PAYMENT OPTION. I WILL PAY IN FULL AT THE TIME OF SERVICE.

□ INSURANCE PAYMENT OPTION.  PLEASE FILE CLAIMS WITH THE TYPE OF INSURANCE I HAVE SELECTED BELOW:

□ AUTO INSURANCE

□ HEALTH INSURANCE

□ WORK COMP INSURANCE

PATIENT NAME (PLEASE PRINT): RELATIONSHIP TO PATIENT:

SIGNATURE: DATE:

Billing, Payment and Collection Policies

WE OFFER THE FOLLOWING TWO OPTIONS AS 

FORMS OF PAYMENT:

#1: NON-INSURANCE OPTION CANCELLATION / NO SHOW

A 24 HOUR NOTICE MUST BE GIVEN IF YOU ARE UNABLE TO KEEP AN 

APPOINTMENT.

IN THE CASE OF A SHORT NOTICE OR NO NOTICE CANCELLATION, A 

$25 CANCELLATION FEE WILL BE CHARGED TO THE PATIENT 

ACCOUNT.#2: INSURANCE OPTION

AS A COURTESY, THE BILLING DEPARTMENT WILL FILE CLAIMS TO 

YOUR INSURANCE COMPANY FOR SERVICES RENDERED.
PAST DUE ACCOUNTS

IT IS THE PATIENT'S RESPONSIBILITY TO PRESENT ALL CURRENT 

INSURANCE CARDS AT TIME OF SERVICE. MANY INSURANCE 

COMPANIES HAVE A TIMELY FILING LIMIT THAT DOES NOT ALLOW 

BACK-BILLING.

AFTER 60 DAYS OF NON-PAYMENT, A $25 LATE FEE WILL BE ADDED 

AND COMPOUND MONTHLY.

IF NECESSARY, THE ACCOUNT WILL BE TURNED OVER TO A 

COLLECTION AGENCY AND A COLLECTION FEE OF 30% WILL BE 

ADDED TO YOUR BALANCE.

IF YOUR INSURANCE PLAN REQUIRES A REFERRAL FROM YOUR 

PRIMARY DOCTOR, IT IS YOUR RESPONSIBILITY TO AQUIRE THAT 

INFORMATION PRIOR TO YOUR INITIAL TREATMENT. WE ARE NOT 

RESPONSIBLE FOR KNOWING IF YOU NEED A REFERRAL OR NOT.

AS A LAST RESORT, LEGAL ACTION WILL BE TAKEN. ALL 

REASONABLE ATTORNEYS AND COURT FEES INCURRED TO COLLECT 

PAST DUE ACCOUNTS WILL BE ADDED TO THE ACCOUNT AND THE 

PATIENT WILL BE RESPONSIBLE.

TERMINATION
I HEREBY AUTHORIZE DIRECT PAYMENT OF CHIROPRACTIC 

BENEFITS TO THIS OFFICE FOR SERVICES RENDERED BY THE 

PHYSICIAN IN PERSON OR UNDER THE PHYSICIAN'S SUPERVISION.
FAILURE TO MAKE PAYMENT COULD JEOPARDIZE YOUR PATIENT / 

PROVIDER RELATIONSHIP. YOU MAY BE NOTIFIED BY MAIL OF INTENT 

TO TERMINATE THE RELATIONSHIP AS A RESULT OF NON-PAYMENT 

FOR SERVICES RENDERED.I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ANY 

BALANCE NOT COVERED BY MY INSURANCE.

(618) 288-5091

I HEREBY AUTHORIZE THIS OFFICE TO RELEASE ANY MEDICAL OR 

INCIDENTAL INFORMATION THAT MAY BE NECESSARY FOR EITHER 

MEDICAL CARE OR IN PROCESSING APPLICATIONS FOR FINANCIAL 

BENEFITS.

THIS OFFICE DOES NOT PROMISE THAT ANY INSURANCE COMPANY 

WILL PAY. IN THE EVENT THAT THE INSURANCE COMPANY DISPUTES 

OR REJECTS THE CLAIM, IT WILL BE THE PATIENT'S RESPONSIBILITY 

TO PAY ALL THE CHARGES AND PURSUE REIMBURSEMENT FROM 

THE INSUIRANCE COMPANY ON HIS / HER OWN.

PAYMENT COMMITMENT

2805 N Center, PO Box 831

Maryville, IL  62062

Nobbe Family Chiropractic




