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Welcome! We are pleased to welcome you to our office.  Please take a few minutes to fill out these 
forms as completely as you can.  If you have any questions we will be glad to help you.  We look 
forward to working with you in maintaining your health. 

 
Patient Information 

Name                   
SSN  DL#         
Address  City     St.       Zip    
Phone  Cell  Email Address______________    
Height_____ Weight_____    Sex  M / F  Status M / S / W / D  Age   Birth Date___/___/_____  
Employed By         Occupation      
Business Address         Phone     
Spouse’s name    Occupation    Employer    
Emergency Contact   Home Phone  Cell    
Whom may I thank for referring you?           
Have you ever seen a Chiropractor? __If yes when and why?     __  
 

Primary Insurance 
(Omit if not going through insurance or if providing an insurance card) 

Insurance Company         Phone     
ID#       Group #        
Person responsible for account      Relation to patient    
Birth Date___/___/_____  SS#    _____ 
Address (if different than patients)     City      
St.   Zip      Phone    Cell___     
Person responsible employed by      Occupation     
Business Address        Phone      

 
Reason for Visit 

What brings you in today?             
Describe your symptoms & location           
When did symptoms begin, lately?  Is this a recurring condition?    
Is pain getting □Worse □Better □Same How often?     □Comes & goes 
Have seen by a medical physician for this condition?   Are you taking any medications?    
What kind?     For what condition & Dates      
List vitamins if taking any             
List surgical operations & Dates     List fractures & Dates     
 
I clearly understand and agree that all services rendered to me are changes directly to me and that I 
am personally responsible for payment.  I also understand that if I suspend or terminate my care and 
treatment, any fees for professional services rendered to me will be immediately due and payable. 
 
Patient Signature         Date     

Bre Lamb




 

 

Print Name:___________________________________________________ 

Signature:_____________________________________________________  Date:____________________________ 



 
 

 

Privacy Practices Acknowledgement 

 

The privacy of your medical information is important to us. 

 

We create a record of the care and services you receive at our office. 
We need this record to provide you with quality, personalized care and 
to comply with certain legal requirements. 

 

We understand that your medical information is personal and we are 
committed to protecting it. 

 

 

 

Name         

Signature         

Date     



 
 

Schroeder Family Chiropractic 
2535 N Fresno St. 

  Fresno, Ca. 93703 
(559)226-2535 ✦ Fax: (559)226-7266 

Financial Agreement  

 

I ____________________________, agree to pay my bill in full upon receipt of settlement 

funds. This is regardless of settlement amount. Payment must be received within 3 working 

days after the claimant/patient received settlement funds. If payment is not received within 3 

working days, interest will begin to be added at a rate of 15% per annum, and collection 

proceedings will begin. The patient will then be liable for interest and collection expenses.  

Bear in mind that the patient is responsible for all bills of treatment regardless of settlement. 

The purpose of this document is to clarify the terms of the doctor awaiting payment till 

settlement. At anytime, the doctor can ask for payment in full. This is a courtesy of our office 

that can be revoked at any time.  

Any legal costs or dispute arising out of this agreement shall be settled by arbitration, all costs 

to be awarded to the prevailing party.  

 

Signed: ____________________________________________ Date: _________________ 

 

Witness: ___________________________________________ Date: _________________ 



 
 

Financial Policy 

Most insurance policies do cover chiropractic services, but the 
amount  they pay varies from one policy to another. Some pay 
100% while others pay only a small amount. 

It is important you understand your health or accident insurance.  

Your insurance is an agreement between you and your 
insurance company. As a courtesy to our patients, our office 
will complete any necessary forms to help you collect from your 
insurance company. Any amount paid directly to our office by 
the insurance company will be credited to your account. If 
there is overpayment, it will be refunded to you. However,  
you must clearly understand and agree that for all services 
rendered to you in our office, you are charged directly and  
you are personally responsible. 

Appointment Cancellations: 
We ask for a 24 hour notice for appointment cancellations. We have 
the right to charge if notice is less than 24 hours. 

I have read and understand my responsibility concerning the 
payment of services. 
 

Signature        Date     


