Hamden Chiropractic -

Heatth & Spine Center

“We help your body heal stself.”
Last Name First Name M
Address City State Zip
Home( )}__-____ Wok( )__ - Cell( )__-___
SSN ____ Email Address _ :
Birth Date Age__ Maleor Fomale Married Single Divorced Ofher
Employer Name/Phone # | Oceupation
Tnsurance Company Name
Policy Holder's Name Birth Date

Relationship to patient Self (hild Spouse Other Policy #

Secondary Insurance Company Name

Policy Holder's Name _ Birth Date

' Relaticmhiptoi’aﬂent Self Child Spouse Other Policy #

Ts this condition related to an automobile accident? Fes No A work related injury? Yes No

1 understand and agree that health and accident insurance policies are in arrangement
berween an insurance carrier and me. Furthermore, I vnderstand that Hamden Chiropractic will
prepare and necessary reports and forms to assist me in making collections from my insurance
wmmymdmamymomaumonmdmbeMdMymMmChmymﬁcwﬂlbe
cxedized to my account upon receipt.

However, I cleatly understand that if my insurance carries does not pay for services rendered
t0 nae, I am financially responsible. Ialso understand that if for any reason my account is sent to

collections, an additional fee of one hundred (100) dollars will be added to the amount past due. |
amﬂuttheabovemfpunauonscomwthebestofmylmdwledge

Signature (guardizn) _ Date
Ackmowledgement of Receipt of Privacy Practices

T hereby acknowledge that I have received a copy of Haxden Chiropractic Notice of Privacy
Practices. Iacknowxedgethatacopyoftbecnnentnmmpmdmthexecepuonam,a.ndthatl
maytequaa:aeopyafany amended Notice of Privacy at each appointment.

Signature (guatduan) Date




