
Marty Chiropractic                                        DATE ___________________________

Patient Information                                   DOCTOR ___________________________

      
Full Name ____________________________________   Date of Birth _____________E mail___________________________ 

Address_____________________________________________________   Home Phone_________________________________

City, State________________________________    Zip______________Marital Status  S   M     Spouse/Parent ____________

Occupation __________________  Employer_________________________________  Work Phone_______________________

May we leave messages at Home Phone       YES       NO                  May we leave messages at Work Phone?       YES       NO 

Primary Physician__________________________________________________    May we contact your physician? _________

Primary Clinic______________________   Who may we thank for referring you to our office? __________________________

Policy Holder______________________    Date of Birth________________    Employer_________________________________

-------------------------------INSURANCE INFORMATION   ------------------------  NOT A GUARANTEE OF PAYMENT  -------------------------------------

Insurance:_______________________________________________________________   Contact Person _________________

Effective Date_______________   ID / Claim ____________________________________   Acct / Group ___________________

Referral?  Y   N     Deductible?________   Co-Pay?____________  Percent Covered?____________   Prior Auth?_____________   

Exams? ____ %   Therapy? _____%    X-Rays? _____    Massage? _____    Acupuncture _____     Limit No. of Visits? _______

OUT-OF-NET_________________________________________________________    Confirmed by_____________________ 

AUTO   W/COMP   Date of Injury______________  Adjuster_________________________  Phone______________________

AGREEMENT TO PAY FOR TREATMENT: The patient and responsible party listed below hereby agree to pay all charges submitted by
this office during the course of treatment for the patient. If the patient has insurance coverage with a managed care organization with whom
this office has a contractual agreement, the patient and/or responsible party agree to pay all applicable co-payments and deductibles which
arise during the course of treatment for the patient. The patient and/or responsible party also agree to pay for treatment rendered to patient
which is not considered to be a covered service by third party insurers or payors, such as massages, orthotics or supplements.

ASSIGNMENT OF INSURANCE: I hereby authorize and instruct the insurance company mentioned above to pay any insurance benefits
otherwise payable to me under my current insurance policy directly to MARTY CHIROPRACTIC, 2424 East 117th Street, Burnsville, MN
55337, for professional services rendered. This payment will not exceed my indebtedness to the above mentioned assignee and I have agreed
to pay any balance of said professional service charges over and above this insurance payment according to the financial policy of the above
assignee, which may include interest, service fees and/or collections costs. I understand that my signature on this document may replace the
need for my signature on each claim form. A photo copy of this assignment shall be considered as effective and valid as the original.

RELEASE OF MEDICAL INFORMATION: I also authorize the release of any information concerning my medical history, diagnosis,
and treatment pertinent to my case to any insurance company, adjuster, or attorney involved in this case. THIS AUTHORIZATION AND
ASSIGNMENT SHALL BE IRREVOCABLE FOR THE FULL EXTENT OF MY TREATMENT AT MARTY CHIROPRACTIC CLINIC
AND UNTIL SUCH TIME THAT ANY AND ALL EXPENSES INCURRED HAVE BEEN PAID IN FULL.

I UNDERSTAND that I am authorizing Marty Chiropractic to proceed with any treatment that may be necessary. Furthermore, any risks in-
volving chiropractic treatment will be explained to me upon request.

PERMISSION  TO  TREAT  MINOR: I  hereby  authorize  the  doctors  and  staff  of  Marty  Chiropractic  to  examine,  X-ray  and  treat
________________________________________ (name of patient).

Signed_______________________________________   Date______________________

PATIENT INFO    REV. 05/18/09








