                                                                                                   Lechene Chiropractic



#_______________

616 Hileman Street
Altoona, PA 16602

PATIENT INFORMATION

PATIENT NAME

Last Name _____________________________ First Name _______________________ Middle __________________

Gender:  M   F

Date of Birth _______/_______/_______
Age ________
SS# __________________________

Home Address __________________________________________________________________________________

City _______________________________________________ State _______________ Zip _____________________

Email Address ___________________________________________________________________________________ 

Home Phone # ____________________ Cell Phone # ______________________ Work Phone # _________________

Employer Name _______________________________________ Occupation _________________________________

How were you referred to our office:
__________________________________________________________________
SPOUSE OR GUARDIAN

(  ) Single
(  ) Married
(  ) Widowed
(  ) Child
(  ) Other
Last Name __________________________________ First Name ______________________ Middle ______________

Employer Name _________________________Date of Birth _____/_____/_____
SS# _____________________

Home Phone # ____________________ Cell Phone # ______________________ Work Phone # _________________


MY PRIVACY

Please choose one option:
I have been offered a copy of the HIPAA privacy act.

__________
A.  I acknowledge I have received a copy of the HIPAA privacy act.

__________
B.  I acknowledge I have refused to accept a copy of the HIPPA privacy act.

_________________________




X______________________________________________________

          Date







Signature of patient or person acting on patient’s behalf
FINANCIAL INFORMATION OF POLICYHOLDER

FINANCIAL TYPE Check all those that apply

(  )  Cash, Check, or Credit Card

(  )  Group Insurance

(  )  Medicare

(  )  Auto Injury
 
(  )  Workers’ Compensation

(  )  Medical Assistance

RESPONSIBLE PARTY
Complete this section if someone else is responsible for your bill or if someone else is the policyholder for your insurance.

Responsible Party or Policyholder ______________________________________________________________________________________

Relationship to Patient _________________________________________________ SS# __________________________________________

Home Address _____________________________________________________________________________________________________

City ______________________________________________________________ State _____________________ Zip __________________

Employer Name _____________________________________________________ Date of Birth ____________________________________

