
GENESIS CHIROPRACTIC
WELLNESSANDREHABILITATION
"THE SPINE CENTER OF KENOSHA"

CONSULTATION ADMITTANCE CARD

(Please Print)

Dr.
Date

Name Mr.lMrs.lMs
First Middle Initial Last

Spousel
Parent's Name

HomeAddress
Street City State Zip

Email address

Age Date of Birth Home Phone

Occupation or Profession Number of Children

Employed By Business Phone

Referred By

When did you last have Chiropractic Care? Where?

Do you have health insurance that covers chiropractic care?

If so, What Company?

Major Complaint?

How Long? Other Complaints?

Were you injured at work? Yes No

Were you injured in an auto accident? Yes No

Other type of accident? Explain

Are you Pregnant? Yes No

Social Security ~umber Driver's License Number

FEES ARE PAYABLE UPON SERVICES RENDERED.

We will file insurance for your claim. You are responsible for your bill.

TREATMENT OF MINOR
I, as legal guardian of said patient
Do authorize appropriate
Chiropractic treatment

I, hereby, authorize the release of any medical information
Necessary to process my health claim.

SIGNA TURE DATE
PARENT lLEGAL GUARDIAN




