
PATIENT APPLICATION FORM 
WELCOME TO OUR CLINIC. We specialize in assisting our patients to 
achieve their highest level of health through our spinal and postural cor-
rective programs. Our approach is very unique and advanced from other 
rehabilitative programs. This allows our patients to achieve far superior 
results compared to most other systems. 
 

Please fill out the following information thoroughly so the doctor can let 
you know if you are a case we can accept. Please feel free to ask any 
questions if you need assistance. We look forward to serving you. 

 

Patient Signature: _______________________________________ 

Date: ______________________________ 
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PATIENT APPLICATION SURVEY 
Name: _________________________________________________________ (Age) _______ Gender:  M     F 

Home Address: __________________________________________________ Home Phone: (     ) ______________ 

City, State, Zip: __________________________________________________ Work Phone: (      ) ______________ 

Email Address: ___________________________________________________ Cell Phone:  (      ) ______________ 

Birth Date: ______ / ______ / _______ Social Security #: ________ - ______ - _________Marital Status: S  M  D  W 

Names of Children: _______________________________________________________ Ages: __________________ 

Occupation: __________________________________________Employer ‘s Name___________________________ 

Spouse’s Name: _________________________ Work Phone: (      ) ____________Cell Phone: (      ) _____________ 

Spouse’s Employer: _____________________________________  Occupation: ______________________________ 

How were you referred to this office?_________________________________________________________________ 

EXPERIENCE WITH CHIROPRACTIC 
Have you seen a Chiropractor before? � Yes � No Who? _______________________________When? __________ 

Reason for visits: _______________________________________________________________________________ 

How did you respond? ___________________________________________________________________________ 

Did your previous chiropractor take before and after x-rays? � Yes � No 

Did you know posture determines your health? � Yes � No 

Are you aware of any of your poor posture habits? � Yes � No 

Explain: _______________________________________________________________________________________ 

Are you aware of any poor posture habits in your spouse or children? � Yes � No 

Explain: ______________________________________________________________________________________ 

 

The most common postural weakness is Forward Head Syndrome (head and neck starting to bend forward and pro-
gressively moving downward weakening your (whole body). Even less severe forms of this posture can cause many 
adverse affects on your overall health. Have you ever been told or fell like you carry your head forward, noticed a 
rounding of your shoulders or a developing “hump” at the base of your neck?    Yes       No 
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AUTHORIZATION CARE 

I authorize and agree to allow the doctor and/or physical therapist to work with my spine through the use spinal     
adjustments and rehabilitative exercises for the sole purpose of postural and structural restoration of normal             
biomechanical and neurological function. 

 

I understand that I am responsible for all fees incurred for the services provided, and agree to ensure full payment of 
all charges. 

 

The Doctor and/or physical therapist will not be held responsible for any health conditions or diagnoses which are   
pre-existing, given by another health care practitioner, or are not related to the spinal structural conditions diagnosed 
at this clinic. 

 

I also clearly understand that if I do not follow the doctors and/or physical therapist specific recommendations at this 
clinic that I will not receive the full benefit from these programs, and that if I terminate my care prematurely that all 
fees incurred will be due and payable at that time. I authorize the assignment of all insurance benefits be directed to 
the doctor and/or physical therapist for all services rendered. 

 

 

__________________________       ______________       _____________________              ________________           
Patient’s Name Printed     Date                           Patient’s signature                          Date 

_______________________________ _______________________________________________      ____________              
Minors Name                                          Guardian/Spouse’s Signature of Authorizing care for minor    Date 

 

 

IN CASE OF EMERGENCY 

 

Name_____________________________________________________________________ 

 

Relationship________________________________________________________________ 

 

Work Phone________________________________________________________________ 

 

Home Phone________________________________________________________________ 

 

Cell Phone__________________________________________________________________ 
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INSURANCE INFORMATION 
I clearly understand that all insurance coverage, whether accident, work related, or general coverage is an arrangement 
between my insurance carrier and myself. If this office chooses to bill any services to my insurance carrier that they 
are performing these services are strictly as a convenience to me. The Doctors office will provide any necessary     
reports or required information to aid in insurance reimbursement of services, but I understand that insurance carriers 
may deny my claims and that I am ultimately responsible for any unpaid balances. Any monies received will be     
credited to my account. 

I understand there could be some services that my insurance company does not cover, if this is the case are you willing 
to pay for these services   [    ] YES [   ] NO 

Patients Signature_________________________________________________ Date___________________________ 

Guardian or Spouse’s Signature Authorizing Care________________________   Date__________________________ 

I hereby authorize Vance Chiropractic to administer care as deemed necessary to my child, a minor  under the           
age of 18 years old. 

Name of Insurance Co. ________________________________________________ Policy#____________________ 

Address_____________________________________________________________ Phone # ___________________ 

Insured’s Name_____________________________________________ Insured’s SS# ________________________ 

For Automobile Accidents, include Policy Claim No.__________________________________________________ 

Relationship to Insured ____________________________________________ Birth date _______/________/______ 

Employer_____________________________________________________________________________________ 

Who should receive charges on your account? 

�Patient  �Spouse  �Parent/Guardian  �Workers Comp  �Auto Insurance  �Medicare  �Personal Health Insurance 

 

 

RADIOGRAPH CONSENT 
I ________________________________ do hereby give my consent to allow Vance Chiropractic 

and it’s representatives, as deemed by the examining physician to take radiographs of my spine 
and/or extremities. 
 

I also hereby declare that to my knowledge that I am not pregnant _______ ( Initial ) 

 

Signature of Patient/or Guardian of said Minor ______________________________________  

Date ______________________ 
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HEALTHCARE AUTHORIZATION FORM 

 

THE FOLLOWING AUTHORIZES VANCE CHIROPRACTIC TO USE AND/OR DISCLOSE 
PROTECTED HEALTH CARE INFORMATION IN ACCORDANCE WITH THE FOLLOW-
ING SPECIFIC AUTHORIZATIONS: 

I give permission to Vance Chiropractic to use my name, address, phone numbers and clinical records to 
contact me with birthday cards, holiday related cards, health related e-mails messages and information 
about treatment alternatives or other health related information as well as any advertisements, newsletters 
or patient of the week/month postings.  

I give permission to Vance Chiropractic  to treat me in an open room where other patients are also being 
treated. I am aware that other persons in the office may overhear some of my protective health care infor-
mation during the course of my treatment. Should I need to speak with a doctor or physical therapist in pri-
vate, the doctor or therapist will provide a private room for these conversations. 

By signing the following you are giving Vance Chiropractic permission to use and disclose your             
protected health information in accordance with the directives listed above 

 

 

ACKNOWLEDGEMENT OF RECIEPT & NOTICE OF PRIVACY PRACTICES 
 

I _________________________ understand and have been provided with a notice of information 
practices that provides me a more complete description of information uses and disclosures, I un-
derstand that I have the following rights and privileges:  
 

 

                                                            * The right to review the notice prior to signing this consent 

                                                 * The right to object to the use of my health care information for directory purpose 

                                                 * The right to request restrictions as to how my health care information may be used 

                                                     or disclosed in this office to carry out treatment, payment, or health care operations 

 

 

 

Patient Signature: _______________________________________ 

 

Date: ________________________________ 
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