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PATIENT INFORMATION
Date: _______________

Name: _____________________________ Date of Birth: ____________Age: ______ Sex: ________

Social Security Number: ______________________ Address: _________________________________

City: ______________________ State: _______ Zip Code: ___________ 
Home Phone Number: ________________ Cell Phone: _______________ Work Phone: ________________ 
Email Address: ______________________________

Employer: ______________________________ Occupation: _____________________________ 
Spouses Name: ________________________ Phone Number: ____________ Employer: ___________________ 

Emergency Contact: ______________________ Relation: ______________ Phone Number: ______________
HOW WERE YOU REFERED TO OUR OFFICE: ___________________________________________

HEALTH INFORMATION

What is your major complaint: _________________________________________________________ 

When did this first occur: __________________________________________

What are any additional symptoms are you having:______________________________________     

How often do they occur: __________________Have you had these symptoms in the past: __________  

If so when and how long did they last: ____________ Does anything aggravate your symptoms: ______ 

if so what: _________________________________________________________________

Does anything help your symptoms: _______________________ if so what: _______________________

Have you had any surgical Procedures: ____________ if so please list: ___________________________

What medications are you currently taking: _________________________________________________

Do you or have you had any of the following conditions (Please Circle):

Heart attack   Stroke   Heart Murmur   Venereal Disease      Hepatitis   Alcohol or Drug Abuse     Shingle      Cancer    Frequent Neck Pain   Anemia    Psychiatric Problems   High or Low Blood Pressure     Kidney Problems   Ulcers or Colitis    Severe or Frequent Headaches      Sinus Problems      Asthma      Diabetes or Tuberculosis   Difficulty Breathing   Lower Back Problems    Fainting, Seizures, Epilepsy  Artificial Bones or Joints      Arthritis

Have you been involved in any auto accidents:  Y or N

If so please describe and list dates of all accidents: __________________________________________________

___________________________________________________________________________________________

Have you had any other serious injury or illness:  Y or N
If so please describe: __________________________________________________________________________
___________________________________________________________________________________________
Do you take vitamins: Y or N      Do you exercise:  Y or N     If yes how often: _____________________

Do you smoke: Y or N    If so how many packs per day: ___________ For How Long: ______________

FOR WOMEN:  Is there a chance you could be pregnant: Y or N       Last Menstrual Cycle: ____________

FAMILY HEALTH INFORMATION
Many health problems are the result of hereditary spinal weaknesses; thus total information about your family member will give us a better picture of your total health.

Name __________________    Relation ___________   Past/Present Health Problems __________________

Name __________________    Relation ___________   Past/Present Health Problems __________________

Name __________________    Relation ___________   Past/Present Health Problems __________________

Name __________________    Relation ___________   Past/Present Health Problems __________________

Do you have health and/or accident insurance?  If so, Company ____________________________________

Policy Number _____________________________   Phone Number on back of card ___________________

It is our office policy that fees be paid in full at the time services are rendered.

X-ray negatives remain the property of this office, on file where they may be seen if necessary.  We reserve the right to bill for missed appointments.  We reserve the right to charge 1 and ½% per month, plus attorney’s fees on all overdue accounts.  In consideration of others, please refrain from wearing perfumes or heavily scented items when at the clinic.  Personal cleanliness is requested and smoking is prohibited.  Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with the insurance company and/or billing manager.  I authorize the staff to perform any necessary services needed during diagnosis and treatment.  I authorize the release of any information required to process insurance claims.  Please sign below to acknowledge your understanding and agreement to the above policies.

___________________________________________________________________________________________

PATIENT NAME (Or guardian if a Minor)                                                             DATE

___________________________________________________________________________________________

PATIENT SIGNATURE

GILBERT CHIROPRACTIC CLINIC

5949 17TH AVENUE WEST

BRADENTON, FLORIDA 34209
PHONE   941-794-3344

FACSIMILE   941-794-8057
CONSENT FOR COMMUNICATION AND/OR DISCLOSURE

I am requesting the following alternatives or limitations relating to any communications concerning me by my healthcare provider.

Do we have your permission to contact you at home, work, or cell phone?    Yes       No

If Yes, may we leave the following information on your voicemail or answering machine?:

Appointment Information

Billing Information

Medical Information


Also, please accept this as my written consent to share the following information to the additional individuals listed below:

NAME: ____________________RELATIONSHIP: _______________PHONE #: _______________

Appointment   Yes     No               Billing   Yes      No                                 Medical   Yes      No
NAME: ____________________RELATIONSHIP: _______________PHONE #: _______________

Appointment   Yes     No               Billing   Yes      No                                 Medical   Yes      No
NAME: ____________________RELATIONSHIP: _______________PHONE #: _______________

Appointment   Yes     No               Billing   Yes      No                                 Medical   Yes      No
NAME: ____________________RELATIONSHIP: _______________PHONE #: _______________

Appointment   Yes     No               Billing   Yes      No                                 Medical   Yes      No
___________________________________________________________________________

PATIENT NAME (Print)                                                        DATE

___________________________________________________________________________

PATIENTS SIGNATURE
___________________________________________________________________________

WITNESS NAME




     DATE

___________________________________________________________________________

WITNESS SIGNATURE
GILBERT CHIROPRACTIC CLINIC

5949 17TH AVENUE WEST

BRADENTON, FLORIDA 34209

PHONE   941-794-3344

FACSIMILE   941-794-8057
Consent for Chiropractic Care

I hereby consent to the performance of chiropractic care and other chiropractic/medical procedures, including but not limited to various forms of physical therapy and x-rays by Dr. Ronald Gilbert, D.C. at the office of Gilbert Chiropractic Clinic.  This consent is extended to other licensed chiropractic physician, chiropractic assistants or licensed massage therapist, who now or in the future, are employed by, working with or associated with Gilbert Chiropractic.

I certify that I have had the opportunity to discuss, with the doctor of chiropractic and/or other office personal, the nature and purpose of the care that is being provided.  I understand that the results are not guaranteed.  Further, I have been informed and I understand that, as in the practice of any of the healing arts, in the practice of chiropractic, there are some risks to treatment including, but not limited to, fractures disc injuries, strokes, dislocations and sprains.  I also understand that the doctor who has explained all of these things with me, is not expected to be able to anticipate and explain all risks and complications.  I will rely on the doctor to exercise appropriate judgment during the course of care, based on the facts know at this time, and in my best interest.

My signature below certifies that I have read, or have had read to me the above consent.  I also certify that I have had the opportunity to ask questions and discuss options to care been explained.  By signing this consent form, I agree to the care being provided to me for the entire course of treatment for my present condition(s) and for any future condition(s) for which I seek treatment.

___________________________________________________________________________

PATIENT NAME (Print)                                                        DATE

___________________________________________________________________________

PATIENTS SIGNATURE
___________________________________________________________________________

WITNESS NAME




     DATE

___________________________________________________________________________

WITNESS SIGNATURE

GILBERT CHIROPRACTIC CLINIC

5949 17TH AVENUE WEST

BRADENTON, FLORIDA 34209
PHONE   941-794-3344

FACSIMILE   941-794-8057
AUTHORIZATION FOR MEDICAL RECORDS 
DATE:
________________________

RE:
PATIENT NAME:     
_______________________________



DATE OF BIRTH:  
_____________  
To Whom It May Concern:


Pursuant to all appropriate statutes and rules please accept this as our written request to obtain medical records, reports, and any diagnostic reports in your possession regarding the above-referenced patient at your earliest convenience.  Accordingly, please forward same to the above-listed address. 



Thank you for your courtesies and cooperation in this matter.

___________________________________


__________________________

PATIENT NAME (Print)




DATE

________________________________

Patient Signature




5949 17th Avenue W


Bradenton, FL 34209





Phone 941-794-3344


Fax 941-794-8057











