Raymond Lanfjopoulos D.C. Family Chiropractors (517) 627-4547

Panent Number:
PATIENT INFORMATION (Please answer all questions that apply to you)

Last Mame: Firat Name: ML Social Secunty #:

Address; Single Married — Other

Zip: City/State:

Home Phone #: Work Phone #: Birthdate: Sex: M F
Occupation: Emplover: Referred by:

Employer's Address:

Is vour condition due 1o a work injury?  Yes{ ) No( )
Is your condition due 1o an auto accident or personal injury?  Yes( ) Nol )
Is there any chance that you are pregnant? Yes{ ) Noi )

Health History
What is your major complaint”?
How long have you had this condition?
Other doctors that have treated you for this condition:
List surgeries!
Broken bones: Auto accidents:
List medications you are taking:
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Family Health Information:
Please give details of any family healih conditions {e.g. hylension, hean problems, diabeies. back problems. cancer, eic.)

Mame: Relation: PastPresent Health Problems:

Assipgnment
1 hereby instruct and direct my insurance company to pay by check made out and mailed direcily 1o this clinic the professional or
medical expense benefis allowable, and otherwise payable 10 me wnder my current insurance policy as payment toward the total

charges for professional services rendered by this chinic. A phowcopy of this assignment shall be considered as effective and valid
a5 the orizinal,

Fatiena's Signature Daie

Helease of Information
1 amthorize this clinic to release any information pertinent 1o My case 10 &Ny IRSUrANcE company, adjusior, and sttomey mvolved in
this case; &l herely release this clinic of any consequences thereal.

Patieni"s Signaiuse [rae

Financial Responsibility
| agree wo be financially responsible for all charges incumed gt this clinic including my insurance deductible, copayment and any
services repected by my insurance company,

Patient's Signature Daie

Guardian/Parent's Signature Authorizing Care Diaie

Payment method  Cash, check, credit cand.  Visn, Mastercard or Disciwer
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(For Doctor’s Llse Only )k
Primary Sublusaion: —— S Componeni [hagnosis: . e -
Secondary Subluzaiion: . e Component Diagnonis: —— S -

Motes:
Re evalumion Date:




