
PERSONAL INFORMATION: 
Name: __________________________________________________________ Date: ________________ 
Home Address: ________________________________________________________________________ 
City: __________________________________ State: ________________ Zip Code: _________________ 
Home Phone #: ____________________ Cellular #: ___________________ Work #: __________________ 
Which phone # is the best to contact you regarding appointments? (circle one)       Home       Cell       Work 
E-mail Address: ____________________________________________Social Security # _______________
Occupation: ________________________________________ Employer: __________________________
Age: _________ Date of Birth: _______________________Marital Status (circle one)     M       S       W       D
Spouse’s Name: _________________________________ Spouse’s Phone #: ________________________
Spouse’s Occupation: ___________________________ Spouse’s Employer: ________________________
Number of children (if applicable) ______ Please provide kids date(s) of birth: ________________________
Emergency Contact: Name______________________________________ Phone #: __________________

REFERRAL INFORMATION: 
How did you find out about our office? ________________________________________________ 
Name of your primary Doctor of Medicine/Clinic: ________________________________________ 

Approximate date of last visit to medical doctor: 
Did your medical provider refer you to our office?       YES        NO 

Name of your previous Doctor of Chiropractic/Clinic: _____________________________________ 
Approximate date of last visit to chiropractor: _____________________________________ 

PAYMENT/INSURANCE/PRIVACY PRACTICES INFORMATION 
*It is usual and customary to pay for services on the date rendered, unless otherwise arranged

Name of Insurance Company (if applicable): __________________________________________ 

I hereby authorize Sito Chiropractic to administer treatment as is necessary and certify that no guarantees or 
assurances have been made to me as to the results that may be obtained. I give permission to Sito Chiropractic to 
treat me in an open room where other patients may overhear some of my protected health information, and I 
acknowledge that I can speak with the doctor in a private room at any time if necessary at my request. _________ 

Initial Here 

I authorize Sito Chiropractic to furnish my insurance company with a full report of my physical examination, diagnosis, 
treatment, prognosis, etc. in regard to my treatment if requested by them. I I authorize and direct payment to Sito 
Chiropractic any sums that may be due for chiropractic services rendered to me. I understand that my insurance 
policy is a contact between myself and my insurance company, and that I am fully responsible to Sito Chiropractic for 
all bills submitted for services rendered. I have read and agree to be bound by the terms of this assignment of health 
insurance benefits. _________ 

Initial Here 

Health Information Privacy Notice: As of April 2003, all health care providers are required by law to advise you how 
their office will use your health information. The entire notice is displayed in our reception area for your review, if 
you choose to read it in its entirety. Nothing in this notice will change the way we provide care, obtain payment, or 
run our office. Please read the Health Information Privacy Notice and sign your initials below, stating that you have 
been made aware of this Federal Health Information policy. __________ 

Initial Here 

I agree to above authorizations: ___________________________________________________________ 
Patient’s Signature Date 

Sito Chiropractic at Lumina Station 

Phone: (910) 256-2655  Fax: (910) 256-2358   www.sitochiropractic.com 








