CALVERT CITY CHIROPRACTIC

WELCOME TO OUR OFFICE

NAME ) __ DATE o
(First) (ATiddle)  (1ast)

ADDRESS o ~anmy - STATE__ZIP

F-MATL ADDRESS - o

PHONIE( ) BIRTHDATE o SSs#

EMPLOYER PIHIONE#

STUDENT:FULL__PART_ MARITAL STATUS: M S D W

SPOUSE/PARENT o o ) o BIRTHDATE

SS# EMPLOYER & PHONE #

Is vour condition due to an accident?  Date __Type of accident:(Circle) Auto Work Other

Insurance Insured’s Name

Secondary Insurance __Insured’s Name

Attorney’s Name/Addvess/Phone#:

Medical Doctor's Name/Address:

WHOM MAY WE THANK FOR REFERRING
YOuU?

Ihereby anthorize and vequest that yon release the complete medical records in your possession
concerning my illness and/or treatment (o De. Bradley Tacl, Dr. Lisa Tack or Dr. Charles Epstein
at Calvert City Chiropractic,

I hereby give permission to the doctor to release any information requested by my insurance
company/attorney acquired in the conrse of my treatment.

I herehy authovize and divect my insuvance henefits (o e paid diveetly o the doctor, 1 am
financially responsible Tor non-covered services.

Therehy give permission to the doctor (o administer treatment and perform such gencral procedures
as he may deem necessary in the dingnosis and/or treatment of my condition.

SIGNATURE DATE B
FTITAVE READ AND AGREE TO'FHE ANOVE STATEMUNTS
PHONE: (2710195 4540 FAN27TMIVE 7718

CALVERT CITY CHIROPRACTIC
SEA LS HIGHWAY 62
CALVERT CITY, KY 42029

(ROM)455-1811



