PATIENT INFORMATION

File #  _______________

Date ________________

Thank you for helping us meet documentation standards by completing the following information.  
Name  _________________________________     Date of Birth  ____________     S/S _____ - _____ - _____

Home Phone  ____________________     Cell Phone  ____________________     Sex:    Female       Male   

Address  _______________________________     City  __________________  State  _____  Zip  __________

E-mail Address  ____________________________________________   Primary Language _______________
Are you:      Minor       Single     Married       Divorced       Separated       Widow 

Race:  
  American Indian or Alaskan Native       Asian       Black or African American       Hispanic

  Native Hawaiian or Other Pacific Islander
  White     
Medications / prescribed and over the counter:  Please allow us to make a copy of the list you carry with you.

________________________________________  Dosage  ___________________  Frequency  __________

________________________________________  Dosage  ___________________  Frequency  __________

________________________________________  Dosage  ___________________  Frequency  __________

What vitamins or other nutritional supplements do you currently take? 
________________________________________  Dosage  ___________________  Frequency  __________

________________________________________  Dosage  ___________________  Frequency  __________

________________________________________  Dosage  ___________________  Frequency  __________

Do you have any medication allergies?    YesNo___________________________________________

Tobacco use:  Never Smoked  
 Live with a smoker

  Current every day tobacco use, __________ a day.    Current occasional tobacco use, __________ a day.  What Type  
  Cigarettes

  Chewing Tobacco

  Cigars 
  Former tobacco user / Quit Date  _______________   How long did you use?  _______________ years
Alcohol consumption:  None     Rarely     Social DrinkerRecovering Alcoholic
Beer  __________ a dayMixed Drinks __________ a day  Wine __________ a day
Caffeine consumption:   None     Rarely     Frequently
Coffee  __________ a dayTea __________ a day  Caffeinated soft drinks __________ a day
Current Occupation  _________________________  Past Occupations ________________________________
Does your current work environment require constant:  standing  sitting  lifting  high stress

AUTHORIZATION FOR PAYMENT / FINANCIAL AGREEMENT

I hereby authorize Brady Chiropractic Group to furnish information to insurance carriers concerning this illness/accident, and I hereby irrevocably assign to the doctor all payments for medical services rendered.  I understand that I am financially responsible for all charges whether or not covered by insurance.  I agree to pay all attorney fees and costs incurred by Brady Chiropractic Group to collect any unpaid balance.  I certify the information I furnished is true and correct.

I understand that BRADY CHIROPRACTIC GROUP, PC bills my insurance as a service to me. I understand that it is my responsibility to ensure that my insurance carrier processes all claims.  I understand that I am personally responsible for all charges whether or not paid by my insurance carrier. I understand that massage therapy, neuro-muscular re-education and exercise may not be covered by my insurance and I accept financial responsibility for these services.  Should payment for services performed by BRADY CHIROPRACTIC GROUP, PC be paid directly to me by my insurance carrier, I agree to promptly forward such payment to BRADY CHIROPRACTIC GROUP, PC.
I agree to pay my deductible, co-pay or co-insurance at the time of service.  I agree that if payment is not made in the agreed upon manner I will pay interest on said account at the rate of 1.15 % per month on the unpaid balance (18% per annum).  Brady Chiropractic Group offers our non-insurance patients a discount if payment is made at the time of service.  (This does not include the initial exam, x-rays, massage, supplements or supports.)

_______________________________________
_________________        

___________________________

PATIENT/GUARDIAN SIGNATURE


DATE

       
       
WITNESS SIGNATURE                          
Brady Chiropractic Group, PC ( 514 28 ¼ Road Suite 1 ( Grand Junction, CO  81501-4958 ( 970-242-8162


