
PATIENT WORK HISTORY 

       
 

     PATIENT INFORMATION 
 

 

_____________________________________________ __________________________________  
NAME                         TELEPHONE (Home) 

 

__________________________________________________ ______________________________________ 

STREET                     TELEPHONE (Cell) 

 

__________________________________________________ ______________________________________ 

CITY                             STATE                     ZIP                     EMAIL ADDRESS 

 

_____________________________    M      F  ______________________________________ 

           DATE OF BIRTH            SOCIAL SECURITY NUMBER 

 

MARITAL STATUS:  S    M    D    W SPOUSE’S NAME:   _________________________________ 

DATE OF INJURY: ____________________  OCCUPATION: _____________________________________              

     

PRIMARY CARE PHYSICIAN: ______________________________________ PHONE: __________________ 

 

EMERGENCY CONTACT: __________________________________________ PHONE: __________________ 

 

NAME OF PARENT if MINOR PATIENT (if applicable) ______________________________________________  

 

INSURANCE INFORMATION 
 

 

____________________________________________________ _______________________________________ 

              INSURANCE COMPANY      CLAIM NUMBER 

 

_____________________________________  _____________________________________ _______ 

       ADJUSTER’S NAME            ADJUSTER’S PHONE NUMBER     EXT.  

 

_______________________________________________________________________________________________ 

             ADJUSTER’S MAILING ADDRESS                   CITY/STATE         ZIP CODE 

   

INJURY INFORMATION  

  

 

 

 

 

 

 



                                                                

 

 
 

 

 

 
 



                                                                

 
 

 

 
 
 
 
 
 



                                                                

 
 

 
 
  3. On the job, I lift 

 
 

 

 
 

 



                                                                

 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



                                                                

 I understand and agree that health and accident policies are an arrangement between an insurance carrier and myself. I 

authorize payment directly from my insurance company to Back on Track Physical Medicine. Furthermore, I 

understand that this office will prepare any necessary reports and forms to assist me in making collection from the 

insurance company and that any amount authorized to be paid directly to this office will be credited to my account 

upon receipt. However, I clearly understand and agree that all services rendered to me are ultimately my personal 

responsibility. I also understand that if I suspend or terminate my care and treatment any fees for professional service 

rendered me will be immediately due and payable. 

If I have insurance, I am responsible for my insurance deductible, co-payments and any service rejected by my 

insurance company. I am also aware that if I have not made a payment on my outstanding balance within a 30 day 

period, a service fee of 2 % will be added to my account. If I have an outstanding balance that may be served to a 

collection agency, there will be an additional fifty dollar fee added. 

This office cannot promise that an insurance company will pay. In the event that the insurance company disputes or 

rejects the claim, we will pursue on your behalf as far as we are able to. If unsuccessful, you will be expected to take 

responsibility for any outstanding balance. 

I authorize this clinic to release any information pertinent to my case to any insurance company, adjuster and/or 

attorney involved in this case, and hereby release this clinic of any consequences thereof. 

Although our office will call to verify your insurance coverage, it is your responsibility to confirm and know your 

benefits. If you have limited coverage, you need to be aware of when your insurance will stop paying your claims. 

I certify that the information provided in this four-part form is correct to the best of my knowledge. I will not hold my 

doctor or any staff member of Back on Track Physical Medicine responsible for any errors or omissions that I may 

have made in the completion of this form 

 

Signature of Patient: _________________________________________________ Date: ________________________  

 

Signature of Parent or Guardian: ____________________________________ Date: ____________________________ 

 

 I acknowledge and agree to the following: The doctor will not be held responsible for any pre-existing medically 

diagnosed conditions. 

Chiropractic is not a treatment for any condition or symptom. It is a care system that is aimed toward the reduction and 

correction of spinal subluxations so that your body as a whole may function better. 

Although Chiropractic care is one of the safest forms of health care, it is associated with some minor risks and it is my 

responsibility to be informed about those risks by asking the doctor or a staff member prior to treatment. 

Chiropractic is a system of health care delivery and therefore, as with any health care delivery system, we cannot 

promise a cure for any symptom, condition or disease as a result of treatment in this office. An attempt to provide you 

with the very best care is our goal and if the results are not acceptable, we will refer you to another health care 

professional whom we feel can further assist you. 

I hereby authorize the doctors and staff affiliated with Back on Track Physical Medicine to treat my condition as 

deemed appropriate.  

 

Signature of Patient: _______________________________________________ Date: __________________________  

 

Signature of Parent or Guardian: ______________________________________Date: __________________________ 

 

 To _________________________________________, I hereby authorize you to release to Back On Track Physical 

Medicine any information including the diagnosis and records of treatment or examination rendered to me for all care 

during the period of ___________________ to ___________________.  

 

Signature of Patient: _____________________________________________ Date: __________________________  

 

 I hereby authorize Dr. __________________ and whomever he may designate for assistance to administer chiropractic 

care as he deems necessary to my _________________________ (indicate relationship to child).  

 

Name of Child: __________________________________________________ Date: ___________________________  

 

Signature of Parent or Guardian: ____________________________________________________________________ 


