Barnes Family Chiropractic

4302 Del Prado Blvd., Cape Coral, FL, 33904

Patient Intake Sheet – General

Patient Information:

Name__________________________________________    Date of Birth _____/_____/_______

Social Security Number _______ - _______ - ___________
  Age _______     Sex ________

Permanent Address  ________________________________________________________   Apt. No. _________

City _______________________    State _________   Zip ____________

Local Address (if same as permanent address write “same as above”) ______________________________________

City ________________________   State _________  Zip _____________

Telephone Number: Home (____) _____ - _________  Cell (____) _____ - ___________

Work (____) ______ - _________  Other (____) _____ - __________ 

Name of employer_______________________________  Occupation _____________________
( Married-Spouses Name __________________________   ( Divorced      ( Widow      ( Single

We will need a copy of your Drivers License/I.D. Card

 Medicare Information:

Is Medicare your primary insurance?    (YES     (NO

Insured’s Name______________________________________________

Medicare Number ____________________________________________

Medicare Lifetime Signature Form

I authorize the release of any medical information necessary to process any claim(s) to this physician.  I also request payment of government benefits whether to myself, if assignment has not been taken, or the physician if he chooses to accept assignment on my claim(s).  If assignment is accepted on my particular claim(s), I agree to pay any deductible or co-insurance for that particular claim(s).

Signature ________________________________________   Date ______ / ______/ __________
We will need a copy of your Medicare card
Private Insurance:

Insurance Company__________________________________________PPO/HMO/POS

Policy # __________________________________   Group #  _____________________

Insured’s Name_________________________________   Relation__________________

Insured’s Soc.Security# _______ - _______ - _________ Insured’s Date of Birth _____/_____/________

By signing below I understand and agree, it is my sole responsibility as patient to notify the physician’s office of any and all changes in my health insurance plan/policy. I understand failure to do so in a timely manner may result in the charges being my sole responsibility. I also authorize release of any and all personal health information necessary to process any claim(s) to this office.  I have read and understand all the above.

Signature____________________________________________________      Date _____ / _____ / _________

We will need a copy of your insurance card(s)

Form of Payment:

     I understand that payment for each date of service is due in full at the time services are rendered, unless other arrangements have been made in advance. 

     I understand that full payment is due of all co-pays and /or outstanding balances at time of check-in, prior to and as condition of services being rendered, unless other arrangements have been made in advance.

     I understand that failure to comply with the above may result in immediate termination of the patient-physician relationship and all outstanding balances will become due immediately.

     Records remain the property of this clinic.

Form of payment

(Cash      (Check      (Credit Card      (Other______________

Signature______________________________________________  Date ______/______/___________
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