
PURELIFE PATIENT REGISTRATION FORM
PATIENT INFORMATION Date:

Name  ______________________________________ Social Security No.  ______________________

Street Address ________________________________________________________________

City, State, Zip ________________________________________________________________

Phone Numbers     Home  ________________ Cell  ________________ Work  _________________

Date of Birth  ____________________ Age  ________ Sex Female Male

Marital Status Single Married Widowed Divorced

Occupation  ______________________________________ Employer  ______________________________

Employer's Address  ________________________________________________________________________

Employer's Phone  ________________________________

In case of emergency, contact  ___________________________________________

Relationship  _____________________________ Phone  ________________________

Whom may we thank for referring you to PureLife Chiropractic?
___________________________________________________________________________________________
Best way to remind you of next appointment: Phone  _____________________

E-mail  _______________________________________

INSURANCE INFORMATION
Who is responsible for this account?  _____________________________ Relationship  _______________

Insurance Co.  _________________________________ Group #  ____________________________

Is patient covered by additional insurance? Yes No

Insured's Name  ___________________________________ Relationship  __________________
Insured's Birthdate  ________________________________ SS#  __________________________
Insurance Co.  _______________________________ Group #  _________________________

PATIENT CONDITION
Reason for this visit  __________________________________________________________________________

When did symptoms appear?  _________________________________________________________________

Is condition getting progressively worse?   Yes No

Have you seen another doctor for this condition? Yes No If Yes, whom?  ________________

Is this injury related to an accident? Yes No Car Accident Work Related

Slip/Fall Other ___________________

To whom have you reported this injury? Auto Insurance Employer

Workers' Comp Other  _____________________

Attorney name, if applicable  _______________________________________________

Have you been treated for any health conditions by a physician in the last year? Yes No

If Yes, please describe  _______________________________________________________________________

I hereby authorize my insurance company benefits to be paid directly to PureLife Chiropractic
I realize I am responsible to pay for any non-covered services.  I hereby authorize the release of
pertinent information to the insurance company.

Patient or Legal Representative Signature  _____________________________________  Date ____________
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PURELIFE CHIROPRACTIC Patient Confidential Health History
Patient Name  ____________________________ Date  _________________

LIFESTYLE 

Exercise Work Activity Habits
____ None ____ Sitting ____ Smoking - Packs/Day ____
____ 1-2 Times/Week ____ Standing ____ Alcohol - Drinks/Week ____
____ 3-5 Times/Week ____ Light Labor ____ Coffee/Caffeine Drinks - Cups/Day  _____ 
____ 6-7 Times/Week ____ Heavy Labor ____ High Stress Level

Reason  ____________________________

INJURIES/SURGERIES YOU HAVE HAD

Description Date

Auto Accident  ______________________________________________________ _________

Falls/Major Injuries  __________________________________________________ _________

Broken Bones/Dislocations  ___________________________________________ _________

Surgeries  __________________________________________________________ _________

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS
___________________________ ___________________________ __________________________
___________________________ ___________________________ __________________________
___________________________ ___________________________ __________________________
___________________________ ___________________________ __________________________
___________________________ ___________________________ __________________________
___________________________ ___________________________ __________________________
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PURELIFE CHIROPRACTIC
PAYMENT AND INSURANCE Initials  _________

I understand and agree that the health and accident insurance policies are an arrangement between
the insurance carrier and myself.  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.  I clearly understand and agree that all services
rendered to me are charged directly to me and that I am personally responsible for payment.  I also
understand that if I suspend or terminate my care and treatment, any fees for professional services
rendered to me will be immediately due and payable.

CONSENT TO TREATMENT OF A MINOR CHILD Initials  __________

I authorize PureLife Chiropractic to administer chiropractic case as deemed necessary to my
____________________________ (relationship), ________________________ (name).

FEMALE PATIENTS Initials  __________

This is to certify that to the best of my knowledge I am NOT pregnant and that PureLife Chiropractic
has my permission to order X-rays.  
Beginning date of your last menstrual period  ___________________________________.

CONSENT TO CHIROPRACTIC SERVICES Initials  __________

I hereby request and consent to chiropractic manipulations and other procedures including various
modes of physical therapy, diagnostic x-rays and or tests by PureLife Chiropractic and their staff who
now or in the future treat me while employed by this office.  I have had an opportunity to discuss with
the doctor named above and/or with other personnel of PureLife Chiropractic the nature and purpose
of treatment indicated. 

I understand that results are not guaranteed and am informed that, as in the practice of medicine, 
in the practice of chiropractic there are some risks to treatment, including but not limited to
fractures, disc injuries, strokes, dislocations and sprains.  I do not expect the doctor to be able
to anticipate and explain all risks and complications, and wish to rely on the doctor to exercise
judgment during the course of any procedure which the doctor feels at the time is in my best
interest.

I have read, or have had read to me, the full above consent and have also had an opportunity to ask
questions about its content and by signing below I agree to the above terms and procedures.  I
intend this consent to cover any treatment for my present condition and for any future conditions
for which I seek treatment by this clinic and/or employed staff.

Signed  ________________________________________________ Date  _____________

Witness  ______________________________________________ Date  _____________
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This is an interactive form. You may fill it in before you print.



This is an interactive form. You may fill it in before you print.
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