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rozenbergfamilychiropractic.com

Patient contact and insurance
Please print clearly. Bring your insurance card(s). Health-history forms are collected separately.
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1  Patient information

Legal last name Legal first name Middle initial

Date of birth (MM/DD/YYYY) Sex recorded by insurer

Street address and apartment / unit

City State / province ZIP / postal code

Primary phone Alternate phone (optional)

Email address

Preferred appointment contact method:

Call Text Email

May we leave a brief appointment voicemail?

Yes No

2  Primary insurance

Payment / coverage:

Insurance - complete below Self-pay Unsure

Insurance company and exact plan name

Member / subscriber ID (include letter prefix) Group / policy number

Subscriber / policyholder full legal name

Subscriber date of birth Subscriber sex recorded by insurer

Patient relationship to subscriber:

Self Spouse Child Other: __________

Subscriber = the person whose name the insurance plan is under. Complete subscriber address and any other coverage on page 2.
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Additional insurance details
Complete applicable fields. Write Same as patient, N/A or Unsure where appropriate.

Patient full name Date of birth
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3  Primary subscriber contact details

Subscriber street address and apartment (or Same as patient)

City State / province ZIP / postal code

Subscriber phone Employer / plan sponsor

4  Other health insurance

Do you have another health insurance plan?

Yes - complete below No - skip below Unsure

Insurance company and exact plan name

Member / subscriber ID (include letter prefix) Group / policy number

Subscriber full legal name

Subscriber date of birth Subscriber sex recorded by insurer

Patient relationship to subscriber Subscriber phone

Subscriber street address and apartment (or Same as patient)

City State / province ZIP / postal code

Subscriber employer / plan sponsor

5  Insurance claim questions

Is this visit related to employment / a work injury? Yes No Unsure

Is this visit related to a motor vehicle accident? Yes No Unsure

Is this visit related to another accident? Yes No Unsure

Accident date, if applicable State of auto accident, if applicable

Bring all current insurance cards so the office can copy the front and back. Do not enter Social Security or payment-card numbers.
Coverage and patient responsibility must be verified with your plan.


