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Patient Data Sheet
Patient Name:; | Phone Number: I Cell Number: |
Address: |
City: | State: | Zip: | Email: |
Occupation: | Age: | DOB: |
SS#:I Sex: IMaIE Married: |Married
Employer: | Phone Number: |
Address:l
City:l State: | Zip: |
Spouse Name: | DOB: | SS#:]
Employer: | Phone Number:
Address: |
City: | State: | Zip:
Emergency Contact; | Relationship: | Phone Number:
Referred by:; |
MEDICAL INSURANCE COVERAGE
Date: | Verifier: I Spoke With: |
Insurance Company: | Phene: | Effective Date: |
Insurance Mame: | DOB: | SS#:I Patient: |
Group #:| ID#: | Employer: |
Mail Claims For{ Fax Claims To: |

Ded: | | U% of Pay: I X-Rays: | Testing: | PreCert or PricAuth:
Pt & Rehab: | % of Pay Vs Limit: | 5 Limit | LPT: I PreCert or PricAuth:

Are Pt & Rehab Visits Combined with prev chiro or therapy?: |

1]

Mail to: I Fax Claims To: |

Tens EO730 covered: I PreCert or PricAuth: I 59090 covered: I PreCert or PricAuth: I
Mail to: Fax Claims To: |

TP1 20552 or 20553 covered: | PreCert or PricAuth: I

10f3









