Advanced Family Chiropractic, LLC
Dr. Steven J Meacham

ORTHOTIC PATIENT
CONFIDENTIAL HEALTH INFORMATION

1023 Main Plaza Drive
Wentzville, MO 63385

(636) 327-3333

www.advancedhealth3333.com

Please allow our staff to photocopy your driver's license. All information you supply is confidential. We comply with all

federal privacy standards. Please print clearly.

Have you consulted a chiropractor before?
ONo OYes  When?

Today’s Date (MM/DD/YYYY)

Whom may we thank for referring you? If so, whom?

Gender
OMale OFemale

Your Last Name

Your Social Security Number

Your First Name Your Middle Name (or Initial) Birth Date (MM/DD/YYYY)

Marital Status

OSingle O Married O Divorced
OWidowed O Separated

Address

City State/Province ZIP/Postal Code Home Phone Spouse’s Name

Email Address Cell Phone Child’s Name and Age
Emergency Contact Phone Child’s Name and Age

Acknowledgements
To set clear expectations, improve communications and help you get the best results in the shortest amount of time, please read each statement and initial your agreement.

Initials

Initials

Initials

Initials

Initials

linstruct the chiropractor to deliver the care that, in his or her professional judgment, can best help me in the restoration of my
health. | also understand that the chiropractic care offered in this practice is based on the best available evidence and designed to
reduce or correct vertebral subluxation. Chiropractic is a separate and distinct healing art from medicine and does not proclaim to
cure any named disease or entity.

I may request a copy of the Privacy Policy and understand it describes how my personal health information is protected and
released on my behalf for seeking reimbursement from any involved third parties.

| grant permission to be called to confirm or reschedule an appointment and to be sent occasional cards, letters, emails or health
information to me as an extension of my care in this office.

| acknowledge that custom orthotics are not billable to any insurance and that | am responsible for the payment of these services
I receive. Payment may also be made using a health savings or flex spending account card.

To the best of my ability, the information | have supplied is complete and truthful. | have not misrepresented the presence,
severity or cause of my health concern.

If the patient is a minor child, print child’s full name:

Signature

Date (MM/DD/YYYY)
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