STOW-KENT CHIROPRACTIC CLINIC, INC.
Dr. Michael A. Shimmel, Clinic Director
CONFIDENTIAL PATIENT INFORMATION

Date___/___/______                                                                                   Cell Phone_______________

Name_____________________________________Sex_____Age_____ Home Phone____________ Address______________________________ City_____________State_____Zip Code__________ BirthDate___________ Social Security #____________________ Email________________________

Marital Status M S D W (Please Circle One)  How many Children? _____________ Employer_________________________________ Occupation _______________________

 Office Phone_____________________ Address_________________________________________ 

Insurance Company________________________ Policy #_________________________ 

Name of Spouse_________________________________ 

Employer_______________________ Occupation______________Office Phone___________________ 

Patient’s Nearest Relative and Relation__________________________________ 

Address____________________________City__________State____ZipCode__________ 

Referred By ______________________________________________ 

Please list dates and reasons you have been hospitalized __________________________________________________________ 

PAYMENT IS EXPECTED AT THE TIME OF VISIT!!! 
Name of Person Responsible for Payment____________________________________________ 

Are you insured?   YES       NO         Company________________________________________ 

I understand that Stow-Kent Chiropractic Clinic, Inc. 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 Stow-Kent Chiropractic Clinic, Inc. will be credited to my account on receipt. However, I clearly understand and agree that all services rendered 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. 

Patient’s Signature___________________________________ 

Guardian’s Signature______________________________________
