
SCHMITZ CHIROPRACTIC
Family Wellness Center

Patient Information

General Information:                                Date:_____________

Name____________________________________________
Address__________________________________________
City______________________State_______Zip__________
Phone:  Home___________Work__________Cell___________
Date of Birth_________Age___ Marital Status____________
Guardian (if a minor)_________________________________
Social Security Number_______________________________
Occupation________________________________________
Employer_______________________Phone______________
Emergency Contact________________Phone______________
Referred by:_______________________________________

Insurance Information:

Insurance Company__________________________________

Are you the primary subscriber to this insurance?  YES     NO
If NO, then please provide the name, address, birth date, and 
relationship of the primary subscriber____________________
_________________________________________________
_________________________________________________


