Confidential Registration Form
   
Today’s Date _____/_____/_____
First:_______________Middle:____________Last: ______________________
I prefer to be called_________________________

Sex:   Male / Female                     Birth Date: _____ /_____/________      

Address: __________________________________________Apt # ______


City: _______________________________ State: ______ Zip: _________ 
Home Phone: (_______)_________-___________    
Cell Phone:    (_______)__________-___________
Email Address: ___________________________________________

Status: (  Single  (  Married  (  Divorced  (  Widowed  (  Separated   
Spouses Name: _____________________________________________


Children (names and age):____________________________________________ 

How did you hear about us?  
(  Family__________  (  Friend ________________   ( Patient____________
(  Co-Worker ____________  (  Close to home/work   (  Dr. ______________       

(  Website    (  Drove by office   ( Hospital ___________(  Insurance Plan________    


Emergency Contact
Name: ______________________________Phone:   (_______)________-___________

Relationship:  ( Spouse  (  Relative  (  Friend  (  Other ______________________
 

I understand that all fees for services are due when rendered unless other arrangements are made in advance. Additionally, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.

Furthermore, I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself, and that if my insurance plan does qualify, this office will prepare any necessary forms and/or reports to assist me in receiving reimbursements from the insurance company. I also understand that any amount authorized to be paid directly to this office will be credited to my account upon receipt and any refunds due me will be paid promptly.  I also understand that if I suspend or terminate my care or treatment, any fees for professional services rendered will be immediately due and payable upon cancellation.

I understand that prior to receiving chiropractic care, a thorough consultation, history and physical examination will be performed to assess my specific spinal condition and overall health. These procedures will assist the doctor in determining if chiropractic care is needed and if there is any reason to modify my care or provide me with a referral to another health care provider. All relevant findings will be reported to me along with a care plan prior to beginning care
Patient’s Name: _______________________________________________________
Patient’s Signature: _________________________ _______________Date: _____________
Consent to treat a Minor:______________________________________ Date: _____________
Signature of Guardian Authorizing Care: __________________________Date: _____________
Contact/Location/Map

‘energy’ chiropractic & pilates

is located at

244 Johnson Avenue, Teaneck, NJ 07666

(On the corner of Johnson Ave and 630 Queen Anne Rd.)

Phone – 201-836-9558

Urgent – 201-741-8749

Street Map
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