Welcome to

Wisner Chiropractic

Thank you for choosing our practice for your chiropractic needs.  If you have any questions

or concerns, do not hesitate to ask for assistance.  We will be happy to help. 

PLEASE PRINT

Last Name_______________________________First Name_______________________Middle Initial______ 

How do prefer to be called? (Nickname)_________________________________________________________


Address_____________________________________City_______________State_________ Zip___________

Email ____________________________________________________________________________________

Home Phone (______) _____________________ Cell Phone (______) _______________________ 

Work Phone (______) ____________________ Do you prefer to receive calls at:  ( Home ( Work  ( Cell    

Date of Birth__________________________ Social Security_______________________________________

Sex    ( Female     (  Male                  Occupation________________________________________________

Employer________________________________ Employer Address _________________________________

Marital Status   ( S     ( M     (  D     (  W       Spouse’s Name____________________________________

Spouse’s Occupation________________________________________________________________________

Primary care doctor _________________________________________________________________________

How did you hear about our office?_____________________________________________________________

Person to contact in an emergency:_______________________________________Phone_________________

Sometimes you may need to have someone else get information from our office regarding your health care (next appointment date, test results, etc.) In order for us to release this information to them, you must authorize their access to your information by listing those people below.

Name ______________________________________ Relationship ______________________________

Name ______________________________________ Relationship ______________________________

New Federal guidelines have been issued to insure that your protected health information (PHI) is indeed protected.  In order for our office to comply we must offer you a chance to view or receive a copy of our HIPAA Notice of Privacy Practices.  This allows you to know how your information is used.  If you are ever unsure on how your information is used please talk to Dr. Wisner or Dr. Polley.  Please print and sign your name below to indicate you have been made aware of the HIPAA policy.

_________________________________________                      _____________________

Signature                                                                  

        Date

_________________________________________                          

Print Name                                                                

CONFIDENTIAL

