WE WELCOME YOU
LOVEJOY CHIROPRACTIC CLINIC

Gail F. Ott, DC PC

2230 NW Pettygrove St. Ste.110

Portland, Oregon 97210

Phone (503) 224-4804    Fax (503) 224-7391




PATIENT INFORMATION


Name:__________________________________


What you prefer to be called:_________________


Address:________________________________


City:_________________ State:___  Zip:_______


Home Phone: (______)_______-______________ 


Alternate Phone: (______) ______-____________


Date of Birth: _______________   Age:_________


Gender:         Male_______	             Female_______


SSN:	_______________________________


Email: ________________________________


Marital Status:     Single____       Married____      Divorced____    


 Domestic Partner_____     Widowed_____


Emergency Contact:________________________


Phone: (______)  _______-__________________


Relationship:_____________________________

















~ REASON FOR TODAY’S VISIT ~


Have you ever been treated by a chiropractor in the past?  Yes_____ No_____


If so, please explain why:___________________________________________________________________________


Is the reason for this visit a result of:   Work____   Sports____   Auto____   Trauma____   Chronic Condition____   Other____


Please Explain:__________________________________________________________________________________


When did this condition begin?__/__/__  Is it getting worse?  Yes___ No___     Is it constant____  OR does it come & go?___


Is this condition interfering with your:	Work______		 Sleep_______	 	Daily Routine______


Please Explain:__________________________________________________________________________________


Have you had similar conditions in the past?	Yes____	When?__________	    No____  


Have you been treated by a medical physician for this condition?		Yes____ 	When?__________         No____





 PATIENT SIGNATURE___________________________________________________ DATE:___________________


FOR MINORS: I hereby authorize Dr. Ott and whomever he may designate as assistants to administer chiropractic care and any related therapies as deemed necessary to my child.  


Name of minor:__________________  Name of Parent/Guardian__________________  Signature_________________





INSURANCE INFORMATION


Who is responsible for this account? _____________


Relationship to patient:______________________


Primary Insurance Company:__________________


Subscriber’s Name:__________________________


Subscriber’s D.O.B________ SSN:____/___/_____


Group#:____________ ID#_____________________








OFFICE USE ONLY


File #_________








PATIENT INFORMATION cont…


Employer/School__________________________


Employer/School Phone#: ___________________


Occupation:______________________________


Referred By:______________________________











