SCHIPPEL CHIROPRACTIC Dr. Annette Kutz Schippel – 1429 S. Main Street – Jacksonville, IL 62650 - Phone (217) 245-9797 - Fax (217) 245-2524

Back to basics

www.schippelchiro.com
Date ______________

Patient information

Child’s Full Name ___________________________________________________________
Sex:  M / F
Date of Birth: _______________ Age: ____

Child’s Home Phone #: ____________________

Child’s Home Address: _______________________________________________________
City/State/Zip: ______________________________________________
Who is your primary care physician? ___________________________________
Are you seeing any other healthcare provider? _________________________

Who may we thank for referring you to our office? _______________________

Family information

Mother’s Name: ________________
     Father’s Name: ________________

Home Phone #: ________________
                  Home Phone #: ________________
Work Phone #: _________________
     Work Phone #: _________________

Parent’s Marital Status (Circle one):
Married     Single     Divorced     Widowed

-----------------------------------------------------------------------------------------------------
Consent to treat

Being the parent or legal guardian of this child, I hereby authorize this office and its doctors to examine and administer care to my son/daughter as the examining/treating doctor deems necessary.  I understand and agree that I am personally responsible for payment of all fees charged by this office for such care.
Hipaa – Notice of privacy policies

The notice of privacy practices describes how we may use and disclose your protected health information to carry out treatment, payment, or other healthcare operations.  It also describes your rights to access and control your protected health information.  “Protected health information” (PHI) is information about you, including demographic information, that may identify you and that relates to your past, present, or future physical or mental health.  Please be advised that our office may deem it necessary to discuss your PHI with other treatment facilities , laboratories, or payment centers, among other reasons, with or without your consent.  A full explanation of our rights and responsibilities as a healthcare facility and your rights as a patient, under HIPAA requirements, is available upon request.

Parent’s Name: _________________________ Signature: ____________________________

Date: ___________________
