
 

 

PATIENT INTRODUCTION CARD 
 

 Name_____________________________________Phone (Home)_____________________________ 
                            (Last, First, Mi) 

Mailing Address_____________________________________________________________________ 
       City   State  Zip code 

Phone (Cell)_______________________________ Phone (Work)______________________________                       

 

Married_____  Single_____  Other_____  Date of Birth____________________________ Age______   

 

Email Address_______________________________________________________________________ 

 

Occupation________________________  Employer_________________________________________ 

 

Office Address_______________________________________________________________________ 

 

Previous Chiropractic Care ___Yes ___No Doctor’s Name:_________________________________ 

 

Please present your insurance card to the front desk:  Insurance Company________________________ 

 

Major Complaint___________________________ Social Security No._________________________ 

 

Who (or what source) referred you?______________________________________________________ 

 

Emergency Contact/Number  

 

Assignment of Benefits, Authorization for Release of Information and Consent 

 
1. Assignment of Benefits:  I hereby direct my insurance carrier(s) or attorney to pay by check made and mailed directly to 

Eastland Chiropractic D C  1126 Eastland Drive N # 300 Twin Falls Id 

2. I also understand that I am personally responsible and agree to pay, in current manner, any balance due after payment or 

nonpayment by my insurance carrier(s) or attorney. 

3. Authorization for Release of Information:  I hereby authorize the release of any pertinent information to any doctor, insurance 

company, adjuster, or attorney involved in this claim. 

4. A photocopy of this “Assignment of Benefits” and Authorization for Release of information’s: shall be considered as effective 

and valid as the original.  

5. Consent:  I give permission to the doctor and his staff to administer treatment and preform such procedures as deemed 

necessary in the diagnosis and treatment of the named patient.  

 
It is Usual and Customary to Pay for Services as Rendered Unless Otherwise Arranged 

My signature below acknowledges that I have received a copy of the Provider’s HIPAA Notice of Privacy Practice.  

HIPAA EXEMPTION FOR DOCTOR SENECAL TREATMENT: 

 

 I give Dr. Senecal permission to display my Insight Nerve Scans and Digital X-rays in a treatment room during my visit. I 

understand that another patient in the office may inadvertently see my name, Nerve Scans and/or Digital X-rays. I understand that 

the doctor will not directly discuss or intestinally reveal any details of my case to another patients. 

 

 

_________________________________________            __________________________________________ 

I have read and agree to the above statement.         Date 
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