
JOHNSON CHIRORACTIC CLINIC P.C.
DR. KEVIN JOHNSON 
5021 W. St. Joseph Ste 6 

Lansing MI 48917 

Chiro 
1
ractor Intake Form 

Title: (Circle one) [1 Mr. 1 Mrs. riMs. 1 Miss ] Dr. n Other __ _

Fint Name ________ Midclle Initial

Address---------�--'1------------�-----�-

City ____________ .._ State ________ Zip Corle __

Leave Messages on: (Circle one) Horr/� 
i 

Cell, Work Don't leave messages

Flome l'hone 1'-· _ _,) ___ ---'-· 

Cell Phone (�__,) ___ 

D8te of Birth 

Social Security Number; -___J-__ _ 

Work Phone( __ �) ____ ------

Email _____________ _ 

Sex: i: Male r, Female

Marital Status: fJ Single ::'I Manied 0 Other

Employment Status: n Employed n jl.Inemployed ;J FT Student 'J PT Student nOther_

Employer Data

Employer ___________________ ----------

Your Occupation __________ ------------------

Spuuse l)atn

First Name---------- Middle Initial

Home Phone<�-->------- Work Phone( ___ _,) ___ ------

Spouse Date of Birth ____ ./.. __ _; __ _

Emerg�_,C,,o'"'n,.,_ta,,,,ct=----------------------- ___ _

Contact Name ____________ Relationship to Patient _______ _

Contact Home Phom, (._· _ _.,) ---'--- _ Cell Phone <---� ____ ------

Doctor's Signature--------------








