
NORTHWOOD SPORTS MEDICINE&
PHYSICAL REHABILITATION, INC
2790 N. MILITARY TRAIL. WPB.FL

561-478-7555

Date:

PATIENT NAME:

ANDERSON CHIROPRACTIC CLINIC
2790 N, MILITARY TRAIL

WEST PALM BEACH. FL 33409
561-683-4911

PATIENT INFORMATION
(Please complete as thoroughly as possible)

First Mi Last

DATE OF BIRTH:

ZIP:

PHONE: (HOME)

STATE:

CELL WORK

E-MAILADDRESS

ADDRESS:

CITY:

SOCIAL SECURITY NO: SEX MALE FEMALE

MARITAL STATUS SINGLE MARRIED DIVORCED WIDOWED

DRIVERS LICENSE # STATE ISSUED
(PLEASE PROVIDE THIS OFFICE WITH YOUR DRIVERS LICENSE TO BE COPIED FOR YOUR FILE)

EMPLOYER:

ADDRESS: CITY:

STATE: OCCUPATION:

FULL TIME: PART TIME RETIRED NOT EMPLOYEI)

IF A STUDENT" ARE YOU FULL TIME OR PART TIME

ZlPz



( If there is no insurgrce, how wirt you puy ror tooryr 
"iiri l

IS TMRA INSURANCE ITTVOLVED FOR THIS VIStrT?
)

Yns,. NO
( PLEASI PROWDE WITII ETW"NNN ALL INSU*A*;dCAffiS TO COPY )

CE INFORMATION:

trnsurance Company;

Address City

State Zip _ phone Number

Insuredrs Nanne Insuredts Date of Birth PoHcy#

Claim# Adjuster
" " t t t r t ! " 1 ' r " " t e  " " t ' f  

' r " t " r " ' r t " . . . . . . . . . . . . . . . . . . . . . . . r . . r . . . . r . . . . . . . . . r . . . r r . r . . r r r r r . . r r r . . r o r r . . o . r e  
r . a . . a . r . . . . . . . . r 1 - I IIs this related to anr (Auto Accident ) (worker cornp J (stip & F,ail )

or (Other _) Date of Accident Place/Sta(e of Aceident

Is there an attorney involved? _yes , No. If so please give nome and phone.

$pmber:
a a l l l a a a t e a a a o a a a a a r a . a . . a a a a r a a ? a a a r t r a a r l t a a t a l r a a e a a a a a a r . a a a l r . . a a . a a . . a r r a . a . r a . r r r . . a r r a a r a a a a a t t a a r r i a a t a a t

Please describe your current complaints

When dtd this llrst start with these complaints?

What do you thlnk caused this problem?

The rbove inforrnation is tTue and accurate:

Prtient Slgnature

IherebvauthorizeNoRrr{ly'u"HkP#'X3*lTX3#*tr3SJlln"-',:lT"'
furnish my insumnce.compaRy oi companier *J tne pathnfs.attorney with ariy and all information that may beoontainsd in my medical records; to obtain aoverage i-nformation rcrrpr,"ri""iii from my lnrur.i; to i"q"*t a writtennon'redacted PIP payout sheet from the insurer; aia to obtain ,opir* of-v *frical reqords, inciuJingllut not limitedtq documents, rgports' sc8ns, notes,.opinions, X-rays, and MRI's received"from any other medical provider or any
illyt: cornpany' The insurer is diricted to keep ihe patient's medical records private and confidential. Tte insurer isNoT authorized to provide these medical records to snyone, including but not limited to, third party vendors without
S Pd3nt': and-the providefs prior express written permission.
rne unoerslgnc{ does hereby ratiff and confirm and all actionstaken by the said attorney in accordance with this specialpower and which the said attomey shail do or causc to be done by virtue of these presents.

Patlent Plsrse Prlnt Ntme


