



 

Name________________________________________ Nickname_______________________ Date___________ 

Address______________________________________ City_____________________________ Zip____________ 

Cell Phone (          )____________________________ Home Phone (          )______________________________            
 
Date of Birth__________________________________ Email___________________________________________ 

Occupation___________________________________ Employer_______________________________________  

Spouse/Partner_______________________________ Number of Children_______________________________ 

Spouse/Partner or another emergency contact phone (          )________________________________________ 

Who can we thank for referring you to us?_________________________________________________________ 

What is your reason for visiting us today?__________________________________________________________ 

If other than wellness care, how did it occur?_______________________________________________________ 
 
Previous Chiropractor Name:________________________________________ Date of Last Visit_____________ 

History of Accidents?___________________________________________________________________________ 

History of Surgeries?___________________________________________________________________________ 

List medications you are currently taking:__________________________________________________________ 

[Females only] Are you pregnant?         Yes         No	 Date of last menstrual cycle___________________ 

Is there anything else you think we should know?___________________________________________________ 
 
_____________________________________________________________________________________________ 

Insurance Company________________________________Address ____________________________________ 

Phone (          )_____________________ Policy #__________________________ Group #___________________ 
 
Policy Holder’s Name______________________________ Relationship______________ Date of Birth________ 

I hereby verify that the above information is true to the best of my knowledge. I understand that Midtown Life 
Studio doctors and staff will utilize this information while I am under chiropractic care. 

Patient Signature____________________________________________________________ Date______________

New Member Form


