
 
 

 
 
 
 

 
___________________________________________________________________ 

Patient Introduction 
 

Personal History: 
 
Your Name: __________________________________________________________                                                                                                                                                         

First    Middle   Last 
 

Your Address:   
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________                                                                                                                                                   
                                                                                                                                                                                                                                                                                                                                     
Telephone:     Home:                                                  Bus: ____________________   
           Cell: _______________________ 
Email: _______________________________________________________________                                                                                

 
Birth Date: __________      

 
Marital Status:   ____________  SSN: ______________________                                                   

 
Occupation:    ______________                                                                                                                                                     

 
Employer:      ______________   
 
Emergency Contact Name:  ___________________   Number: __________________                                                                                                                                                  

 
Previous Chiropractor:                                                         City: _______________                                                                   

 
Last visit to this Chiropractor:      ___________________                                                                                                                 

 
Reason for leaving:    
_____________________________________________________________________
_____________________________________________________________________
________________                                                                                                                                        

                                                                                                                                                                               
Present MD:                                                                       City: _______________                                                                   

 
Referred to our Center by:     
_____________________________________________________________________       
 
Insurance info:  (give card to the front desk)   
 

                                               

 

 
 

BLUE RIDGE CHIROPRACTIC 
AND WELLNESS CENTER 



 
 

                                
 

Our Fee Structure 
 

Please note our fees for your initial visit: 
 

         
 Consultation            Complimentary                                       

 
  Examination                $ 150         

 
 Radiology  Variable (performed outside of office)    
                                                

 TOTAL                          $ 150.00                                            
 
 

Please note that if you have been involved in a motor vehicle accident,  
our fee structure may differ due to the complexity of your needs in such  
cases. 

 
I fully understand the above fees and give my consent. I also give my  
consent to have the doctor take any x-rays he/she deems appropriate to 
better understand my problem and monitor my progress. 

 
 
 

SIGNATURE:                                                   DATE: ______________                                                    
           (Signature of Parent/Guardian required if patient under age 18)    

  
 

                                                                     Thank You! 
                                                               


