
---------------- ------------------

-----------------------------------------

DR. RONALD L. ROSQUIST D.C. 
SOUTH VALLEY CHIROPRACTIC 

PATIENT INFORMATION (please print) 


Last 

Name First Middle____ 

Address___________________________ City________________ 

State Zip Code Home Phone _______Cell #____ 

Employer_______________________ Work Phone __________ 

Address 

Birthdate___________---'Present Age Driver's License __---.==-__-.==;-:=--­

Social Security # D Male 0 Female 

--~~---==----~~------------D Married D Single D Divorced D Separated D Widowed 

E-mail address -------------------------------- .-_._...__ .._­
Whom can we thank for referring you to this office? __________________ .__.._..... __..... 

PERSON RESPONSIBLE FOR ACCOUNT 

Name ____________________________ Relationship ____________ 
Address Home Phone ----- ­
Employer Work Phone _____ 
Social Security Driver's License 
Spouse's Name Social Security # ____ .._._.__... _ 
Spouse's Employer Spouse's DOB _______ 

IN CASE OF EMERGENCY CONTACT 


Name ofnearest relative not living with you: 

Address________________________________Phone ___________._____ 


INJURY INFORMATION 


Date ofAccident/Injury/Illness __________________________ 

Explanation ofAccident or chief complaint _________________ 




PATIENT PAYMENT POLICY 

The patient must provide verification of Insurance AT TIME OF SERVICE or Patient will be charged cash' 
for services. Cash patients must pay at time of service to receive a courtesy discount. No payment ai time (If 
service we result in full charge for services rendered. All visits will be paid in fu]] at time of service. 

CONSENT TO TREAT AND RELEASE 

I understand that the treatment I receive from Dr. Rosquist and his staff may require them to come into 
physical contact with my body in order to properly perform chiropractic manipulation, acupuncture, 
ultrasound or other treatment modalities. I also understand that some treatment modalities may cause me 
some physical discomfort during and/or following treatment or may invade my sense of privacy. I hereby 
voluntarily consent to Dr. Rosquist and his staffproviding me such treatment as judged necessary by therYJ 
and release them from any and all liability for doing so except for damages caused to me by their gross 
neglect. 

ASSIGNMENT OF INSURANCE BENEFITS - RELEASE OF PRIVATE INFORMATION 

I hereby assign my right to payment for services rendered from my insurance company to South Valley 
Chiropractic, Inc. I authorize them to act on my behalf to process claims with my insurance company and tu 
receive payment for the treatments they perform. I further authorize Dr. Ro.squist and his staff to release 
confidential medical information to my insurance company as needed to process the insurance claims. 

FINANCIAL TERMS AND PROMISE TO PAY 

I agree to pay for all services performed on my behalf by Dr. Rosquist and his staff I understand that my 
insurance may not pay for all charges and I agree to promptly pay for all services rendered regardless of what 
amount my insurance actually covers. I understand and agree that payment is due at the time service is 
rendered. 

TERMS 

In the event that I do not pay for the services rendered on my behalf at the time of service, I agree to pay a 
finance charge on the unpaid balance at the rate of eighteen percent annual percentage rate (18% A.P .R.). 
Should the services of a collection agency or attorney be required to enforce my payment obligation, I agree 
to pay an additional collection surcharge equal to forty percent (40%) ofmy balance plus all attorney's fee~ 
and court costs incurred, with or without suit, to do so. 

---.---------~ 

Signed Date 
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PAIN DRAWING 
Name: ____________________ Todays Date: _________________ 

Date of Birth: ________________ Examiner: ______________________ 

TELL US WHERE YOU HURT. 

Please read carefully: 
Mark the areas on your body where you feel your pain. Include a/l affected areas. Mark areas of radiation. If your pain radiates, draw 
an arrow from where it starts to where it stops. Please extend the arrow as far as the pain travels. Use the appropriate symbols(s) 
listed below. 

Ache 	 »» Numbness Pins and Needles 0 0 0 0 

»» 0000 

Burning 	 x x x x Stabbing / / / / Throbbing 

xxxx / / / / 


\/ 
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