




New Patient Contact Information, Release and Consent Form 

Patient Name                Gender M / F Date     

Please list all Cell/Home/Work #            

Address               

City, State, and Zip             

Email Address          

D.O.B .    Employer          

SSN    Primary Care Physician/Clinic        

Emergency contact name      Phone #     

How did you learn about this clinic?          

If insurance is through a spouse or guardian, please provide us with this information: 

Spouse/Guardian Name    D.O.B.   SSN      

 

Is your pain a result of an accident or workman’s comp case? Y/N  
 
I authorize the doctor(s) to perform such diagnostic procedures & administer whatever treatment is 

necessary to treat my present problem or illness. I understand & accept that I am responsible for all 

charges notwithstanding denial, reduction or benefit, or failure to pay on the part of my insurance 

company. I authorize any information concerning my health & services rendered to be released to my 

insurance company and/or attorney. I understand that my private information will not be shared with 

anyone else without my permission in writing. I authorize that insurance payments for my services are 

paid directly to Barry Road Chiropractic. 

Fees, co-pays, and deductibles are due payable at the time of your appointment. We accept cash, checks, 

charge, and debit. As a service to our patients we will prepare and file both primary and secondary 

insurance provided that we have current identifying information. 

 

Disability/Additional Insurance Forms - We will be happy to complete your disability/additional insurance 

forms for a $25.00 charge due at the time of service 

Good faith estimate of charges for self pay patients: We are currently running a special that applies to 

new patient visits Monday through Friday. All first day services are $35 without filing insurance. If you 

wish us to file insurance or if your new patient visit is on Saturday the fee for first day services is $75.  

I hereby acknowledge that I have read, understand, & agree to the terms of this document relating to 

insurance coverage & payment of my bill. 

Patient Signature         Date  
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