
O'Dell Family Chiropractic
28245 Southficld Rd., I.athrup Village, MI, 48l|-6 Phone; 248-552-1 110. Fax: 248-552-0^^1

PATIENT INTRODUCTION CARD
TO SAVE TIME AND ALLOW US TO BETTER SERVE YOU. PLEASE COMPLETE ALL QUESTIONS DATE:
1. Name {P/ease Print) 2. Phone (

Ce»(_
Emali

)
)

3. Complete Address Street City State Zip 4. Date of Birth 5. Age

6. J Married J Widowed J Male

J Single J Divorced J Female

7. No. of Children Smoke? J Yes j No

Drink? j Yes J No

8. Occupation

9. Employer Name. Address and Phone No.

10. Drivers Lie. No.

Social Security No.

11. Referred by 12 Have you had chiropractic cae before?
J Yea Where?

jNo

13.What is you major complaint? How long have you had it? Cause if known.

Have you had this before?

When and for how long?

15. Are you on Medicare? 16. Are you on Medicaid, (ADC), etc.?
j Yes Medicare No. j Yob Uetilcald No.

J No J No

14a. Do you have health insurance? |l4b.Poiicy Holder Name 14d. Poiicy IHoider Gender M F
(Ifyes.please provideus with 14e. Policy Holder Date of Birth

acopy atInsurance cnu ,4c. Policy Holder SS#
17. Are you on a reimbursing insurance poiicy?

J Yes Company

18. Please indicate If vou are here because of: j an on the job injury or J an auto accident or J home inlu
Date ln|ui«d Insunmoe Company Attorney'a Name (ff any) Attomey'a Addreas

19. Have you ever had any fails, MONTH. YEAR i TYPE OF ACCIDENT DESCRIBE INJURY

auto accidents, or injuries?

J Yes Please Describe

JNo

20. Have you ever had surgery? MONTH. YEAR TYPE OF SURGERY COMMENTS

J Yes Please Describe

JNo

21. Are you presently taking

medication?

J Yea Please Describe

JNo

NAME OF DRUG DOSES PER DAY

(PLEASE TURN OVER)

REASON FOR HOW LONG










