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Qin Acupuncture & Chiropractic Clinic855 E. Palatine Rd. Ste. 170Palatine, IL 60074
PATIENT INFORMATION

Date:________________________________________
Referred by:__________________________________

Last Name:____________________________ First Name:__________________________ Middle Initial:____

Date of Birth:______/______/_______ Age:______ Sex: M F Single Married Soc. Sec.____-____-____

Home Address (Not PO Box):______________________________________________Apt/Unit:____________ 

City:_______________________________________________ State:___________ ZIP:__________________


Home Phone:_________________________________
Cell Phone:___________________________________

Employer:_________________________________________________________________________________

Address:____________________________________________________________Suite/Floor_____________

City:_______________________________________________ State:___________ ZIP:__________________


Phone No.:___________________________________
Email:_______________________________________

INSURANCE INFORMATION
Company Name:_________________________ Policy No.___________________ Group No:______________

Company Address:____________________________
Phone No:____________________________________

City:________________________________________
State:_____________
ZIP:_______________________

Last Name:____________________________ First Name:__________________________ Middle Initial:____

Date of Birth:______/______/_______ Age:______ Sex: M F Single Married Soc. Sec.____-____-____

Subscriber Address (Not PO Box):____________________________________________Apt/Unit:__________ 

City:_______________________________________________ State:___________ ZIP:__________________


EMERGENCY CONTACT

Contact Person:___________________________________ Relation to Patient: _________________________

Home Address:_________________________________________
Phone No:___________________________

City:________________________________________
State:_____________
ZIP:_______________________

AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNEMNT OF BENEFITS

I hereby authorize to release any information in the course of my treatment or examination to my insurance carrier. I hereby authorize payment to Physician of benefits due me for services rendered. I understand that I am responsible for charges not covered by this authorization, and I am aware that the clinic will charge me a 2% per month late fee for all bills paid later than 30 days of the statement date.
Signed:__________________________________________ Date:_________________________

