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                  PATIENT REGISTRATION	
	Patient Name                                                              Today’s Date       /       /2008 ● DOB       /        /         Gender          Age


	Parent ‘s Name if Patient is a Minor


	Patient’s Social Security Number                                                      OR    NY Driver’s License No.


	Home Address                                                                          City                                   State                         Zip
#

	Mailing Address if Different                                                       City                                    State                        Zip
#

	Home Telephone Number                               Work Telephone                                   Cell Phone
(          )                                                     (           )                                          (            )                                      

	Occupation                                                                         Employer’s Name


	Employer’s Address                                                                    City                                    State                        Zip


	Spouse’s Full Name -  if Applicable                                                                         


	Primary Physician’s Name and Phone #


	Chiropractor, Physical Therapist, or Other Therapist Contact:


	NOTIFY IN CASE OF EMERGENCY

	Name                                                                                    Relationship


	Address                                                                                      City                                 State                       Zip


	Home Telephone                                                               Work Telephone 
(           )                                                                    (            )

	Nearest Relative (not living with you)


	Home Telephone                                                              Work Telephone
(            )                                                                   (             )                                                          x

	FINANCIAL INFORMATION / PERSON RESPONSIBLE FOR FEES

	Name                                                                                Telephone
                                                                                                                 

	Billing Address                                                                          City                                      State                      Zip
 

	Credit Card  to have on file for  (1) year for Acupuncture billing use unless (you) notify (us) of alternative payment method: 
                                             
Circle:   VISA          M/C                 Credit Card Number:  

	Name as it appears on Credit Card                                                                                       EXP Date MM/YY:     
 
                                                                 Cardholder Signature:

	EMAIL ADDRESS YOU USE/MONITOR:                                                              
                                                                                                               @                                  

	Were You Injured on the Job?         YES     NO                       Have you Informed Your Employer?   YES    NO

	LIV acupuncture is considering taking insurance in 2009.  Are you interested in this option and if so, who is your Insurance Company?     Circle One:    Insurance  / Insurance does not matter     Ins. Company: 


         Welcome to LIV acupuncture. We are committed to providing the best, most comprehensive care possible.         Please assist us by providing the following information. All information is confidential and is released only with your consent. Please fill in the following to the best of your ability:
      **Please Read Our Financial Policy Statement, Fees and Cancellation Policy on Reverse**
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