
Girgis Chiropractic      
383 West Main Street   *  Westerville, Ohio  43081 

Confidential Patient Information                             Office Use __________ 
 

Today’s Date ___/___/_____ 
Please Print Clearly                

PATIENT INFORMATION: 
 
NAME: _______________________________________________________________________DATE OF BIRTH___/___/_____  
 First               Middle                      Last 
Address ________________________________________________________________________________ 
 
City/State___________________________Zip_________  Phone (         ) ___ ___ ___ - ___ ___ ___ ___  
 
Social Security Number ____ ____ ____      ____ ____    ____ ____ ____ ____ 
 
Who told you about our office? _______________________________Your Email Address ____________________@________ 
 
Your employer ________________________________________ Work Phone  ( ___ ___ ___) ___ ___ ___ - ___ ___ ___ ___ 
 
EMERGENCY CONTACT: _______________________________________PHONE: (_____) ______-__________ 
 
INSURANCE INFORMATION 
 
Do you have health insurance?   Yes   No    If yes, who is the primary insured? ____________________________________ 
 
 Primary insured’s date of birth __________________  Primary insured’s employer _________________________________ 
 
Note:  We will need to make a copy of your driver’s license and insurance card(s)  today. 
 
If your symptoms are the result of a work injury or accident or auto accident, please tell the receptionist now.   Yes    No 
 
Have you ever had chiropractic care before?  Yes   No   If Yes, where and when?   
 
______________________________________________________________________________________________________ 
 
What is your current complaint?  
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
Date symptoms appeared _______________________ 
Briefly describe what you think caused your symptoms?  
 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
Have you ever had these symptoms before?   Yes  No 
 
Would you like us to send a report to your doctor(s)?  Yes   No      Dr. ___________________________________ 
 
Address _________________________________________________Phone______________________________ 
 
 
Signature: __________________________________________________________________Date: ____________________ 


