
          ID #  
 

Patient Information Sheet 
 
Date:  
 
PATIENT: 
 
Last Name:      First Name:     Middle:  
Gender:  M    F      Date of Birth:  /       /         Age:     SS#:  
Married:___________Single:___________Divorced:___________Widowed:_____________ 
Home Address:          Apt. #   
City:               State:      Zip:  
Home Phone #:         Work Phone #:  
Employer Name:          Occupation:  
Employer Address:  
City:               State:      Zip:  
EMAIL ADDRESS:_______________________________________ 
 
 
SPOUSE OR GUARDIAN: 
Last Name:      First Name:     Middle:  
Employer Name:         Work Phone #:  
Date of Birth:          /           /                               SS#:  
 
EMERGENCY   Name and address of nearest relative or friend not living with you: 
 
Last Name:      First Name:     Middle:  
Home Phone #:      Work Phone #:  
Relation to the patient:  
 
PAYMENT METHOD: □ Cash    □ Check    □ Visa    □ Mastercard    □ Discover 
  
INSURANCE:  □ Medicare   □  PPO/HMO    □ Personal Injury   □ No Insurance 
 
Insurance Company:  
Insured’s Name:               ID/Policy #:  
 

 
Who referred you to the office?_____________________________  
Signature: (Patient, Parent, Legal Guardian or Responsible Party) 
 
I request services X_____________________________________________ 
 
Rivera Chiropractic and Wellness Center 
Dr. Steven S. Rivera 


