Real People Health                                                     Doctor:  Igor Sklovskiy, DC
870 Market St. #1257 	                                                                                                  Phone: (415) 640-3007
San Francisco, CA 94102                                                                                               Fax: (415) 762-5252


WELCOME!
Today’s Date: ____ / ____ / ______
Your Name: ______________________________________ [ ] Male [ ] Female
What do you prefer to be called/Nickname: _______________________ Age: _______
Date of Birth: ____ / ____ / ______ Social Security Number: ______ - _____ - ______
Marital Status: [ ] Single [ ] Married [ ] Divorced [ ] Widowed [ ] Separated
Home Address: ____________________________________________________
City: ________________________________ State: _____ Zip: _____________
Home Phone: (____) ______________ Work Phone: (____) ________________
Mobile Phone: (____) ___________________ Email: ______________________
Insurance Co.:__________________________________________________________
Policy #:____________________Group #:_______________ Effective Date:_________
Insured Name:_________________________________________________
[bookmark: _GoBack]Relationship to patient:_____________________ Insured DOB:_____________     
Emergency Contact: ____________________ Phone: (____) ________________
Employer: _______________________________________________________________
Address: _____________________City: ____________ State: _____ Zip: __________
Occupation: ____________________________________________________________
Who can we thank for referring us to you:___________________Can we contact him/her? [ ] Yes [ ] No

I certify to the best of my knowledge, the above information is complete and accurate. If the health plan information is not accurate, or if I am not eligible to receive a health care benefit through this practitioner, I understand that I am liable for all charges for services rendered and I agree to notify this practitioner immediately whenever I have changes in my health condition or health plan coverage in the future. I understand that my chiropractor may need to contact my physician if my condition needs to be co-managed. Therefore I give authorization to my chiropractor to contact my physician, if necessary. 


Patient Signature___________________________________   Date:____________________
THANK YOU
