
7349 Chapman Highway 
Knoxville, TN 37920 

Phone: (865) 579-6500 Fax: (865) 579-7985 
www.knoxchiropractic.com 

 
PATIENT INFORMATION 

 
 

Last                    First                    Middle               Nickname  
 
Address:_______________________________________________ 
              
City: __________________________State: _____Zip:__________  
 
SS#:____________________________ Sex: MALE   FEMALE 
 
Date of Birth: ____________________  Age:_______________   
 
Status: Married  Single    Widowed     Separated  
                Minor       Divorced 
 
Race: Caucasian     African American    Multiracial 
                Other _______________________________________  
 
Ethnicity: American   Hispanic   Other _____________________  
 
Language: English    Spanish    Other ______________________ 
 
Employer:____________________________________________ 
Occupation:___________________________________________ 
 
Spouse’s or Parent’s Name:_______________________________ 
 
Spouse’s or Parent’s Number:_____________________________  
 
Whom may we thank for referring you to us?:  
 

 
PHONE NUMBERS 

 
 Home Phone:____________________________________  
 
 Cell Phone: _____________________________________     
 
 Cell Phone Carrier:________________________________  
 
 Okay to text message for Reminders?:  YES    NO 
 
 Work Phone:_________________________   Ext._______  
 
 Email Address:____________________________________  
                 

EMERGENCY CONTACT 
 
 Name:__________________________________________  
    
 Relationship:_____________________________________ 
 
 Home Phone: ____________________________________ 
 
 Cell Phone:______________________________________ 
 
 Work Phone:___________________________ Ext._______ 
   
 
CONSENT OF TREATMENT AND/OR PREGNANCY 

RELEASE 
I hereby authorize Advanced Chiropractic Associates and 
whomever the clinician may designate as his/her assistants to 
take X-rays, and release Advanced Chiropractic from any 
and all liability.  
 
Signature _______________________________________  
Witness(staff use) ________________________________ 
 

AUTHORIZATION 
I certify that I have read and understand the above information to the 
best of my knowledge. The above questions have been accurately 
answered. I understand that providing incorrect information can be 
dangerous to my health. I authorize the chiropractor to release any 
information including the diagnosis and the records of any treatment or 
examination rendered to me or my child during the period of such 
chiropractic care to third party payers and/or health practitioners. I 
authorize and request my insurance company to pay directly to the 
chiropractor or chiropractic group insurance benefits otherwise payable 
to me. I understand that my chiropractic insurance carrier may pay less 
than the actual bill for services. I agree to be responsible for payment 
of all services rendered on my behalf or my dependents. I authorize the 
use of my signature on all insurance submissions. I understand that, 
should I not meet my payment responsibilities, I am fully responsible 
for all collection fees, travel expenses, interest charges, filing fees, 
court costs and attorney fees associated with the collection(s) of any of 
my outstanding debt.  
Signature ___________________________ Date ______________ 

CONSENT OF TREATMENT OF MINOR/CHILD 
I (we) being the parents, guardian or custodian of the minor being 
_____ � age_______� do hereby authorize, request and direct the 
doctor's office as shown above, it's doctor and staff to perform 
examinations, diagnostic x-rays and any treatment that in their 
judgement, is deemed advisable or required. It is the understanding 
of the undersigned that the physicians and their staff will have full 
authority from me as legal parent/guardian to continue with 
examinations, diagnostic tests and treatments as will be needed 
while said minor shown above is under care in the office until legal 
age is attained.  
As legal parent/guardian I realize and accept full responsibility for 
all charges and payments due.  
Signature ___________________________________________  
Witness(staff use) ____________________________________ 

 
CANCELLATION POLICY 

Failure to notify our office within 24 hours of a scheduled 
appointment will result in a $25.00 charge on your account.   
Signature ____________________________________________ 

 

http://www.knoxchiropractic.com/

