Novris Chi tic
Healfh % We‘ﬁgsmamig NEW PATIENT INFORMATION

1205 Vermont Street
(217) 224-6900
Full Name: E-mail Gender: (OM [JF Age: ____ Birth Date:
Address: City: State: Zip:
Social Security #: Driver’s License #: Home Phone: (___)

Marital Status: [JS [OM D CIW # of Children: ____ Work Status: CFull-time [JPart-time ClRetired Cell Phone: (___)

Females: Last Menstrual Period: Pregnant? CJY [N Nursing? CJY CIN Fax: (___)

Employer: Occupation: Work Phone: (___)

Employer Address: City: State: Zip:

Name of Spouse, Parent or Guardian: Age: Birth Date: SS# - -
Spouse’s Employer: Spouse’s Occupation: Work Phone: (__)

In case of an Emergency Contact: Relationship:

Home Phone: (___) Cell Phone: (___) Work Phone: (___)

Do you have Medicare Insurance? 1Y [N Plan/Group #: [] Medicare card copied by Office Staff

[ Drivers license copied by Office Staff

How did you hear about our Clinic? Whom may we thank for referring you?

HEALTH CONCERNS: Please list your top health concerns in order of priority.

TREATMENT: What type of treatment are you looking for?
[ I am looking for the most minimal amount of care to “Patch up the symptoms” of my problem.
[J | am looking to resolve my symptoms and then go on to “Fix the cause” of my problem.

[ | am looking to take care of my problem and then go on to “achieve optimal health and wellness.”







