LONSTAR NEURODIAGNOSTIC & REHAB
5000 N. 23RD Suite G

McAllen, TX 78504

Date: ___________________

(Fecha)

Patient’s Name: ____________________________________
Date of Birth: ____________

(Nombre Del Paciente)





(Fecha de Nacimiento)
Address: ___________________________________
Sex:   M     F
    Age: ___________

(Direccion)






(Sexo)

    (Edad)

City/State/Zip: ______________________________
Social Security #: _______________

(Ciudad/Estado/ Codigo Postal)



(Numero de Seguro Social)
Home Phone: ______________________________

Cell Phone: ____________________

(Numero Telefoncio)

Your Employer: ___________________________

Work Phone: __________________

(Nombre de su Patron)




(Numero Telefonico)

Email address: _________________________________________________________________
· If the patient is a minor ( Se el paciente es menor de edad):

Father’s Name: __________________________
DOB: _________   SS#: ______________
(Nombre de Padre)




(Fecha de Nacimiento) (Numero de Seguro Social)

Mother’s Name: _________________________
DOB: _________   SS#: ______________

(Nombre de la Madre)




(Fecha de Nacimiento) (Numero de Seguro Social)
Patient’s Insurance Information:
WC

Private Insurance

Auto Accident

(Informacion del seguro del paciente: Compensacion al Trabajador, Seguro Personal, Accidente Automobilistico)
Insurance Name: __________________________
Phone: __________________

(Nombre de su Seguro)



(Numero Telefonico)

Referral Source:
Yellow Pages  
Friend/Relative
Other: __________________
(Referido por: Paginas Amarillas, Amigo/Familiar, Otro)

Who was your previous Doctor? ______________________________________

(Quien fue su Doctor anterior?)
LONSTAR NEURODIAGNOSTIC & REHAB

5000 N. 23RD Suite G

McAllen, TX 78504

MEDICAL RECORDS RELEASE AUTHORIZATION
Today’s Date: ______________________

To: ________________________



Patient: _____________________

Attn: ______________________/ Medical Record

DOB: ______________________

Phone: _____________________



SS#: _______________________

Fax: _______________________

The following patient has given our office the authorization to obtain all his/her medical records and reports.  Please forward all reports and medical records to our office as soon as possible.

Patient and Authorization:

Print Name



DOB



Signature

Authorization: I hereby authorize all benefits and payments of my aforementioned insurance company(s) to be paid directly to the doctor, moreover, I understand that I am responsible for any charges not covered by insurance(s).  I also authorieze the doctor to make available to necessary personnel any information, including my medication history, regarding my case.  I affirm that the doctor and/or his staff have explained this to me before any services were rendered, and with my signature, I accept this agreement.

(Antorizacion: Doy mi consentimiento a que todos los beneficios proviientes de mi(s) seguro(s) sean pagados directamente al doctor.  De igual manera estoy sonsiente que cualquier cargo no cubierto por mi(s) seguro(s) es mi responsabilidad.  Autorizo al doctor a proveer informacion al personal necesario, incluyendo historial de medicamento relative a mi caso.  Afirmo que el doctor y/o su personal me han explicado esto detalladeamente antes de proveerme algun servicio medico, y con me firma accepto este acuerdo.)

_____________________________________
__________________________________

Signature of Parent (If patient is a minor)

Signature of Patient

(Firma del Padre (Si el paciente es menor de edad)
(Firma del Paciente)
Informed consent for Chiropractic Treatment:
(Consentimiento a tratamiento Quiropractico)

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy and diagnostic x-rays on me by a licensed doctor(s) of chiropractic.  I understand and am informed that, as in practice of medicine, in the practice of chiropractic there are some risks to the treatment  including, but not limited to fracture, disk injuries, strokes, dislocations and sprains.  I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best interest.  I have read, or have had read to me, the consent.  I have also had the opportunity to ask questions about this content, and by signing below I agree to the above named procedures.  I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.
(Yo he pedido y consiento a que un doctor Quiropractico acreditado me otorgue ajustes y otros procedimientos Quiropracticos, incluyendo otras formas de terapia fisica y rayos X.  Entiendo y se me ha informado que como en la practica de medicina, la Quiropractica tiene algunos riesgos los cuales incluyen, pero no estan limitados a, fracturas, lastimadura de discos o torceduras.  No espero que el doctor me anticipe o explique todos los riesgos o complicaciones que pueda tener, pero confio en su juicio en cuanto al tratamiento que me brindara de acuerdo a la informacion que yo le he provisto.  He leido, o me han leido, este consentimiento y he tenido la oportunidad de preguntar a cerca de su contenido y mi firma es un acuerdo a lo ya mencionado.  Esta forma es un consentimiento para cuidado medico desde el principio, y para un future si deseo continuar con el tratamiento.)
_____________________________________
__________________________________

Signature of Parent (If patient is a minor)

Signature of Patient

(Firma del Padre (Si el paciente es menor de edad)
(Firma del Paciente)
