
My signature below authorizes the release of any medical information necessary to process this claim and I 
authorize payment of medical benefits to the above chiropractic provider for services rendered to me.  Fur-
ther, I authorize and release the doctor and whomever he  may designate as his assistants to administer 
examinations, radiographs, laboratory procedures, chiropractic care or any clinic services that he deems 
necessary in my case.

Patient Signature:								        Date:

WENTZEL CHIROPRACTIC CENTRE
300 High Street

Mt. Holly, New Jersey  08060

Name									        Date

Address

Phone				   Date of Birth				    Age

Sex:  M   F			   Marital Status:  S   M   D   W	 # of Children

Occupation					     Business Phone

Employer					     Social Security #

Referred By					     Height			  Weight

Insurance Company Name						     Policy #
				    Please present your Insurance card to the front desk for photocoping

Patient #

street				    city				    state		  zip

Other Physicians :
Hospitalizations/Surgery:
Any Medications?
Any Family Back Problems?

Below is For Doctor's Use




