
Knewtson 

Health Group 
New Patient 

Adult 

Name 
Address 

--------------------------------

City State ZIP-----------
Phone Numbers (Home) (Cell) ____________ _ 
Is it 0.K. to contact you at work? 0 Yes O No Work# -------------­
E-mail Address 

-----------------------------

5 S # Birthdate Age ______ _ 
Occupation _____________ Employer _____________ _ 
Marital Status O Single O Married O Separated O Divorced OWidowed 
Spouses Name Phone Number(s ) -----------
Children's Names and ages------------------------

Emergency contact name ________________________ _ 
Relationship ____________ Phone Number(s) __________ _ 
Favorite hobbies and interests 

------------------------

Financial Responsibility 

Who is responsible�r payment? ______________________ _ 

How will you pay for your care? ______________________  

Insurance Co. __________________ Group Policy# _____  

Address__________________________Phone # _________

Policy Holder's Name _____________ Policy Holder's DOB _____ _ 

Relation _______ Policy Holder's Employer ______________ _ 

What Brings you here? 

Have you ever had chiropractic care? 0 Yes O No 
If yes, please tell us the doctor's name.--------------------
Were you pleased with your care? 0 Yes O No 
How did you find out about our office? ________________ _ 
Is this appointment related to: 0 Work O Sports O Auto O Personal Injury O Other 

23505 Smithtown Road, Suite 100, Excelsior, MN 55331 952-470-8555 











Knewtson 

Health Group 
Patient Consent 

TO OUR PATIENTS: Please read and sign the form below. Ask questions if there is something you do not understand. 

Please check to indicate approval: 

RELEASE OF MEDICAL RECORDS FOR MY MEDICAL CARE OR AS REQUIRED BY LAW: 
-to health care providers directly involved in my care.
-to State, Federal and accrediting bodies for required reporting data and/or surveys for compliance.
-for purposes of my care and for business operations.
Note: Records are not automatically sent to your physician. They must be requested.

ASSIGNMENT OF BENEFITS/BILL MY INSURANCE: 
-1 authorize Knewtson Health Group to send my bills for my medical care and treatment to my insurance company

and/or Medicare or Medicaid for payment, to the extent my insurance company and/or Medicare or Medicaid id
required to pay the bill under terms of my insurance policy or by law.

-I request that my insurance company and/or Medicare or Medicaid pay Knewtson Health Group and the providers
who are involved in my treatment.

-I consent to the release of my medical records by Knewtson Health Group to my insurance company and/or
Medicare or Medicaid (and organizations working on their behalf) if necessary in order for my bills to be paid.

-I agree to pay for charges not covered by my insurance.
-I understand that if I do not check this box Knewtson Health Group will send a bill directly to me for

payment. 

RELEASE OF MEDICAL RECORDS FOR MEDICAL OR SCIENTIFIC RESEARCH: 
-1 agree that my records may be used by Knewtson Health Group for medical or scientific study.

-No information which can identify me as a patient or participant in any such study will be shared.
-I may revoke this in writing at any time.

By signing this form, I consent and authorize my medical health provider to assess and treat me. I understand that my provider is 
available to explain the purpose of treatment, and that I have the right to refuse recommended treatment. I understand I have the right 
to revoke this consent, in writing, at any time except where Knewtson Health Group has already made disclosures in reliance to the 
consent. 

I consent to the treatment(s) provided by this clinic. I understand that my condition may necessitate modifications from time to time 
due to the type of treatment(s) rendered and the portions of my body that may need to be examined. I understand and consent to clinic 
staff providing me with verbal descriptions, when there are changes to my exam(s) and treatment(s), consent to the clinic staff providing 
said treatment(s) and exam(s) and hereby consent to any similar subsequent treatment(s) or exam(s). If I do not consent, I will 

immediately inform clinic staff. There are times when individuals other than staff may see me receive treatment at the clinic or overhear 
discussions of my condition or insurance. I consent to others perceiving these interactions at the clinic. If additional privacy is required, I 
will inform the clinic staff. 

Patient Name: Date 
---------------------------- -------

Patient/Guardian Signature: Date ____

If applicable, patient's relationship to guardian: _________________ _ 

Check only if applicable (one-time acknowledgment) 

__ I acknowledge that I have been offered a copy of Knewtson Health Group's Privacy Practices 
Information. If I would like a copy in the future, I will ask for one. 
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