
ICHIROPRACTIC AND WELLNESS 
DR. MARC J. BROWNER

 3200 Bailey Lane #225 * Naples, Florida

34105

CONFIDENTIAL PATIENT ENTRANCE INFORMATION 

PLEASE PRINT    

Date: _____/_____/_____ 

Name: ______________________________________________________________________ 

SS#: _______ - ______ - ________  Home Phone: _________________________________ 

Cell Phone: ____________________________ Email: ______________________________ 

Address: ____________________________________________________________________ 

City: ___________________________ State: ________ Zip Code: ____________________ 

Birth Date: ____/ ____/____   Age: _______ Sex:  M    F   Marital Status:  M  S   D  W 

Occupation: _________________________  Employed By: _________________________ 

Work Phone: ________________  Work Address: ________________________________ 

Spouse’s Name: __________________  Spouse’s Employer: ______________________ 

Emergency Contact: ____________________________ Phone: _____________________ 

How were you referred to our office? ________________________________________ 

Appt reminders through text messaging?         yes no 

List your chief complaints in order of severity and for how long you have been 

experiencing them: 
1. For how long? ___________ 

2. For how long? ___________ 

3. For how long? ___________ 

4. For how long? ___________ 

Have you ever been to a Chiropractor before?  Yes  No  If yes, when? __________ 

List doctors consulted for these conditions: 
1. _______________________________  Address/Phone: _________________________

2. _______________________________  Address/Phone: _________________________

If this is an injury: 
1. Work-related?   Yes   No   If yes, have you reported it to your employer?
2. Related to a motor vehicle crash?   Yes  No 

If this is due to a crash, fill out the appropriate report forms which will be provided to you. 

1. ALL FIRST VISIT CHARGES ARE PAYABLE WHEN SERVICES RENDERED.
NAME OF PARENT OR FINANCIALLY RESPONSIBLE PERSON: _____________________

2. THE FEE PAID FOR CHIROPRACTIC X-RAYS IS FOR STRUCTURAL ANALYSIS ONLY.
3. METHOD OF PAYMENT YOU PLAN TO TAKE CARE OF TODAY’S CHARGES

Cash____ Check____ Visa/MC____ 

4. Do you have any type of insurance? Yes No 

FEMALES:   Are you pregnant?    Yes    No    Not Sure 







ICHIROPRACTIC AND WELLNESS 
3200 Bailey Lane #225 

Naples, FL 34105 

CHIROPRACTIC INFORMED CONSENT TO TREAT 

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 (or on the patient named below, for whom I am legally responsible) by the doctor of the 

chiropractic named below and/or other licensed doctors of chiropractic who now or in the future 

treat me while employed by, working or associated with serving as back-up for the doctor of 

chiropractic named below, including those working at the clinic or office listed below or any 

other office or clinic, whether signatories to this form or not. 

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with 

other office of clinic personnel the nature and purpose of chiropractic adjustments and 

procedures. I understand that results are not guaranteed. 

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic 

there are some risks to treatment, including, but not limited to, fractures, disc 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 above consent. I have also had an opportunity to ask 

questions about its 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. 

Patient Signature Date 
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