
Advanced Chiropractic & Rehab Corporate Dr. Suit e 385 

Shelton, CT 06484 (203) 929-5500 

Patient Registration 

Today's Date: I PCP: 

PATIENT INFORMATION 

I
M 

! 

last name: First: 
I 

Marital status: Marrj ed_ Divorce_ 
Single _ _  Civil Union_ Other __ 

Mailing Address: Town: ST: Birth date: Age: Sex: 

Zip: r M r F

Email 

Social Security no.: Home phone no.: Cell phone no.: 

Cell Phone Carrie : 

Occupation: Employer: Employer phone o.: 

Have you seen a Chiropractor 
When: For what: 

Is your visit here due to an Accident Yes __ No 
--

Motor Vehicle Workers Comp Personal Injury Date of lnju y 
Do you have a Lawyer __ Name, Address & Phone number 

INSURANCE INFORMATION 
(Please give your insurance card to the receptionist.) 

Insurance Company 

Primary: 

Secondary: 

IN CASE OF EMERGENCY 

Name of friend/relative (not living at same address): Relationship to patient: Home phone no.: V ark phone no.: 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to t Je physician. I understand 
that I am financially responsible for any balance. I also authorize [Name of Practice] or insurance company to rele se any information 
required to process my claims. 

Patient/Guardian signature Date 

Notice of privacy Practice: Date I 









Dr. Lawrence Wilner D.C  

4Corporate Dr. Suite 285 

Shelton, CT 06484

203-929-5500

Fax# 203-926-1220 

I, ___________ give my permission for Dr. Lawrence Wilner D.C to 

Text I E-mail me for the purpose of appointment reminders and special events. 

Cell Phone # Cell Phone Provider 
-----------

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

E-Mail Address __________ _

Signature. __________

Date _____ _




