
 
INFORMATION/APPLICATION FOR CARE 

 
The following information is needed in order to better serve you. Please complete all questions. If you need help please ask 
the receptionist. PLEASE PRINT 
  
NAME__________________________________________________________ MIDDLE _________________________NICK NAME____________________  
 
 
BIRTHDATE __________________________ AGE______________________  MARITAL STATUS:  S   M   W   D    GENDER: M  F  UNSPECIFIED     
                                               
 
       HOME __________________________       WORK ______________________________        CELL _________________________  
 
ADDRESS___________________________________________________  CITY__________________ STATE________________ ZIP_______________    
 
EMAIL ADDRESS_______________________________________ WORK  EMAIL_________________________________________ 
 
EMPLOYMENT STATUS          EMPLOYED           FT STUDENT         PT  STUDENT          OTHER           RETIRED          SELF EMPLOYED 
 
PRIMARY CARE  PHYSICIAN _____________________________________ REFERRED TO OUR OFFICE  BY:_____________________________ 
 
MULTI- RACIAL        YES         NO     ETHNICITY        HISPANIC OR LATINO       NOT HISPANIC OR LATINO       I CHOOSE NOT TO SPECIFY 
 
 
RACE (CHECK ONE)        WHITE                 HISPANIC            BLACK/AFRICAN AMERICAN            I CHOOSE NOT TO SPECIFY                          
 
                                                    ASIAN                   FILIPINO              VIETNAMESE                                         AMERICAN INDIAN/ ALASKAN  NATIVE         
                                                                                                                                                                                                   
                                                    JAPANESE            CHINESE             OTHER___________________                G UAMANIAN OR CHAMORRO                                                       
                                                       
                                                   SAMOAN                KOREAN             ASIAN INDIA                                          NATIVE HAWAIIAN OR OTHER PACIFIC ISLAND     
 
PREFERRED LANGUAGE 
 
               ENGLISH                 SPANISH          CHINESE             FRENCH                   GERMAN           AMERICAN SIGN LANGUAGE 
         
               TAGALOG                 ITALIAN         KOREN                RUSSIAN                 POLISH              VIETNAMESE                                                                                     
                                                                                                                                                                           
                ARABIC                   GREEK             HINDI                  PORTUGUESE        JAPANESE         FRENCH CREOLE                                                                                                                                   
                                                                                   
                 PERSIAN                 URDU              GUJARATI            ARMENIAN            I CHOOSE NOT TO SPECIFY                                                                                                                       
                                                                         
IS YOUR CONDITION DUE TO AN ACCIDENT?     YES_____     NO______          DATE OF ACCIDENT___________________ 
TYPE OF ACCIDENT?      AUTO_____         WORK/ON JOB_____       AT HOME_____      OTHER________________________ 
HAVE YOU EVER BEEN IN AN AUTO ACCIDENT? PAST YEAR___   PAST 5 YEARS ___   OVER 5 YEARS___   NEVER___ 
 
 
  
 I (WE) AGREE TO PAY FOR SERVICES RENDERED TO ABOVE MENTIONED PATIENT AS THE CHARGE IS INCURRED. I 
UNDERSTAND AND AGREE THAT HEALTH & ACCIDENT INSURANCE POLICIES ARE AN ARRANGEMENT BETWEEN AN 
INSURANCE CARRIER AND MYSELF AND THAT I AM PERSONALLY RESPONSIBLE FOR PAYMENT OF ANY AND ALL 
SERVICES COVERED OR NOT COVERED. I ALSO UNDERSTAND IF I SUSPEND OR TERMINATE MY CARE AND TREATMENT, 
ANY FEE FOR PROFESSIONAL SERVICES RENDERED TO ME WILL BE IMMEDIATELY DUE AND PAYABLE. 
 
 
 
PATIENT’S SIGNATURE_________________________________________________________    DATE  _______________________________ 
 
OR GUARDIAN SIGNATURE____________________________________________     DATE  ___________________________ 
 
 
NOTICE TO OUR NEW PATIENTS: FULL PAYMENT FOR SERVICES RENDERED IS DUE AT THE END OF EACH VISIT.  IF 
FOR ANY REASON THIS REQUEST CANNOT BE MET, ARRANGEMENTS SHOULD BE MADE IN ADVANCE BEFORE SEEING 
THE DOCTOR. 
 
  

     

  

  

  
  

  

  
  
  

  

  
 

 

 
  
 

 
  

  
  
 

         

        

      

        

  

    

  

      
  

      

          







 



Rob Thomson DC 

 

  Florida 



Client/Patient Testimonial Solicitation and Release Authorization Form 

  

As part of our ongoing effort to bring the best care to Pensacola and surrounding communities we use several 
avenues to market to the region including but not limited to; Facebook, Google, Yelp, Instagram, Nearby Now, Twitter 
etc. We truly appreciate your help in taking the time to honestly review the service you’ve received here and in 
helping the community discover the same health benefits as you. 

 

Purpose of Authorization: By signing this authorization form, I am providing Robert Thomson Jr DC to solicit, 
distribute, and share my client testimonial that I provided.  Sharing my client testimonial may include posting the 
information on the company website, posting the testimonial information on Robert Thomson Jr DC’s social media 
pages, and including my testimonial on printed advertisements and promotions.  I agree that I am voluntarily sharing 
my testimonial about services from Robert Thomson Jr DC and I am receiving no financial remuneration from Robert 
Thomson Jr DC for providing my testimonial and allowing them to use my protected health information for marketing 
purposes.   

Right to Revoke: I understand that I have the right to revoke this authorization at any time by providing a written 
request to the Privacy Officer at Robert Thomson Jr DC I understand that if I choose to revoke this authorization, it 
will become effective on the day of the revocation of the authorization.  Any prior uses and disclosures of my 
testimonial with my protected health information will not be subject to the revocation of the authorization.  I 
understand that Robert Thomson Jr DC will make it best effort to remove my testimonial and protected health 
information from the Robert Thomson Jr DC’s website and other social media pages.   

Components of my Testimonial: I understand that the client testimonial for Robert Thomson Jr DC will only include 
my name, location, photograph, and information provided to the organization in my testimonial.  I understand that all 
other protected health information that Robert Thomson Jr DC creates and maintains for purposes of my care will not 
be used in my testimonial or for marketing purposes without prior authorization per privacy regulations of the state 
and Health Insurance Portability and Accountability Act (HIPAA).   

NearbyNow – I understand that Robert Thomson Jr, DC will use generic, obfuscated information about my home 
address for location marketing purposes and may include my first name, and a generic description of the condition 
treated. For the purposes of NearbyNow posts no other personal information will be utilized including but not limited 
to last name, age, sex, etc. 

By signing below, I agree and acknowledge that I have read and understood all of the elements of this authorization 
for use of my client testimonial.  This authorization will expire 24 months after the date of the signature.  After the 
expiration, I understand that Robert Thomson Jr DC will not be allowed to use my testimonial for any future 
marketing purposes.  It does not require Robert Thomson Jr DC to remove my testimonial from the website or other 
social media pages unless I specifically request a revocation of this authorization. 

 

 

Signature: ______________________________________________ Date: _______________ 

If not patient, Relationship to Patient: ____________________________________________ 

Name (Printed):_____________________________________  ` 



Dr. Rob Thomson Jr, DC 
280 N Palafox St 

Pensacola, FL 32502 
Telephone (850) 637-5281 

 
 

APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION AUTHORIZATION 
 

Your chiropractor and members of the practice staff may need to use your name, address, phone number, and clinical records to 
contact you with appointment reminders, information concerning treatment alternatives, or other health related information that 
may be of interest to you. If this contact is made by phone and you are not at home or work, a message will be left on your 
answering machine, with a family member, friend, co-worker or employer. In addition, by signing this form you are giving us 
authorization to contact you with these reminders and information.  
 
You may restrict the individuals or organizations to which your health care information is released or you may revoke 
authorization to us at anytime; however, your revocation must be in writing and mailed to us at our office address. We will not be 
able to honor your revocation request if we have already released your health information before we receive your request to 
revoke authorization. In addition, if you were required to give your authorization as a condition of obtaining insurance, the 
insurance company may have a right to your health information if they decide to contest any of your claims.  
 
Information that we use or disclose based on authorization you are giving us may be subject to re-disclosure by anyone who has 
access to the reminder or other information and may no longer be protected by federal privacy rules.  
 
You have the right to refuse to give us this authorization.  If you do not give us authorization, it will not affect the treatment we 
provide to you or the methods we use to obtain reimbursement for your care. 
 
You may inspect or copy the information that we use to contact you to provide appointment reminders, information about 
treatment alternatives, or other health related information at anytime. (164.524) 
 
This authorization will expire seven years after the date on which you last received services from us. 
 
I authorize you to use or disclose my health information in the manner described above.  
 
 
________________________________   ________________________________ 
Patient name printed     Date 
 
________________________________   ________________________________ 
Patient signature     Authorized provider representative 
 
________________________________   ________________________________ 
Personal representative printed    Personal representative signature 
 
______________________________________________________________________________ 
Description of personal representative’s authority to act for patient. 
 
 
 


