
 

THE ARNE CLINIC 

Chiropractic and Natural Medicine 
12991 Ridgedale Drive, Minnetonka, MN 55305  |  (952) 541-0200  |  bewell@arneclinic.com 

PATIENT INFORMATION        

First Name: ________________________ MI: ____ Last Name: _______________________________________  

Date of Birth: ________________ Age: ______ Gender: _______________ Marital Status: _________________ 

Address: _____________________________________ City: ___________________ State: ____ Zip: _________ 

Mobile Phone: ___________________ Work Phone: ___________________ Home Phone: ___________________ 

Email: ______________________________________________________________________________________   

Occupation: ________________________________________ Employer: ________________________________  

Emergency Contact Name: ________________________ Phone: ________________ Relationship: ___________ 

Minor Patient Parent/Guardian Name: ____________________________________ Phone: __________________ 

HOW DID YOU HEAR ABOUT US? (check all that apply) 

□ Individual/Patient: __________________________________________________________________________ 

□ Internet Search   □ Building/Sign/Location    □ The Arne Clinic Website   □ Facebook    □ Advertisement 

□ Other (Physician/Attorney/Employer/etc.): _______________________________________________________ 

PURPOSE OF THIS VISIT 

Reason for this visit/main complaint: ______________________________________________________________ 

Is this visit related to an auto accident or work injury?  □ YES   □ NO   If so, when: _________________________  

EXPERIENCE WITH CHIROPRACTIC 

Have you been seen by a chiropractor before?  □ YES   □ NO   When: ______________ Who: _________________ 

Reason: ______________________ How did you respond to treatment: _____________________________ 

HEALTH CARE GOALS (check all that apply) 

□ I want relief from a specific health concern.    

□ I want to ensure that my health concerns do not become an ongoing problem.     

□ I am interested in learning more about improving my overall health. 

□ Other: ____________________________________________________________________________________  

FINANCIAL STATEMENT/PAYMENT POLICY & AUTHORIZATION  

I understand that I am responsible to pay for services and supplies at the time of service. Any balance billed from our office 
deemed ‘patient responsibility’ exceeding 60 days past due will be assessed an 8% interest charge.  
Auto Accident and Workers Compensation: If the incident is properly documented and the necessary forms and liens are signed, 
you are not required to pay for services on the day they are rendered, and we will make efforts to file your services with your 
insurance provider for you. You are still responsible for all charges on your account.  
 

Patient Signature: _________________________________   Date: ____/____/____ 
 
 
 

Optional Card Payment Authorization: I, the undersigned patient, hereby authorize The Arne Clinic to initiate debit/credit 

card charges to my account with my financial institution for payment of service(s) and product(s) rendered to me in the amount 
due. I understand that the authorization is to remain in effect indefinitely and may be withdrawn by me at any time by request.    
 

Patient Signature: _________________________________   Date: ____/____/____ 
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