Date

Pt. Num.
Dr.

NEW PATIENT INFORMATION
Name A Hm. Phone
Address

Street City State Zip
Male__ Female__ Date of Birth Drivers License #
Single__ Married Separated_ Divorced____ Widowed___ SS#
Employed By Wk.. Phone
Bus. Address Occupation
Name of Spouse SS#
Spouse Employed By
Referred By Email:
Are you responsible for this account? YES___ NO___ Ifno, who is
Insurance Information
What insurance plan do you have for your complaint(s)?
Group Insurance_____ Blue Cross/Blue Shield__ Worker's Compensation___ Auto Insurance
Medicare_  Personal Injurv____ Other Insurance_____
Insureds name if different than patient
Relationship to insured: Same person___ Spouse___ Child__  Other____
Insurance company
Name Address city State Zip

ID # Group # Phone #
SS # Policy #
Deductible $ (Individual): $ (Family)
Has deductible been met?  YES___ NO____
Coverage after deductible (patient pays) ‘ %
Are special forms required to bill your insurance company? YES_ _ NO____
Do you have other health insurance coverage? YES___ NO____

Please Complete other Side



Date of illness/ injury, accident’ complaints began a -

v —
Location of accident/ injury

What other health care have you received for this problem?

How did these complaints occur? auto accident__ on-the-job____ other
please explain:

Have vou lost time from work? YES NO If ves, what dates?

Please indicate where vour problems are.

-

lease present your Driver license and insurance card(s) to the receptionist to be
photecopied. Thank you!

[ understand and agree that health accident insurance policies are an arrangement between an insurance carrier
and myselt. Furthermore. I understand that GEO Chiropractic Clinic will prepare any necessary reports and
forms to assist me in making collection from the insurance company and that any amount authorized to be paid
dircetly to GEO Chiropractie Clinic will be credited to my account on receipt. However, I clearly understand
and agree that all services rendered to me are charged directly to me and that I am personally responsible for
payment. [ also understand that if [ suspend or terminate my care and treatment, any fees for professional
services rendered to me will be immediately due and payable.

Signature_ Date

GEO CHIROPRAC TIC CLINIC 2646 Mission 5t San Marino, CA 91108 (818) 441-2264  ap1



Pt. Num.

Name Dr.

HEALTH QUESTIONNAIRE

Please indicate for each system those things you presently have.

MUSCULO-SKELETAL SYSTEM GENITO-URINARY SYSTEM GASTRO-INTESTINAL SYSTEM

__Low back problems . __Bladder trouble __Poor appetite
__Pain between shoulders _ Excessive urine __Excessive hunger
_Neck problems __Scanty urine __Difficulty chewing
__Arm problems __Painful urination __Difficulty swallowing
__Leg problems __Discolored urine __Excessive thirst
__Swollen joints __Nausea
__Painful joints FEMALE SYSTEM __Vomiting food
__Stiff joints __Vomuting blood
__Sore muscles __Vaginal discharge __Abdominal pain
_ Weak muscles __Vaginal bleeding __Diarrhea
__Walking problems __Vaginal pain __Constipation
__ Ruprures __Breast pain __Black stool
__ Broken bones _Lumps on breast __Bloody stool
__Hemorrhoids
__Liver trouble
CARDIO-VASCULAR-RESPIRATORY __Gall bladder problems

__Weight trouble
__Chest pain

__Difficult breathing NERVOUS SYSTEM EYE, EAR, NOSE, and THROAT
__Persistent cough
__Coughing phlegm __Numbness __Eye strain
__Rapid heartbeat __Paralysis __Eye inflammation
__Blood pressure problems __Dizziness __Vision problems
__Heart problems __Tainting __Ear pain
__Lung problems _ Headache __Earnoise
__Varicose veins __ Muscle jerking __Hearing loss
__Convulsions __Ear discharge
_ Forgetfulness __Nose pain
_ Confusion __Nose bleeding
__ Depression __Nose discharge
__Difficult breathing through nose
__Sore gums
__Dental problems
__ Hoarseness

__Difficult speech

Childhood diseases:

Complications:

Prior surgery:

Medication presently taking:

Previous accidents:

Do yousmoke? YES__ NO__ If ves. how many? ‘per day; per week; /per month.
Do yvou drink alcoholic beverages? YES_ NO___ If yes, how much?

ls your mother living? YES__ NO___ Ifves. is she in good health? YES___ NO__
Is vour Father living” YES_ NO__ If ves. is he in good health? YES__ NO__






