
Youdeem Chiropractic, Inc.
Dr, Gilbert Youdeem, D,C,, CCSP

9922 Walker St, Suite G
Cypress, CA 90630

(714) s27-7463

Dluor" tull ,, a6ouL

oday's Datet / / Driver,s License #:

Birthclate:

Male D remale E

Home phone:

Email address:
Cell phone:(

Whonr can we thank for referring you?

How lonE?
Employer Address: State: Zip:

Mariterl Status:

Children? No

Spouse's name:

El How many?

Who should we contact? Relationship:
Homephone: ( ) Workphone: ( ) Cell: ( )

Who is your Medical Doctor?

May we contact him/her regardlng your conrlition? Yes! NoE

ln "uent 
ol on eme'?gencq

A..o, nt

Persrcn ultimately responsible for account:

What form of payment would you prefer?

Please compelete below)

Relationshlp:

Drivr:r's License #:

Worl<phone: ( )

tr Other ( If other,

chdck E credit carclfl

n'(-lrT'evlous \_n ffopracttc. caTe



lQuoron fnr" gort

\lor"" obort gou" visit? ( lf {..iJ"nt R"lotuJ Skip 1" S".tion)

,to "nulo t") o..iJent ( lf N"t {.ciJent B.lot"J S[ip 1" Su.tion)

The reason for this visit is the result of (please circle): sports, auto(describe accident below), trauma or chronic,
Explain what happened:

se descrlbe your pain and lts location:

Wherr did the condition begin? / / Is this co

Is this condition interferring with your (please circle):
If so, please explain:

Have you had this or similiar condition in the past? y

Have you been treated by a Medical physician for this
If yes, where ancl by whom?

Type of treatment given:

tlon getting worse? yesl no I consranf I comes and goes I
sleep, or daily routine?

Explain;

YesE NoEl

and time of Accident: a,m, p,m, (please circle)
Werer\the: Driver fl Front passenger tr Re{r passenger [] Number of peopte in acctdent u"nd;
If a traffic VioQtion was issued, to whom was it issued
Did the police cohe"lg the accident site?' Yes E tto E was this vehicle equipped with anbffi ves I tto f]
Was a police report fil ves fl tto I lf yes, did iVthey inftate? Yes! Ns[
Were; there any witnesses? Yes! lefl In relatiorrto the base q.67, skull, where was the headrest?
Wertr you wearing your seat belt? -={"r g toE Above E BelgyE At base of skutt tr
What did your vehicte impact? Another vehicteD{t\er tr tt ot\>(5xptain:_

Did any part of your body strike anylhing in ther vehicle? v r WE lf ves, please describe:

Make and model of the vehicle you were occupyi

Namr: of the location/street on which yrcu

In which direction were vou
What was the approx, s

Did the impact to your

During the im

lf accident

ion other vehicle was headed? North3 soufh E Easr E Wesf E Speed of other vehicle?

the impact? E

NorthE soufh E] East E West' E
your vehicle?- | | was stopped:ft

icle come from the: Frontfl Rear ! Right:;ide E ten siae I otner
you facing: Right E Left E fiorward E were you: AwareE] or supri

made impact with another v'ehicle, make & model of that other



Af+"" injur"g

f-l"olth Listor"ul

the accident render you unconscious? Yes !
Plead+.{escribe how you felt immediatelly after the

Have you gone to a

When did you go? Just

How rlid you go? Ambulance

Name of hospital and/or attending d

Was he/she a: D,C,E M,D,E D,O,E D,E),

Describe any treatment you recelved:

ereX-raystaken? [ v ru ] on

as medication pftscrib{ [ v rtr ] Have you

your work activilj"e5 restricted as a result of this inj
that are a result of this accident:

yourcong)dtongettingworse? [v N ] Constant

Have ydretained an attorney? Yes E ruo fI
lf ye.rfplease give name & phone #:

If Yes, how long?

reen able to w<lrk s

ry? [vt't ]

or seen another doctor?

accident E The next tr 2days plus !

Are vou taklnq anv medications?
Medication Name: Dose; Reason; Prescribed By:

N/A tr
N/A tr
N/A tr
N/A tr
N/A !
N/A tr
N/A tr
N/A tr

Have you ever had any of the following disease/med condltions? Please circle Y' for yes or N for no

[vru
[vru
[vru
lvru
[vru
[vru
lvru

Please

Heart attacUstroke

Congenitbl Heart Defect

Hepititis

Cancer / tumor

Frequent Neck Pain

Severe Frequent Headaches
High Blood Pressure

[v ru ] Fainting

[v tt]l Asthma
['r w]Emphysema [v
['r ru ] Psychiatric Problems Iv
['r ru ] Kidney Problerms [v
['r ru]Seizures/Epilipsy [v
[Y N]Diabetes [v
['r ru ] Artiflcial Bones/Joints Iv
['r ru]SpinalSurgery [v

N ] Heart Murmur

}t ] Venereal Disease

N ] Shingles

N ]Anemia
U ] Rheumatic Fever

t't ] Ulcers

ru ] Corticosteroid Use

[v ru]l

[v ru]

[v ru]

LOWET Pain

Heart S aKer

Abuse

[v ru ]l HrV/Aids

[v ru ]l Difficulty thing

list any other serious medical
Condition:

ve ever had (including surgeries):
Treatment Received:

N/Atr
N/Atr
N/AD
N/4tr
N/Atr

condition(s) you
Treated By:



Please list any previous accidents, falls or sports inju

Please list family health history such as; Cancer/Diab /Hi g h blood pressq relHeart d isease/Rheumatoid Arth ritis ;

Do you smoke? YesE trtoE If yers, how much? How long?
Do yr>u drink alcohol? YesE NoE If yes, how

For wome,n: Are you taking Birth Control pills? yes

Are you, or is there a chernce vou are

Pl"or" r',ea) complertel u :

I herr-. by authorize assignment of my insurance ri
services rendered,

ht and benefits directly to Dr, Gilbert Youdeem, D,C. for

A PHOTOCOPY OF THIS ASSIGNMENT SHALL BE SIDERED EFFECTIVE AND VALID AS THE ORIGINAL,

I authorize Dr. GilberL Youdeem, D,C.'and his sta
and treatment.

i authorize the release of any information pertinen
or other health care professional involved in the

to pertorm arty necessary services needed during diagnosis

to my case t,o any insurance company, adjuster, attorney

full for services rendered, I understand I am ultimately anri
that I am responsible for mV deductible and co-payments

initial:

licies are an arrangement between an insurance carrier ano

In the event other responsible parties fail to pay i

fully responsible for my account, I also understar
at ear:h office visit.

I understand and agree that health innd accident
myself, Furthermore, I understand that this office
making collection from the insurancr: contpany an
office will be credited to my account,upon receipt,
rendered me are charged directly to me and that I
and agree that it I suspend or terminate my care a
nre will be immediately due and payable,

have been made with the business nnanager. If ac
no financial arrangements have been made, you w

ill prepare any necessary repofts and forms to assist me in
that any amount authorized to be paid directly to this
owever, I clearly understancl and agree that all services
m personall'1 responsible for payment. I also understand

treatment, any fees for professional services rendered

tnitial:

Our policy requires payment in full frcr all services ndered at tl're time of visit, unless other arrangements
unt is not paid within 90 days of the date of service and

any other expenses incurred in colle,cting your a
I be responsible for legal fees, collection agency fees, and

I agree to the above information ancl guarantee th

nt' 
initiat: 

"r.j
form was completed correctly to the best of my knowled
office of any' changes in my health or insurance status,and understand it is my responsibility to inform thi



Dr. Gilbert Youdeem. D.C
Certified Chiropractic Sports Physician

DrYoudeern@aol,com

HIPAA PRIVACY REGULATIONS

Federal law,
Deparlment of Health and Fluman I

Notification is therefore girzen that
CCSP) will not reveal to anybody
(i.e. name, addless, social security
permission. Your information will
solicitation, or fund raising,

9922'\\alker St. #G Cypress, CA 90630

Phone: (1l4)t 527-1463 E-Mail

authorizecl
to adopt new rules to protect patient privacy.

YoudeQm Chiropractic, Inc, (Dr. Gilbefi Youdeem, D.C.,
personpl informationL about you or your family member

number as well as other health infomration) without your
never be sold, or listod for the purpose of advertisement,

the

r Patient resistration
a

a

o

Procure rnedical records from former
Converse with colleagues for opinions/
Insurance: verifications, billing (pape
company follow-up and interaction wit

a

o

Hospital workers, nurseii, aids, and
Emergency officials, Paramedics, fire
technicians. Personal religious designat

. Our office staff

. Pharmacists, drug program personnel/'

. Completions of disability forms
o Co,r-nputer and electronically stored in

for general patient
following context:

and wire), include fax transmissions, insurance
billing services relating to patient care

cal records department

, emergency room physicians, nurses or

related business vendor and service
persons)

My signature below authorirzes the release f anv necessa.ry information listed above,

S 

lenature 

of Patient/G uardianPatient's Name Date


