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

9922 Walker St, Suite G
Cypress, CA 90630

(7t4) 527-7463

Dl""se tell ,, , bort

In "uunt 
of an em enc9

oday's Date: / / - Dri'yer's License #:
Name:

Birthdate: A,ge:.

What do you prefer to be called?

Home Address:

Homer phone: ( ) Cell phond:( )

Email address:

Whorn can we thank for referring you?

Employer:

Employer Address: State: Zip:
Occupation: Work bhone: ( )

Marital Status: SingteE Marriedf DivorcedE SeperatedFl Widowect I Spouse's name:
Children? No tr yes ! How many?

Who should we contact?

Homephone: ( )

Who is your Medical Doctor?

May we contact him/her regarding youn conrJltion?

Relationship:

Cell: (

Yes! NoE

A..o, nt

Person ultimately responsible for account: I Self !
What form of payment would you prefer? cash fl che

Namr:

Billing Add ress:

Other ( If other,

ck fl cred t car<! [
Please compelete below)

Relationship:

Driver's Llcense #:
Workphone: (

SS

) Cell: (

::,.4i
..1 f:
.- li,

n t (-1 , ,.r?evlous \_h r?opraTcttc. caTe

Have you been treated by a Chiropractor before? Y

Reason for last treatment:
El NoE Date of last visitr

How long were you treated? :e of treatrnent given:



[Q."oron fnr" Llou? visit?

M I ,I lo"e aoour uou? visit? ( lf {..iJ"nt [?ul,t"J Skip 1. gection)

,to ,""lot"J ( lf N"t {.ci,Jent [f.loi"J Sl.ip T" $""tion)accidenL

The reason for this visit is the result of (please circle):
Explain what happened:

rk, sports, auto(describe accident below), trauma or chronic,

Please describe your pain and lts location:

When did the condition begin? / / Is this cofrditlon getting worse? yesl no ! consranf I comes and goesl
Is this condition interferring with your (please circle): Mf/ork, sleep, or rJaily routine?
If so, please explaini _ L

Have you had this or simlliar condition in the past? ybstr ttoE Eixplain;

Have you been treated by a Medical phllsician for this c$ndition? yesE ruoEl
If yes, where and by whom?

Type of treatment given:

te and time of Accident: a,m, p,m, (please circle)
Were\the: Driver ! Front passenger tr ne{r passenger [] Number of peopte in accident ve*6:
If a traffic VioQilon was issued, to whom was it issued
Did the police coh*{g the accident sitei' Yes fl pe fl Was this vehicle equipped with airbffi ves ! No fl
Was a police report VesI ttoI

YesE NofI
lf yes, dicl iVthey inflate? Yes! pefl

Were there any witnesses? In relation to the base gl.{our skull, where was the headrest?
Werr: you wearing your seat belt? --{rug toO Above E Beloyu,'fi At' base of skull tr
what did your vehicte impact? Another vehicteD\other E lf ot!ffixplain:

Did any part of your body strike anylhing in the vehicle? lf 'yes, please describe:

Make and model of the vehicle you were occupy

Name of the location/street on which you

In which direction were you head
Whalwas the approx,

Did the impact to your

During the im

lf accident

ir5ction other vehicle was headed? uort:nE Sourh ! Easr E tVest E Speed of other vehicle?

the impact? E

lwas stopped:!
Right.side E Left sioe

E Were you: AwareE

come from the: FrontEl

you facing: Risht E teft E
made impact with another vehicle, e & model of that other



or seen another doctor?

e accident ! The next

t body part was Xfray

the accident render you unconsciours? Yes! No! If yes, hrrw long?
Plea be how you felt immediately after the accldent:

Have you gone to a

Wherr did you go? Just

How rlid you go? Ambulance

Name of hospital and/or attendinq d

ere X-rays taken? lvru lon
By whom?

as medication or'escrib lvn l Have you peen able to work sin is injury?

Was heishe at D C,E M,D,E D,O,E
Descrlbe any treatment you received:

D,D,

lvru I

\re yr:ur work activilit'restricted as a result of this injrJry? [ V ru ]

Indicate the sym,p{dms that are a result of this accident:
Is you r 6n getting worse? [ V N ] Constant I Oomes and goes I
Have yg{retained an attorney? Yes I p6 [
lf ye-rfplease give name & phone #:

Dose; Prescribed By:

Please circle Y for yes or N for no

Iv ru] HeartSurg/Pacemaker Iv ru ] Seizures/Epilipsy

[v ru]Alcohol/DruioAbuse [v w] Diabetes

[v t't] HIV/Aids [v ru ] Artiflcial Boners/Joints

Are vou taklnq anv medications?
Medication Name: Reason:'

N/A N

N/A tr

Have you eve disease/medl$al conditions?

Iv t! ] Heart attack/stroke

IV n ] Congenital Heart Defect

Iv ru ] Hepititis

Iv ru ]Cancer/tumor
Iv ru ] Frequent Neck Pain

Iv tl ]Severe Frequent Headaches

Iv ru ] High Blood Pressure

Please list any other serious medical
Condition:

[v ru]Fainting [v ru]Emphysema

[v ru]Asthma [v ru]PsychiatricPnoblems

[v ru ] Lower Bacli Pain [v ru ] Kidney Problems

[v ru] DifficultyBieathing [v ru] Spinalsurgery

Treatme'nt Received:

Iv ru]HeadMurmur

Iv ru]Venereal Disease

Shingles

Anemia

Iv ru]RheumaticFever

[v t't] Ulcers

Iv n ] Corticosteroid Use

Treated By:

[vru
[v r

,condition(s) you have ever had (including surgeries):

N/4tr
N/AEI

N/Atr
N/Af]
N/Atr



Please list any previous accidents, falls orspofts injuriqis you have ever had:

Pleas;e list family health history h as Cancer/Dia igh blood pressqrre/Heaft disease/Rheumatoid Arthritis:

Do you smoke? YesEl ruoE
Do you drink alcohol? Yes!

For women: Are you taking Bl

Are you, or is

I here by authorize assign
servir:es rendered,

Signature:

t of my insurance ri$ht and benefits directly to Dr, Gilbert youdeem, D.c. for

A PH(]TOCOPY OF THIS ASSIGNMENT SHALL BE CONSiDERED I=FFEcTIVE AND VALID AS THE oRIGINAL.

I autlrorize Dr. Gilbeft Youdeein, D,(3.'and his stafl to pefform any necessary services needed during diagnosis
and treatment.

I autlrorize the release of any inforntation pertinenit to my case 1!o any insurance company, adjuster, attorney
or other health care professional involved in the cdse.

In the event other responsible parties fail to pay iri full for services rendered, I understand I am ultimately and
fully responsible for my account, I also understand that I am responsible for my deductible and co-oayments
at each office visit, 

initiar:

s are an arrangement beltween an insurance carrier and
repare any necessary repofts and forms to assist me in
any amount authorized to be paid directly to this
ver, I clr-.arly understand and agree that all services
ersonally responsible for payment. I also understand
eatment,, any fees for professional services rendered

initial:

red at the time of visit, unless other arrangements
t is not paid within 90 days of the date of service and
responsible for legal fees, collection agency fees, and

initial: ti:i
I agree to the above information and guarantee this form was completed correctly to the best of my knowledg
and understand it is my responsibility to inform thil office of any changes in my health or insurance status,

Please print youi name: Today's Date:

Pl"or" r.ea) rpl*t"19,



Dr, Clilbert Youcleern. D.C. 9922 Wolker St. Suite G, Cypress, CA 90630

Certifl ed Clr i ropractic Sports lPhysieian Phone: (714) 521-1 463 ll-il4ail IJrYoudoem@aol.com

DEDUCTIBLE:

Medicale requires that yo pay a yearly deductib of $203 tor'vardls yotx' Paft B me dical expenscs before they
rvill begirr paying for covered selvices, If you ha
your decluctible rnay havc bcerr satisfitecl,

seen othel' meclical proviciers this year, all or part of

MI]DICARD COVERAGE:

Medicare irr a Chilopracrtic clflic,e only covers rr ual rlanipulation for the spine ( cornrnonly referred to as a
spinal adjLrstnrenL or Ci\4T) Medicare pays 80Yo f the services and you ale liable to 20Yo after deductible is
trtef , If ),oLt have a secondat';, insu1ance they oo some of your out of pockct expense, All sen,ices nnd
tleatments ( l.e. upper and lower ext.renrity condi ions) other than spinal rnanipulation are pzrtient
responsibilily as outlined below,

ir,XANtli{A'X'l0n\S:

Lr otcler to determine the extent of your conditi as well as the type of treatment you rvill need, the doctor
will cxarrrinc you prior tn the initiation of treat t, and periodically thereafter, Medicare r.vill not reimburse
Ior examination oharges; and therefbre, payment st be made b'y you,

X-RAYS:

N4edicare does trot require X-rays in order to be imbulsed fbr chiroDractic treatmerrt. Dr, Youdeem nitv
dcte flnnle x-fays are lrecqssary to assess your ition, If x-rays are taken or ordered by Dr. Youdoem, they

fully liable tbr the charges for x-rays.are not covered by Medicat'e and therefore you a

PHYSTCAL M!]DICjINE, SUPPLEMENTS. SUPPORTS

Drrring the oourse of your treatntent in this office the cloctor may clctermine that cefiain physical thelapir
rnodalities ( Ultlasound, Muscle Stirnulation. laser thcrapyr ulassage etc,) vitarnin supplements or'
orlhopedio suppol't may be necessary to assist in
tlrcsc tnoclalitics ale between ,1i I0 and $35, Medi
tlrercfbre. paymerrt nrust be made by you,

I Lrnderstand ttral althor"rgh the Chiropractic serv listed above may be required for treatmcnt of m1,
condition, these charges are uot covered by Medi re and I will p,315s11ally lesponsitrle fbr paymetrt of these
cnalgcs

treatmcnt of 'your condition. The costs associated fbr
rvill not reirnburse fbr anv of these services. and

[)atierrt Nanre Patient S gnature Date



Dr. Gilbert Youdeem, D.C. 9922 Walker St. #G Cvpress, CA 90630

Certified Chiropractic Sports I'hysician Phone: (7 14) 527 -1 463 E-Mail DrYoudeem@aol.co m

I4surance verification - The benefits wQ have quoted to you are an estimate of your
coverage, based on information we receilved from your insurance company. Your actua.l
coverage is determined when claims are received & processed by your insurance
company,

for your coverage determination by

due at the
time services are renderedr

Patient's Name Date

hec
iura

cne
rsur

tice

S€t
:in

ofltti

Plear
your

Our

:k y<

lnce

isa:

ou
-' cl

its)

;ibl

Pla
he:

cti

ref
it.

ucl

nof
feCl

All

lion
our

oA

,lanati
ren yo

office

(P

rh

e1

B (Ex
rny w

rlance

EOI
npa

rba

f,ur t
I COm

zeto esf eop ay sf co-insurances are

& Procedures

Signatu of Patient/Guardian



Dr, Gilbert Youdeem. D.C
Certifi ed Chiropractic Sports Physician

DrYoudeem@aol,com

9922Walker St, #G Cypress, CA 90630

Phoner (7I4) 527-1463 E-Mail

HIPAA PRIVACY REGTILATIONS

the Healt bilitv and Accountabilitv Act of authorizecl the
of Health and l{uman Services to adopt new rules to protect patient privacy,

.Federal law,
Department

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

It is, however, understood that within the realm of doing business and for general patient care
pulposes, your personal information will bf necessary and used in the following context:

o Patient registration
o Procure medical records from former pfrysicians

d wire), include fax transimissions, insurance
ling servioes relating to patient care

records d,rpartment
onnel, emergency loom physicians, nurses or

o Pharmacists, drug program personnel/workers
. Completions of disability forms
. Co,pputer and electronically stored infgrmation (i.e, related business vendor and service

persons)

My signature below authorizes the release $f any necessary information listed above,

Patient's Name re of Patir;nVGuardian Date


