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

9922 Walker St. Suite G
Cypress, CA 90630

(7L4) s27-7463

Pl""se tell ,, o bort

oday'sDate: / /. Driver'sLicense Male E Fenrale E
Name: What do you prefer to be r:alled?

Bi rthdate:

Home Address:

Home phone:

Emall address:
Cell phone:l

hom can we thank for referring you?

Em ployer:

Employer Address: State: Zip:
Occupation:

Marital Status: SingleE

Children? No tr Yes

SDouse's name:

! t-tow many?

ln event ol an emergenc

Who should we contact? Relationshio:

Homephone: ( ) Workphonq:

Who is your Medical Doctor?

May we contact him/her regarding your condition? Yes! NoEI

A..o, nt

Person ultimately responsible for

What form of payment would you

Name

account: E Self

prefer? cash !
tr Other ( If other, Please compelete below)

cfleck EI credit card !
Relationshio:

Driver's License''#:

Workphone: ( )

Billing Address:

Have you been

Reason for last

n a-lr"evtous \_ntropracIrc caTe

treated by a Chiropractor before?

treatment:
NoE Date of last visit:

Type of treatment given:How long were you treated?



lQ"oron for" gorr visit?

floru obout qour visit? ( lf f".iJ"nt [?"lot"J Skip T" $"crion)

'The reason for this vislt
Explain what happened:

is the result of (please circle): Work, sports, auto(describe accident below), trauma or chronic,

se describe your pain and its location:

when did the condition begin? / / Is this condition getting worse? yesf no ! consfanf ! comes and goes I
Is this condition interferring with your (please circle): work, sleep, or daily routine?
Lf so, please explain:

Have you had thls or similiar condition in the past? yesEl NoE Explain:

llave you been treated by a Medical physician for this condltion? yesE ttoE
If yes, where and by whom?

l-ype of treatment given:

uto r"ela L") o..ident ( lf N"t dc.iJ"nt R"lot"J Slrip 1" $u"tion)

Date and time of Accident; a.m, p,m. (please clrr:le)
were you the: Driver fl Front passenger tr Rear passenger fl Number of people in accident vehicle;
If a traffic violation was issued, to whom was it lssued?
Did the police come to the accident site? yes I Ns !
Was a police report filed? Ves p tto !

Was this vehicle equipped with airbags? yesfl ttofl
Yesfl NsI

Were there any witnesses?

Were you wearing your seat belt?

YesE nofl
VesE trtoE

lf yes, did iVthey inflate?

ln relation to the base of your skull, where was the headrest?
Above E aetow E At base of skutt tr

What did your vehicle impact? Another vehicleE Other E lf other, explain:

Did any part of your body strike anything in the vehicle? Ybs E ruo A lf yes, please describe:

Make and model of the vehicle you were occupying?

Name of the location/street on which you were traveling?

In which direction were you headed? uorthE sourh ft Easr E wesf El
What was the approx, speed of your vehicle?- 

- 

| was stopped:!
llid the impact to your vehicle come from the: Front] Rear I Right side E Left side

During the impact, were you facing: Right E teft E Forward E Were you: AwareE
lf accident vehicle made impact with another vehicle, make & model of that other

A omer tr
or Suprised by the impact? fl

Direction other vehicle was headed? uorthFJ sourh ! Easr E LVesr fl Speed of other vehicle?



AFu""
Did the accident render you unconscious? YesE NoEl If Yes, how long?

Please describe how you felt immediately after the accident:

ave you gone to a hospital or seen another doctor? Yes E No E
'hen did you go? Just after the accident ! The next day! 2days plus !

did you go? Ambulance E or Private transportation E
of hospital and/or attending doctor:

Was heishe a: D.C.E M.D.El D,O,E D.D.S,E
Describe any treatment you received:

ere X-rays taken? [ v n ] on what body part was X-ray taken?

By whom?

Was medication orescribed? [ V f.f ] Have you been able to work since this injury? [ V ru ]

re your work activities restrlcted as a result of this injury? [ V ru ]

ndicate the symptoms that are a result of this accident:

Is your condition getting worse? [ V N ] Constan! fl Comes and goes !
Have you retained an attorney? Yes ! pe I
lf yes, please give name & phone #:

l"oltl', Listorq

Are vou takinq anv medications?
Medication Name:

Have you ever had any of the following

[vru
[vru
[vru
[vru
[vw
[vru
[vru

Please

Dose; Reason; Prescdbed By:

conditions? Please circle Y for yes or N for no

N/A tr
N/A tr
N/A tr
N/A E
N/A tr
N/A tr
N/A tr
N/A tr

Heart attack/stroke

Congenilat Heart Defect

Hepititis

I Cancer / tumor

] Frequent Neck Pain

] Severe Frequent Headaches

] High Blood Pressure

disease/medical

N ] Fainting

N ] Asthma

trt ] Lower Back Pain

N ] Heart Surg/Pacemaker

N ] Alcohol/Diug Abuse

N]HlViAids
N ] Difficulty Preathing

condition(s) you have

[v tl ] Emphysema

Iv ru ] Psychiatric Problems

Iv t't ] Kidney Problems

Iv ru ] Seizures/Epilipsy

[v ru ] Diabetes

Iv ru ] Artiflcial Bones/Joints

Iv ru]SpinalSurgery

Iv ru]HeadMurmur

Iv ru]VenerealDisease

Iv ru ] Shingles

Iv ru ]Anemia

Iv ru]RheumaticFever

[v n ] utcers

lv tt] Corticosteroid Use

Treated By:

Iv
Iv
Iv
Iv
Iv
Iv
Iv

any other serlous medlcal
Condition:

ever had (including surgeries):
Treatment Received:

N/AD
N/Atr
N/Atr
N/AD

N/AT]



Please list any previous accidents, falls or sports injurles you have ever had:
Date: Treatment Received: Treated By:

Please list family health history such as Cancer/Diabetes/High blood pressure/Heart disease/Rheumatoid Arthritis:

Do you smoke? YesE t'toE If yes, how much? How long?
Do you drink alcohol? Yes! No! If yes, how often?

For women: Are you taking Birth Control pills? yesE NoE
Are you, or is there a chance you are pregnant? YesI NoEl How long?

I here by authorize assignment of my insurance right and benefits directly to Dr. Gilbert Youdeem, D,C. for
services rendered.

,q PHOTOCOPY OF THIS ASSIGNMENT SHALL BE CONSIDERED EFFECTIVE AND VALID AS THE ORIGINAL.

'[ authorize Dr. Gilbert Youdeem, D,C.'and his staff to perform any necessary servlces needed during diagnosis
iand treatment,

i authorize the release of any information pertinent to my case to any insurance company, adjuster, attorney
or other health care professional involved in the case,

trn the event other responsible parties fail to pay in full for services rendered, I r.rnderstand I y anq
l'ully responsible for my account. I also understanb that I am responsible for my deductible ents
at each office visit, 

init

I' understand and agree that health and accident policies are an arrangement between an insurance carrier anc
myself' Furthermore, I understand that this office ryill prepare any necessary reports and forms to assist me in

t any amount authorized to be paid directly to this
ever, I clearly understanrl and agree that all services
personally responsible for payment. I also understand
reatment, any fees for professional services rendered

initial:

Our policy requires payment in full for all services rendered at the time of visit, unless other arrangemenrs
have been made with the business manager. If aqcount is not paid within 90 days of the date of
no financial arrangements have been made, you will be responsible for legal fees, collection agen
any other expenses incurred in collecting your bccount, 

initiat
I agree to the above information and guarantee this form was completed correctly to the best of my knowledg
and understand it is my responsibllity to inform this office of any changes in my health or insurance status.

Signature: Please print your name:



Symptoms

Date Date of Injury

Please fill in all symptoms you carrently have that yo.u did not.haye before the accident.

Patient

Orthopedic & Muscnfoskeletal $ymptoms
i*ll "Clunk" Sound wiih Neck Movements
ll Neck Pain
l*,1 Upper Back Pain
l-"1 Low Back Pain
l.-l Shoulder Pain J Left i---lRight
l--l UpperArm Pain , tLeft -]Right[l Hlbow Pain n Left rt Right
[-l Forearm Pain tlLeft L]Right
I Wrist Pain i-lleft il Right
lJ Hand Pain l--"lLeft llRight
l-r Hip Pain l"-lLeft i".)Right
l-"i Upper Leg Pain t-lLeft lRight
l-"1 Knee Pain l---ileft i"-lRight
l--J Lower Leg Pain l--lLeft t-jRight
JAnkle Pain NLeft |"-lRight
[.: Foot Pain l.lleft I iRight
i-i Jaw Pain
lL Clicking in Jaw
Ll Pain when Chewinq
[J Face Pain
[J Chest Pain
flStomach Pain
lll B ru ise/Contusion to
[i Abrasion/Scraoe to
[- ]Other Symptom
t-.lOther Synrptom

N_euro_ | o gi.saLSynqp t o.mq

Numb/Tingling Arm / Hand L
Numb/Tingling Leg / Foot L
Weakness Arm / Hand L
Weakness Leg / Foot L

Svmptoms Associated with Injuries

i.i Range of Motion Problems
l.,l Headaches
i,.l Muscle Spasms
l--l Dizziness
il Visual Disturbances
r""l 

^'I i Uleep UlSrUptlon
i-.i Radiating Pain
l-,1 Anxiety
I"J Depression
i-j I am taking over-the-counter pain meds

B rain/N eu rops!1ch/MTBI Sym ptoms
[-J Wanting to be Alone
fl Sleepiness
I-l Nausea/vomiting
i.l Difficu lty Concentrati n g

iJ Day Dreaming/Staring Mindless Staring
ll"l Mood Swings
i*l Agitation
il Sadness or tearful
Ll Blurry Vision
I*l Doubte Vision
[J Disoriented
[''] Confused
f-l Difficulty Speaking
il Feelings of lsolation from Others
i-,1 Attention Problems
I Appetite Change
i"-l Puoils Different Sizes
il Room Spins/ Woozy Feeting
if Balance Problerns
ll Difficulty Walking
l-l Difficulty Focusing/Easily Distracted
iJ Very Tired
ll Dozing During The Day
i-l Fersonality Change
[-l Can't Remember Nurnbers
i.-: Reading Problems
i--JWriting Problems
Ii Difficu lty with Addi ng/Subtracting
r.-l Poor Attention
il Difficulty Learning New Things
Jj Difficulty Understa nding
r"a a !...i-j Difficulty Remembering Things
i.-l Re-reading Things to LJnderstand lt
i*i Anger
)j Difficulty Making Decisions
li Change in Sexual Functioning
l" l Reduced Confidence
[--j Helplessness
i-"1 Apathy (Don't Care)
IJ lrritable
il Change in Sense of Taste or Smell
i-J Flashbacks to Accident
i,-i lmpatience
[-i Frustration
lJ Hearing Problems
i"-'1 Difficulty Planning or Organizing

R
R
R
11

r":i

iJ
tl
L" I

(C) HBrtnstitute.com



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

DrYoudeern@aol.com

9922 Walker St, #G tCypress, CA 90630

Phone; (714) 527-7463 E-Mail

HIPAA PRIVACY REGULATIONS

Federal law, , authorizecl the
Department of Health and Human Services to adopt new rules to protect patient privacy.

Notification is therefore given that Youdeem Chiropractic, Inc, (Dr. Gilbert Youdeem, D.C,,
CCSP) will not reveal to anybody personal information about you or your family member
(i.e. name, addless, social security number as well as other health information) without your
permission. Your information will never be sold, or listed for the purposie of advertisement,
solicitation, or fund raising.

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

o Patient registlation
Procure medical lecords from former physicians
Converse with colleagues for opinions/care
Insurance: verifications, billing (paper and wire), include fax transmissions, insurance
company follow-up and interaction with billing services relating to patient care

Hospital workeLs, nurses, aids, and medical records department
Emergency offrcials, Paramedics, fire personnel, emergency room physicians, nurses or
technicians, Personal religious designate.
Our office staff
Pharmacists, drug program personnel/workers
Completions of disabilitv forms
Cornputer and electronically stored
persons)

ion (i.e. related business vendor and service

My signature below authorizes the release of any necesszrry information listed above.

a

o

o

a

a

a

a

a

a rnformat

S ignature of Patient/GuardianPatient's Name Date


