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Pacific Chiropractic & Wellness Center
Dr.Fereshteh Saeeda, DC
180 E. Main St,, Suite 106

Tustin, CA 82780 Date:

Confidential Patient Information

[ ———————————————————————————————————————————————
- Patients Name: Chief Complaint:
Address: ' Home Phone:
| ‘ Cell Phone:
Last Four .SSN : Email:
Date of Birth: Age: Marital Status: M S W D
Occupation: 2‘\ Employer:
Referred By (Dr.?): Ins. Company:
ID#: Group#: Ins. Phone:
Name of Insured: Date of Birth:
Are your present symptoms or condition related to, or the result of an auto collision, work-related injury or other

personal injury? (Someone else might be responsible for payment?) _Yes _ No . ‘

\» e

‘amily Physician: Phone Number:

‘erson to contact in case of emergency (Name and Phone): .

Vhat operations have you had? When?
When?

ierious Iiness: When?
When?

Vhat medications or drugs are you taking? (check those that apply): Pain Killers Insulin Cholesterol Meds
Blood Pressure Meds ___ Muscle Relaxers _ BirthControl ___ Other:

Vhat is your goal in our office?
EGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS

1 considering the amount of medical wmhMLhm&ﬁmmmwwWhﬂnmm coverage wit]
ncabuvcapﬁoned,mdbeebylaﬁgnmdconveydirecﬂymDr.F all medical benefits and/or insurance reim

surance reimbursement and any applicable remedies. Fmﬂu,inrapmsemmymbhmﬁaboopaﬁmlwwmwiﬁ
x:hdoctorandclinichanymmpbhysuddodamdcﬁnicbmawhdaﬁn,dnaehndmuﬁgbtmiﬂmyhanmnﬂl«mﬂoy&
:alﬁwephn,inclnding,Enmy,ﬁngmhwi&mdxdommdclhkagxhasﬂhanusmd«nﬂwehd&mplmhmyme
1t at such doctor and clinic's expenses. _

ThisassignmcnwillruminiHCﬂ'edlmﬁlmokedbymeinwriﬁng.AﬂIowcopyofthisasimmistobecmﬁdeedswﬁdnthc
iginal. | have read and fully understand this agreement. .

Signature of Insured / Guardian : Date




