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GORDON D. ELDER, DC

PATIENT INFORMATION

Basic Information
Date: _______________

Full Name: _______________________________________________________________
First Middle Last

What do you prefer to be called?______________________________________________

Street Address: ___________________________________________________________

City/State/Zip: ___________________________________________________________

Gender:   □Male  □Female           Age: _____            Birth Date: ____________________

Marital Status: ______________       Racial Heritage: _____________________________

Social Security Number: ________________ Driver's Lic. State & #: ________________

Occupation: ___________________________

Employer: _______________________________________________________________

Name of Spouse or Parent/Legal Guardian: _____________________________________

Insurance: □Medicare  □MediCal  □Other: ______________________________________
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Contact Information

Home: (____)_____-_______  Work: (____)_____-_______  Cell: (____)_____-_______Home: (____)_____-_______  Work: (____)_____-_______  Cell: (____)_____-_______Home: (____)_____-_______  Work: (____)_____-_______  Cell: (____)_____-_______

email: ______________________________

Best time and place to contact you: ____________________________________________
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Signature
The above information is correct to the best of my knowledge.
Signature: _____________________________________________  Date: _____________
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Emergency Contact

Name:___________________________________________________________________

Relationship to you:________________________________________________________

Home: (____)_____-_______  Work: (____)_____-_______  Cell: (____)_____-_______

Best time and place to contact: _______________________________________________

Referred by: _____________________
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