
Monica Kieffer, D.O. 
345 Saxony Rd. Suite 102 

Encinitas, CA 92024 

 
 
PATIENT INFORMATION:  
 
Name_____________________________________________ Date of birth__________ Age____ M___ F___  
 
Home Address_____________________________________________________________________________ 
 
Mailing address_____________________________________________________________________________ 
 
Cell Phone _____________________Work phone___________________ Home phone____________________ 
 
Employer___________________________________________Occupation______________________________ 
 
Business Address__________________________________________ Business Phone_____________________ 
 
Single___ Married___ Widowed___ Separated___ Divorced___  
 
Email Address ______________________________________________________ 
 
Emergency contact______________________ Relationship to you __________Phone #____________________ 
 
INSURANCE INFORMATION:  
Primary Insurance________________________ Name of Insured ___________________ Effective Date ____ 
Insured’s Birth Date __________________ ID/Policy # ____________________________ Group # __________ 
Employer’s Name ______________________________________________ Employer’s Phone # ___________ 
Claims Mailing Address_________________________________________ Provider Phone # _______________ 
Patient’s Relationship to Insured: Self _____ Spouse _____ Child _____Other ___________________________ 
 
 HEALTH HISTORY:  
Allergies____________________________________________________________________________________  
 
Serious health problems: Heart disease___ Cancer___ Diabetes___ High blood pressure___ Stroke___ Other__________  
 
Surgeries (list approximate age)___________________________________________________________________________ 
 
____________________________________________________________________________________________________ 
 
Serious injuries (fractures, accidents, blackouts), list approximate age: _____________________________________________ 
 
__________________________________________________________________________________________  
 
Serious health problems in family ________________________________________________________________________  
 
Please list the main health complaints you have in order of their importance: 
1)_______________________________________________4)____________________________________________ 
 
2)_______________________________________________ 5)___________________________________________ 
 
3)_______________________________________________ 6)___________________________________________ 
 
 
Who may we thank for referring you? ________________________________________________________________ 
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