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

Encinitas, CA 92024 
 

 
PATIENT INFORMATION: 
Name________________________________ Nick name______________ Date of birth__________ Age____ M___ F___ 

Home Address______________________________________________________________________________________ 

Mailing address (if different)____________________________________________________________________________ 

Home Phone __________________________ Work phone______________________ Cell phone____________________ 

Employer___________________________________________Occupation______________________________________ 

Business Address__________________________________________ Business Phone____________________________ 

Single___ Married___ Widowed___ Separated___ Divorced___ Email Address ___________________________________ 

Please list any members of your immediate family who are patients of our office ___________________________________ 

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 ____________________________________   
 
Secondary 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? _________________________________________________________ 


