
Welcome to 

Geiger Chiropractic Center 

4067 Cavitt Stallman Rd. Ste. 250, Granite Bay, CA 95746 
 

 

Name: _____________________________________________________   Date :_________________ 
         (First)            (MI)             (Last) 

 

Address: _______________________________________________________________________________ 
      Street Address                 City                             State                     Zip Code 

 

Home Phone # : ______________________________    Cell Phone #:  _____________________________ 

 

Email Address:  _________________________________________________________________________  
*Your email will NOT be shared with any 3rd parties and is used for occasional office announcements & promotions* 

 

Date of Birth: __________________________     Age:  _________     SSN: _________________________ 

 

Marital Status:    M     S     D     W        Spouse or Guardian (if minor): ______________________________ 
 

Who may we thank for referring you to our office?__________________________________________________ 

 
Healthcare Providers 

 

Have you seen a chiropractor before?        Yes           No        Last visit date: _________________________ 

      

Name of your Primary Medical Doctor and Clinic: ______________________________________________ 

 

Emergency Contact & Relationship: __________________________________ Phone: ________________  

 

Employment & Insurance Information 

 

Employer:______________________________________________________________________________ 

  (Name/Address/City/State)       (Phone #) 

 

Please mark if your condition is the result of… 

 

 Work Injury: Claim No. & Date of Accident____________________________________________ 

 Auto Accident: Claim No. & Date of Accident __________________________________________ 

 Other Accident: Please describe______________________________________________________ 

 

Any health insurance?    Yes         No        Company:____________________________________________ 
*Please give a copy of your insurance card to the front desk* 

 

I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier and myself. I 

understand and agree that all services rendered to me and charged are my personal responsibility for timely payment. I 

understand that if I suspend or terminate my care/treatment, any fees for professional services rendered to me will be immediately 

due and payable. 
 

Patient Signature _____________________________________________________ Date _____________ 

 

Guardian Signature (if minor) ___________________________________________ Date _____________ 
 

 

Please describe your symptoms for us on the next pages… 
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