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HEALTH ATLAST LONG BEACH 
2221 Palo Verde Ave #1J  
Long Beach, California  90815       Patient#/Code             X-ray#               
 

Last Name: ________________________________MI:   First Name:        
 
Home Address:        Apt  City:        
 
State: ______ Zip:   Emergency Contact:     Tel:      
      
Home Telephone: _____________________Cell Phone:     Cell Phone Carrier:  
      
Date of Birth:   /       /  Sex: ____F  ____M      Soc. Sec. #:   /      /   
 
Marital Status:  S   M   W    D    Age: _______   E-mail:          
 
Height:  Wt:   Preferred Language:   Ethnicity: Hispanic or Latino / Not Hispanic or Latino  
Race:         (Circle one choice) 
American Indian or Alaska Native / Asian / Black or African American / Hispanic or Latino / Native Hawaiian or Pacific Islander / White   

Employer: ______________________ Occupation:   Work Phone:       
 
Number of Hours worked:    Whom may we thank for referring you?       

 

METHOD OF PAYMENT (Circle Choice) 
Self-Pay: Cash   /   Check   /   Credit Card   /   Private Insurance   /   Medicare 

Date of Injury:        /           /   Work Comp  /  Accident        Attorney  /  Other:       
 

INSURANCE INFORMATION 
Insured Name(if other than patient)____________________ Insured Subscriber #:     

Insured Date of Birth:     Soc. Sec # of insured:        

Medical Insurance ________________________________ Subscriber Number:      

Policy:      Group: _____________ Tel of Insurance:__________________________  

Address:                

********************************************************************************************* 
Worker’s Comp/ Auto accident / Attorney:            
Claim #:_________________________    Adjuster:           
Address:       City: ___________________ State:    Zip:   
Tel:              Fax:         

ASSIGNMENT OF INSURANCE BENEFITS / PATIENT INFORMATION 
Patient hereby assigns to HEALTH ATLAST Long Beach (“Provider”) all rights to payment and benefits and all legal and other health plan, ERISA plan, 
or insurance contract rights that I (or my child, spouse or dependent) may have under my/our health plan(s) or health insurance policy(ies), and I hereby 
instruct and direct my health insurer or plan to pay by check made out and mailed to HEALTH ATLAST Long Beach, the medical expense or other 
professional healthcare provider benefits allowable under my current insurance policy for services rendered to me or my dependent(s).  This assignment 
includes, but is not limited to, a designation that Provider can act on my/our behalf, as my/our representative or ERISA representative, as to any initial or 
subsequent claim determination or adverse notification/denial, to request any relevant claim or plan information from the applicable health plan or insurer, to 
file and pursue appeals to obtain benefits and/or payments that are due to Provider as a result of services rendered by Provider, and to pursue any and all 
remedies to which I/we may be entitled, including the use of legal action against the health plan or insurer to accomplish, inter alia, payment of Provider.  
This assignment and designation remains in effect unless revoked in writing, and is a direct assignment of my rights and benefits under this policy.  A 
photocopy of this Agreement shall be considered as effective and valid as the original.  I understand and agree that (regardless of my insurance status), I am 
ultimately responsible for the balance on my account for any professional services rendered.  I have read all information of this sheet and have completed the 
above answers I certify this information is true and correct to the best of my knowledge.  I will notify you of any changes in the above information. 
 

 
Signature of Patient or Beneficiary       Date:     
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HEALTH ATLAST LONG BEACH  
 INFORMED CONSENT 

 
PERSONAL 
 
Patient’s Name            

INFORMED CONSENT 
 
The determination of an appropriate plan of medical and/or chiropractic management for medical, orthopedic or chiropractic conditions may 
involve or include the utilization of physical examinations, muscle testing, physiotherapeutic exercise or rehabilitation procedures done in 
office or at home utilizing devices appropriate for same, spinal adjustments, diagnostic imaging including but not limited to x-rays, 
ultrasound or MRI, electrical stimulation or TENS unit application or ultrasound applied to muscles, nerve conductive velocity testing, 
acupuncture, venipuncture, injections into large or small joints or muscles, or prescriptions.  Should these procedures be deemed appropriate 
in your case, you will be examined by a doctor or his or her mid-level provider (“Provider”) to determine if you have any conditions that 
indicate you should not engage in any of the foregoing. I am granting permission to review my medication history online.  
 
I the Patient (“Patient”) acknowledge and understand that the above procedures carry with them a small inherent risk of injury, which include 
but are not limited to: minor strains of the specific muscles being used during testing or rehabilitation, muscle strains, dislocations, skin 
irritation, costovertebral sprains, fractures, disc trauma, minor burns, dizziness, bruising, local swelling, stroke or fatality, stomach upset, 
allergic reactions, electrical shock, injection site pain irritation or infection, bleeding or erythema, high levels of anesthetic in central nervous 
system in the event of inadvertent injections into blood vessels, temporary anesthesia or numbness or weakness in area injected, vasovagal 
reaction (fainting), soft tissue swelling, hematoma formation, nerve trauma or compartment syndrome requiring possible surgical 
decompression, joint stiffness, vessel nerve or joint injury, pneumothorax requiring possible intubation, gastrointestinal upset, nausea, 
headaches, hoarseness, difficulty swallowing or strange tastes, dimpling of skin, and rare side effects of medications utilized may include 
retention of salt and water, transient disturbances of blood sugar, blood, hemorrhage or pus in affected area, and allergic reactions which in 
rare cases can be severe, disability or fatality, seizure, arrhythmia, anaphylaxis, paralysis, or cardiac arrest.  If you are receiving an injection 
involving Hyaluronate, you need to inform your provider if you have an allergy to chicken, eggs, feathers, or vaccine products derived 
therefrom.  The Patient is at all times free to engage in alternatives to procedures which include not receiving or refusing the procedure, or 
other appropriate medical or surgical management.  Patient always has the right to refuse any procedure at any time.  It is Patient’s 
responsibility to inform Provider if Patient does not want the procedure or wishes to stop the procedure after it has started.  It is Patient’s 
responsibility to inform Provider of any prior adverse outcome or reaction to a similar treatment previously, or if such a reaction occurs 
during or after a procedure in this office.  Patient understands that the doctor may not be able to anticipate and explain all potential risks and 
complications, and wishes to rely on the doctor to exercise his or her clinical expertise and best judgment based on the facts then known to 
him or her to determine a reasonable course of action which the doctor feels at the time – based upon the facts then known to him or her – is 
in Patient’s best interests.  Patient has read, or has had read to him or her, this entire informed consent form, in a language that Patient 
understands.  Patient has had an opportunity to ask questions about its content, and by signing below, the Patient indicates, their 
understanding that results are not guaranteed and that Patient has had the opportunity to discuss the purposes, procedures, risks and other 
factors and ask all questions Patient has about his treatment in the office.  Patient also agrees to hold this office and its staff harmless for 
injuries caused by the use of durable medical equipment due to improper use or manufacture defects.  Patient intends this consent form to 
cover the entire course of treatment for Patient’s present condition and for any future condition(s) for which Patient seeks treatment at this 
office.  Patient has read and understands the preceding statements and hereby consents to voluntarily participate in one or more of the above-
described treatments, and/or other medical management procedures as deemed appropriate by Provider. If at any time I decide that I am 
unwilling to engage in these procedures, I reserve the right to inform my doctor of such and not participate in these forms of evaluation or 
treatment. 
 
Should I decide to receive treatment, I understand that I will be ultimately responsible for any and all charges incurred at this office.  After a 
charge is 30 days past due a finance charge of 1.5% per month and penalty fee may be added. If any of my checks bounce, I will be billed a 
service fee. I hereby authorize this office to disclose medical information pertaining to my case to medical/technical consultants deemed 
appropriate by my doctor and submit claims to my insurance carrier on my behalf. However, I understand that verification of my eligibility 
and benefits is not a guarantee of payment. 
 
The clinic is not liable for any lost or stolen property, or property damaged on the premise or in the parking lot. All supplements, supplies and 
durable medical equipment purchases are final. There are no exchanges or returns. 
 
I HAVE READ AND UNDERSTAND THE ABOVE STATEMENTS. 
 
 
Patient Signature:          Date    
 
 
Guarantor Signature:  ______________________________________________________Date__________________ 
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Medical History Intake Form          Today’s Date____/____/____  

Name: _________________ Age: ____ Weight: ______    Height:_______    Referral Source ______________  
 
Date of Birth: __________________ Phone # _______________ Email Address: _________________________ 
What problem/issue brings you here today (worst problem 1st)? 
1 __________________Severity (1-10)____ Date of Onset: ________ 

2 __________________Severity (1-10)____ Date of Onset: ________ 
3 __________________Severity (1-10)____ Date of Onset: ________ 

4 __________________Severity (1-10)____ Date of Onset: ________ 
5 __________________Severity (1-10)____ Date of Onset: ________ 

6 __________________Severity (1-10)____ Date of Onset: ________ 
 
Is there a history of trauma to this area?   Yes   No 
 
HPI: How did the it start?     
     
Prior Workup/Tests/Imaging: 
 
The level of discomfort you have today. 
 
No Pain          Worst Pain Ever 
                  0         1         2         3          4           5           6           7          8          9          10 
 
Please describe what the pain feels like: Dull | Achy | Burning |  
Stabbing | Numb | Tingling |Pulling |Cramping |Stiff | Tight | Throbbing | Itching 
 
Time of Day: Morning | Afternoon | Evening | Bedtime | All the time | Varies 
 
What makes it worse?     Standing | Sitting | Walking | Laying Down  |  Bending Back | Bending Forward | Twisting | 
Going Upstairs | Going Downstairs | Driving | Coughing | Sneezing    Other       
 
What makes it better?    Standing | Sitting | Walking | Laying Down  |  Bending Back | Bending Forward | Twisting | 
Going Upstairs | Going Downstairs | Driving | Coughing | Sneezing    Other       
 
Please describe the time course of your pain:                        Is it improving or worsening or staying the same? 
       Constant |     Comes and goes (fluctuating)                  Worsening    |    Improving |     Staying the same 
 
Medical History: Diabetes | Thyroid | Cancer | Seizure | Heart Disease | Hypertension | Stroke | Back Surgery | Knee Surgery 
Varicose Veins | Cholesterol | Depression | Sleep Disorder | Blood Clots | Bleeding Problems | Seizures | Nutritional Deficiency 
Other: ____________________________________              Do you have a history of cancer? __Y __ N  

 Have you ever had chemotherapy or radiation? __Y __ N  
Surgical History: What surgeries have you had?  
1 _______________________________ Date of Surgery: ___________  O Shoulder Surgery  Date: __________  
2 _______________________________ Date of Surgery: ___________  O Back Surgery  Date: __________  
3 _______________________________ Date of Surgery: ___________  O Hip/Knee Surgery  Date: __________  
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Current Medications:  
Drug Name     Dosage   Purpose   Prescribing Dr and Phone #  

Medication ________________   _____________  _____________            _______________________       
___________________              _____________  _____________            _______________________ 
___________________   _____________  _____________            _______________________ 
___________________   _____________  _____________            _______________________ 
___________________  _____________  _____________            _______________________ 
___________________   _____________ _ ____________             _______________________ 
___________________   _____________  _____________   _______________________ 
___________________  _____________ _ ____________              _______________________ 
___________________   _____________  _____________    _______________________  

 
Allergies to Medications:    Are you hypersensitive or allergic to foods, drugs, or environmental substances? 
________________________________   O No known drug allergies  
 
Occupation: ______________________________  O unemployed   O retired from ____________________  
 
Family History (write father, mother, siblings) :  
Cancer _______________________   Diabetes _______________________  Epilepsy ______________________ 
Heart Disease __________________   High Blood Pressure _____________  Stroke ________________________ 
Anemia _______________________   Neurologic Disease_______________  Glaucoma ___________________ 
Bleeding Disorder _______________   Asthma ________________________  Mental Illness _________________ 
Arthritis _______________________   Nutritional Deficiency _____________ Alzheimers ________________  
 
LIFESTYLE HABITS  
Main interests and hobbies? ______________     __Y __ N Enjoy your work 
__Y __ N Exercise, what kind?       __Y __ N Watch TV? How much? ______ 
 ______________________________________     __Y __ N Use alcoholic beverages 
How often do you exercise? ______________     # per week _____ 
__Y __ N Average 6-8 hrs. of sleep      __Y __ N Treated for alcoholism 
__Y __ N Are you married? Have supportive relationship?   __Y __ N Use tobacco currently 
__Y __ N History of abuse __Y __ N Use recreational drugs   __Y __ N Used tobacco in the past 
__Y __ N Treated for drug dependence       How many years? _____    
         How many packs per day?____  
REVIEW OF SYSTEMS (circle which ones you have at this time or in the last few days)  
Fevers, Chills, Night Sweats, Unintentional Weight loss?                Poor endurance, wheezing, cough after exercise? 

 New rashes or psoriasis or skin lesions? Bruise easily?           Nausea, vomiting, black stools, loss of control of stools? 

Loss of control of urine, urinary urgency?           Recent Kidney stones, Urine infection?  

Vision change, double vision, change in taste?          Numbness, tingling, Intolerant to heat/cold? 

Headaches, Ringing in ears, hearing loss, vertigo?          Depressed mood, sleep problems, anxiety?  

Chest pain, shortness of breath?            Weakness, Loss of a joint’s range of motion  

MASSAGE, TRIGGER POINT THERAPY, EXERCISES, STRETCHING Trigger Point Injections (TPI) are used to 
treat extremely painful and tender areas of muscle. I understand and accept the most common risks and complications of trigger point 
injections, which include but are not limited to: infection, numbness, trauma to nerves, pneumothorax with chest wall injections, vasovagal 
reaction (fainting), soft tissue swelling, bruising or hematoma.  

Initials:______  
Patient Name (Please Print) ____________________________________________________________  
 
 
_____________________________________________            _________________________ 
Signature (Patient or Guardian if a minor)             Date
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HEALTH ATLAST Long Beach 

Acknowledgement 
Receipt of Notice of Privacy Practices 

 
We are required to provide you with a copy of our Notice of Privacy Practices, which states how  
we may use and disclose your health information and your rights and our legal obligations with respect to your 
health information.  
 By signing this form you acknowledge you have received the Notice of Privacy Practices. 

You may refuse to sign this acknowledgement, if you wish. 

Name:  Today's Date: 

Date of Birth   Last 4 digits Social Security # xxx-xx- ___ ___ ___ ___ 
 
Acknowledgement by Individual: 
Please sign your name to acknowledge receipt of the Notice of Privacy Practices of 
HEALTH ATLAST Long Beach on this line: 
 

_________________________________________ 
 
 

Acknowledgement by Personal Representative acting for an Individual: 
If you are signing this acknowledgement on behalf of the Individual named above, please print your name on 
this line: 
 

__________________________________________ 
Please write your relationship and authority to act for the Individual on this line:  
(documentation may be requested) 
 

__________________________________________ 
If you are signing this acknowledgement on behalf of the Individual named above, please sign your name on 
this line: 

__________________________________________ 
 

Important Security Warning - Email  
Email that is not sent by a secure, encrypted method is not a secure method of communication. It may be 
intercepted and read by unauthorized persons. An email communication from us to you identifies you as a 
patient of HEALTH ATLAST Long Beach and may put your personal, protected health information at risk of 
being compromised, misused or stolen. Personal identity theft including medical identity theft is a serious and 
growing problem. If you request our Notice of Privacy Practices or any other communication from us by email 
please understand that by this Warning, HEALTH ATLAST Long Beach has informed you of the risks of using 
email and text messaging for confidential communications.  

_____ By checking here I agree that HEALTH ATLAST Long Beach may send me a copy of its current 
Notice of Privacy Practices by email if I request that it be sent to me by email although l understand that email 
is not a secure form of communication. I accept full responsibility for any adverse consequences to me resulting 
from the use of email to send me a current Notice of Privacy Practices at my request. 
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For Office Use Only 

Name of Individual:  

___________________________________________   

  

___ Identity of the Individual verified, documentation on file 

Name of Personal Representative (if applicable): 

___________________________________________ 
 
___ Identity and Authority to Act of Personal Representative verified, documentation on file 

 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices  from the 
Individual, but it could not be obtained because: 

___ The Individual or Personal Representative refused to sign the acknowledgement 
 
___ Due to an emergency situation it was not possible to obtain acknowledgement  

     (Please provide specific details) 
 
 
___ Other (Please provide specific details) 
 
 
 

Confirmed by  HEALTH ATLAST Long Beach 
  
 
 
Signature                    
 
                                       

Printed Name and Title 
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The following is a requirement of California Law. 
 

You may be referred to one or more of the doctors or facilities listed below for services. Each of the doctors 
listed below has a financial interest with or provides services to one or more of the other doctors and/or 
facilities listed. 
You are free to choose any organization you wish for obtaining services that may be ordered or requested for 
you by any of the doctors listed below. Your doctor would be happy to discuss alternatives with you.  
Potential sources of information concerning alternatives can be obtained from the Yellow Pages, the internet, or 
the county medical association. 
 

HEALTH ATLAST Long Beach 
 

Kamau Kokayi, M.D. 
Paul Newton, D.C. 

 
 
 

The following addresses are provided for the filing of any complaints relevant to this notice or the services 
provided: Medical Board of California, 2005 Evergreen Street, Suite 1200, Sacramento, CA 95815; Osteopathic 
Medical Board of California, 2720 Gateway Oaks Drive, Suite 350, Sacramento, CA 95833; Board of 
Chiropractic Examiners, 2525 Natomas Park Drive, Suite 260, Sacramento, CA 95833-2931; California 
Acupuncture Board, 1747 N. Market Blvd, Suite 180 Sacramento, CA 95834	
 
I hereby acknowledge receipt of this notice. 
 
 
 
Signed:       Date:    
 
 
 
Name:        
 
 
 
 
 
 


