() KARIM ABDULLAH, ND LAc
() DEAN CHIER, MD

() KEVIN CONNOR, ND

() TRINA DOERFLER, ND, DC
() TAKLA GARDEY, MD

() ANGELA HEITHAUS, MD

HOBSON & DODGE, ND ()
MARTINA KOLLER, MD ()
ANNASTASIA KOVSCEK, MD ()
W. BRUCE MILLIMAN, ND ()
EVA MILLER, ND ()
FERNANDO VEGA, MD ()

Seattle 'Healing Arts Center

6300 9TH AVE NE, #200 ~ SEATTLE, WA 98115
(206) 522-5646

PATIENT REGISTRATION

PLEASE FILL OUT COMPLETELY

First Mame: Bl Last:
Strest Address:
City: State: Zip:
Email: Gender: (M (JF Home ph: | i
Employer: Work ph: )
Diate of Birth: - - Age: Al ph: o )
Employment: { }Employed { JFT Student { AT Student { JRetired { JCriiher
Mantal Status: [ }Sngle { Marmed { iDiworced { IWidoweed { iDep=ndant { JParnered { JCrther
Responsible Pariy: Phone: | i
Addrass: City, 5T, ZIP:
In emergency contact Phone: | i
Referred By:
PRIMARY INSURANCE

Insuramce Company Mams: Fhone: | i
Claims Address: City, 5T, ZIP:
Subscriber's Mame: Date of Sirth: - - SEM:
Felationship fo you: { 1=elf | MSpouse { \Degendant { Wther
Subscribers Address: City, 5T, ZIP
I.0. # as shown on card: Group &
Emiployer of insured: Phone: | )

SECONDARY INSURANCE
Insurance Company Mams: Fhone: | i
Claims Address: City, 5T, ZIP:
Subscriber's Mame: Date of Birth: - - SEN:
Relationship fo you: { 1zelf { MEpouse { \Degendant { ¥orther
Subscribers Address: City, 5T, ZIP
I.0. # as shown on card: Group &:
Employer of insured: Fhone: | )

[ understand that | am fnancially responsible for all charges and agree fo pay for services. | undersfand that i | fail fo provide compiste and ascuraie billing
informahon af the fime of senice | may be biled and held responsibie for all charges. | understand that i | fail fo cance! an appoinfment at least 24 business
houwrs in advance, | may be assesed a fee. | suthorize the doctor to release fo my insurance companylies) any and all information necessary fo process my claim.
[ further authorize that paymenis be made direstly fo the physician,

Signature

Date




