Confidential Patient Information 
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 19707 Scriber Lake Rd. Suite 103 
Lynnwood, WA 98036

Phone (425) 672-1822 Fax (425)744-0996

Patient Name:__________________________ MI: _____ Last Name:________________________
Address:__________________________________________________________ Apt.:_________
City:______________________________ State:____________ Zip Code: ___________________

Social Security #:_____________________ Marital Status: S  D  W  M  Partner:_________________
Date of Birth:________________ Email: ______________________________________________

Home #:____________________ Work #:____________________ Cell #:____________________

Contact Preference: _______________________________________________________________

Emergency Contact and relationship: _________________________ Phone #:​__________________

How did you hear about us? _________________________________________________________

Occupation: ________________________________________ Employer: ____________________

Employer Address: _______________________________________________________________

Agreement 

I understand and agree that health and accident insurance policies are an agreement between an insurance carrier and me. Furthermore, I understand that any amount authorized to be paid directly to this doctor’s office will be credited to my account upon receipt. However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees or outstanding balances for services I have received will be immediately due and payable. 
Patient/Guardian Signature:____________________________________ Date:_______________
Consent to Treatment
I herby authorize and release the doctor and whomever he/she may designate as his/her assistant, to administer treatment, physical examination, x-ray studies, chiropractic care or any clinic services that he/she deems necessary in my case and for my treatment of care. 
Patient/Guardian Signature:____________________________________ Date:_______________
