Moira Fitzpatrick, PhD, FICPP, ND, ECIM
Whole Life Medicine@Balancing Health

12900 NE 180th St. #100, Bothell, WA 98011

P: 425.398.9355 F: 425.486.5913 E-mail: drfitznd@comcast.net
Client Information

Patient Name: ​​____________________________________________________________       Date: ______________​​​​​​​​________  nature of patient or parent if minorrwise payable to ng and administering claims for insurance benefits.  I 
Address: ____________________________________ City: ______________________  State: _______  Zip: ______________

SSN: _________________________   Gender:    О  Female     O  Male   Date of Birth:  _______________________ Age:_____

Check appropriate box:       O Partner       O Single        O Married        O Divorced        O Widowed        O Separated


Phone:       Home:  _______________ _________       Work: ______________________        Cell: ______________________ Number easiest to contact you to leave messages:  ___________________      Email address: _________________________  

HIPAA regulations require permission to leave detailed messages.    Which number is best for this? _____________________

Spouse/Partner or parent’s name: __________________ ________________________  Phone: _________________________  
Patient’s or parent’s employer:  ____________________ ________________________  Occupation:  _____________________

Business Address:  ____________________ _________________ City: ________________  State: _____    Zip: ___________

If patient is a student, name of school/college:  _____________________________  City: ___________________  State: _____
Whom may we thank for referring you?  ______________________________________________________________________

Person to contact in case of an emergency:  _____________________________________________  Phone: ______________

Responsible Party  

Name of person responsible for this account:  ____________________________________  Relationship: __________________

Address: _________________________________________________________________Home Phone:  __________________

Driver’s license #: ______________________  Birthdate: _______________ Business Phone: ___________________________  
Employer: __   __________________________________________Address: ________________________________________

Is this person currently a patient at our office?

O  Yes

O  No

Insurance Information

Subscriber name: ___________________________________________  Relationship to patient: _________________________   
Date of Birth: _______________________________________   Social Security Number: _______________________________

Insurance company: ____________________________________________________   Phone: __________________________

What is your deductible? _____________________________   How much have you used? _____________________________

Subscriber ID# ________________________________________Group #___________________________________________

Secondary Insurance:

Subscriber name: ___________________________________________Relationship to patient: __________________________

Date of Birth: _______________________________________ Social Security Number:________________________________

Insurance Company: __________________________________________________

Subscriber ID# ________________________________________Group # __________________________________________

I authorize release of any information concerning my (or my child’s) health/mental health care, advice and treatment provided for the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance benefits otherwise payable to me directly to the doctor.

X__________________________________________


Date: _____________________

                                 Signature of patient or parent if minor
