Fourfold Healing Sanctuary

4908 NE 193rd St.

Lake Forest Park, WA 98155

(206) 550-6292
New Patient Information

Provider’s Name:    Ashley N H Brothers LMP

Client’s Name:  ____________________________________________

Address:  _________________________________________________

Home or Cell Phone:  _______________________________________

Employer:  ________________________________________________

Work Phone:  ______________________________________________

Date Of Birth:  _____________________________________________

Payment:
CASH


CHECK

INSURANCE









(N/A at this time)

Info In Case Of Insurance Provider Requesting Chart Notes:

Insurance Provider:  ___________________________________________

Address:  ____________________________________________________

Phone:  _____________________________________________________

Group/Plan #: _________________________________________________

Coverage Amount Per Year: ______________________________________

Release Of Medical Records: 

My signature below authorizes the release of my medical records including intake forms, chart notes, reports, and billing statements to my attorneys, health care providers, and insurance case managers for the purpose of processing my claim(s). (I will inform my practitioner immediately upon signing any exclusive Release of Medical Records with my attorney).

Signature:  _________________________________________
Date: _____________

