     ALKI VIEW MASSAGE
5963 SW Carroll ST.

Seattle, WA. 98116

206-387-3944

Name: _______________________________________
Phone: _________________________     Gender: M/F
Address: __________________________________ City: ____________________ St: _______ Zip: __________
DOB: ___________________ Age: ______ SS#:_________________  Email: ____________________________
Emergency contact: ____________________ Relationship: _______________ Phone: _____________________
Who can we thank for the referral? _______________________________________________________________

Is this your first massage? Y/N
 if no, when was your last massage? ____________________________________

Reason for your visit? ______________________________________________________________________________________________________________________________________________________________________________________
Are you interested in skin care and or bath and body care? Y or N

Comments on this:___________________________________________________________________ ___________________________________________________________________________________
Please circle any below that apply:

Contact lenses





Acute Inflammation

Pregnancy





Communicable disease

Localized Infection




Fever
Do you now have or have had in the past five years any of the following:
Heart problems



Thrombosis/embolism
Constipation
Drug/Alcohol/caffeine abuse


Ovarian/menstruation

Hay fever

Skin disorders




Bursitis/tendonitis/joint 
Allergies

Diabetes




Respirator/lung problems      Chronic Illness

High/low blood pressure


Phlebitis/varicose veins
Osteoporosis

Arthritis/lumbago/gout


Sciatica


Migraines

Ulcerated colon



Neck/Spinal injury

Headaches

Kidney/bladder ailment


chronic pain


Back pain
List any medications being taken: _________________________________________________________________________________
Are you currently under the care of another health care professional: Y/N?
List name, title, phone, and the reasons for visits (MD, ND, Chiropractor) _________________________________________________________________________________________
Additional comments/remarks: _________________________________________________________________________________________
Employment Information:
Employer: ___________________________________ 
Position: ____________________________

Address: _____________________________________
City/St.:__________________ Zip: ______
Phone: ___________________________________
Name of Supervisor: ________________________
Medical Insurance Information:

Insurance Name: _________________________________
Phone: _____________________________

Address: _______________________________City/St._______________Zip:____________________
ID or claim#:_________________________________
Group#:_____________________________
Whose policy: self
spouse   parent   3rd party
Name: ______________________DOB: ________
Accident Information:

Work Injury:
Y/N
Date of Injury: _________________
L&I number: ________________________
Name of claim representative: __________________________Phone: ___________________________
Auto Accident:
Y/N
Date of injury: ________________ City/St.:________________________
Address of accident:___________________________________________________________________
Name of other driver:__________________________________________________________________
Other driver’s insurance company:______________________ Claim#: __________________________

Your insurance company: _____________________________ Claim#:__________________________

Claims Adjuster: ________________________________ Phone#: ______________________________
Do you have Personal Injury Protection coverage on your policy? ______________________________
Attorney Information:

Name: ______________________________________________
Phone: ____________________________
Address: ___________________________________ 
City/State: _________________ Zip: __________
******************************************************************************
Please read and sign below:
I fully commit to my health and  well being and also understand that I am fully responsible financially and for the times that I set up with a therapist.  I also commit to notify my therapist as to any change in my  health or insurance information.
Any and all of the information we receive is confidential. Iinsurance companies or attorneys WILL NOT PAY for missed or cancelled appointments.  Insurance benefits are NOT GUARANTEED as quoted by the insurance representative; they will be determined by the insurance company when the claim is received/ processed. Claims may be rejected or paid at a different rate based on claim review, current coverage information, and eligibility. There is a chance that benefits may be misquoted and this may result in the insurance company paying more or less then originally quoted or not at all. In the event of that this should happen Michelle or Jessica DeShayes  will make arrangements with you if necessary to cover non-covered amount. If there should be any changes in your coverage, pleas feel free to contact the office at any time at 206-387-3944, akiviewmassage@gmail.com, or our biller Tiara at 206-465-8502 or tjandress@yahoo.com. Thank You!
MISSED APPOINTMENT FEE IS: $75 (Dropped if you find someone to replace your time slot)..
We need 24 hrs. notice to change or cancel an appointment or the cancellation fee of $75 must be paid.
I have read and understand the policies above and will comply with these guidelines.  
_________________________________________________________

__________________________

Signature







Date

