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New Patient Information 
How did you hear about us? _______________________________________________________ 

 

P
at

ie
n

t 
In

fo
rm

at
io

n
 Name  Date of Birth   

Street Address   

City  Zip   

Primary Phone (H or W)  Cell Phone   

Email    
 

Okay to leave message on the:         Phone                     Email 
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Insurance Company   

Primary Insured’s Name                                                                   
Their 

Birthdate:   

Relationship to Primary Insured Person  Co Pay $   
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Emergency Contact Person   

Relationship  Phone   
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List of Medications   

Allergies   

Problem List   

Past Medical History   

  

Select Any and 
All That Apply: 
 

 Prostate Cancer 

 Deep Vein Thrombosis  

 Currently Pregnant 

 Polycythemia vera 

 Breastfeeding 
 

Do You Smoke?     How Many Every Day/Week?   
  



 
Patient Consent Form 

Effective September 2012 
 

Patient’s First Name M.I. Patient’s Last Name Date of Birth 

    

 

Notice of Privacy Practices for Protected Health Information 
I have been given a copy of the Seattle Wellness Programs Notice of Privacy Practices and understand 
these rights. I also understand that it is my responsibility to notify the office in writing of any restrictions 
to my patient file. Forms are available in the office. 
 

Confidential Communications 
I hereby consent and grant permission for practitioners employed by the Seattle Wellness Programs to 
discuss my medical treatment with my primary care physician, physical therapist, occupational therapist, 
hospital and/or rehabilitation staff, relating to my care and treatment (if necessary). I also understand 
that it is my responsibility to notify the office at Seattle Wellness Programs in writing of any restrictions 
to my patient file. Forms are available in the office. 
 

Office Procedures & Consent to Treat 
I hereby give consent to Seattle Wellness Programs to provide treatment and service(s) the assigned 
provider may deem necessary. I understand that I am responsible for payment of charges and that 
payment is due at the time of service, or I hereby assign insurance benefits to be paid directly to Seattle 
Wellness Programs for professional fees. I understand that I am responsible for charges not covered by 
my insurance policy. I understand that any amounts which are 90 days past due could be eligible for 
potential collections and turned over to a collection agency, unless prior arrangements have been made 
with Seattle Wellness Programs. Collection agency fees are recognized to be my (the patient/responsible 
party(s)) responsibility. I understand that I am responsible for a fee of $40 for any returned check. 
 

Release of Information & Authorization 
I hereby consent and permit a copy of this authorization and assignments to be used in place of this 
original signed document. I understand that this original or facsimile will be placed in my patient file to 
be kept at the medical provider’s office. I hereby authorize any practitioner examining and/or treating 
me, to release to any third party (such as an insurance company or governmental agency) any medical 
information and records concerning the diagnosis and treatment when requested for use in determining 
payment of claims. I understand that this is a lifetime release of information unless I have placed 
restrictions in my patient file and have completed the necessary forms. I hereby consent and authorize 
Seattle Wellness Programs to file medical claims for treatment, electronically or manually, to my 
insurance carrier(s) for services rendered to me. 

     

Patient’s Signature  Patient’s Printed Name  Date Signed 
     

Representative’s Signature  Representative’s Printed Name  Date Signed 

Representative: Please describe your authority to act on the patient’s behalf:  

 
  



  

 

4744 41st Ave SW, Ste 104 
Seattle, WA 98116 

(206) 388-2929 
 
 
 
 
Effective February 12, 2013 
 
 
 
To Our Patients: 
 
Please call us if you need to cancel any appointment that you have with our office. If we do not receive a 
phone call or other notice to cancel twenty-four hours prior to your appointment, we may bill you for 
time lost at a rate of $50.00 per incident. 
 
I’m sure you understand there are other patients who would like to schedule with us. It would be 
courteous and greatly appreciated if you let us know your change of plans so we can make your 
appointment time available to others on our waiting list. 
 
Thank you for your understanding and cooperation. 
 
Dr. Elissa J. Mullen 
 
 
 
 
 
 
 
I understand the policy that Dr. Mullen has stated above and by signing this page I acknowledge that I 
am subject to this policy and may pay a fee if I do not cancel my appointment with at least 24 hours 
notice to Dr. Mullen’s office. 
 
 
 
   

Patient’s Signature  Date 
 
  





 


