
Federal Way  Naturopathy 

REGISTRATION FORM     
(Please Print) 

Today’s date: PCP: 

PATIENT INFORMATION 

Patient’s last name:   First:               Middle initial: Marital status 

 

� Mr. 
� Mrs. 

� Miss 
� Ms. 

 

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex: 

� Yes � No          /          /  � M � F 

Street address: Social Security #: Home phone : 

  (          ) 

City: State: ZIP Code: Cell phone: 

   (          ) 

Occupation: Employer: Employer phone: 

  (          ) 

� Caucasian   � Asian � Hispanic        � African � African American                            � Other ______________________________________ 

Chose clinic because/was referred to clinic by:      

Other family members seen here:  

E-mail Address:                                                                                                            Would you like to receive our e-newsletter? � Yes � No         

 

INSURANCE INFORMATION 

(Please give your insurance card to the receptionist.)                                                                                                                                              
It is recommended that you contact your insurance company to verify coverage for Naturopathic physicians and services. Your policy 

may not cover claims made by this office.   

Person responsible for bill:  Address (if different): Home phone: 

   (          ) 

Is this person a patient here? � Yes � No Date of Birth                         /                /  

Occupation: Employer: Employer address: Employer phone: 

   (          ) 

Is this patient covered by insurance? � Yes � No Referral needed from PCP? 

Name of primary insurance Group number ID number  
Co-
payment: 

 

    $  

Subscriber’s name:  Subscriber’s S.S. #:  Birth date:  

      

Patient’s relationship to subscriber: � Self � Spouse � Child � Other  

Name of secondary insurance (if applicable): Subscriber’s name: Group #: Policy #: 

    

Patient’s relationship to subscriber: � Self � Spouse � Child � Other  

 

IN CASE OF EMERGENCY 

Name of local friend or relative (not living at same address): Relationship to patient: Home phone : Work phone : 

  (         ) (        ) 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am 
financially responsible for any balance. I also authorize Federal Way Naturopathy or insurance company to release any information required to process 
my claims. 

 Patient/Guardian signature  Date  
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CONFIDENTIAL PATIENT HEALTH RECORD 
                

                                                                                                                                                                                                                             

                 

Such as medication, pollens, foods, etc. 

                                                                                                          

PERSONAL HISTORY 

Name:                                                                             Age:        Date of Birth:               Sex:  Female              Male 

How would you prefer to be addressed in our office:                                                                     Profession: 

Address:                                                                          City:                                              State/Zip: 

Residence Telephone:                                                              Business Telephone 

Please check one:       Single                      Married                     Widowed             Separated             Divorced 

Number of Children:                                             Referred to this office by: 

 CURRENT HEALTH CONDITION 

 

PROBLEM                                                                                           DURATION 

1.  

2. 

3. 

4. 

5. 

6. 

What, if any, treatment have you tried? 

Has anything recently changed or become worse? 

What questions do you have that you would like answered? 

Are you currently being treated by a physician                Yes                     No 

Physician                                                                                                        Condition 

MEDICATION AND SUPPLEMENTS 

Please include all of your prescription medications, non-prescription medication (aspirin, antacids, laxatives, antihistamine), vita-

mins, minerals, herbs, etc. 

ALLERGIES 

HOSPITALIZATIONS, SURGERIES OR SERIOUS INJURIES 

Date and reason for each hospitalization. 
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Financial Policy 

 

The policy of Federal Way Naturopathy is to collect all payments or insurance information at the time services are 
rendered.  For your convenience, we accept cash, check, Visa or MasterCard.  We will bill all insurance companies 
that we are contracted with.   

Health insurance is a contract between the patient and their insurance carrier.  Your policy may not cover claims 
made by this office, and some services provided by the physicians may be covered by different plan benefits.  
Claims may not be resubmitted with different codes if they have been denied for lack of coverage.  

Preventive office visits  
Well-child exams, annual gynecological exams, and routine physicals are coded differently from standard office 
visits, and are based on the age of the patient and whether you are a new or established patient. Legally we are 
not permitted to resubmit claims with a new diagnosis or office code if the claim was accurately submitted as a 
preventive care visit and denied by your insurance company.  If there are additional concerns brought up at these 
preventive office visits, there will be an additional brief office visit fee.  

It is your responsibility to know the limits and exclusions to your insurance coverage. 

It is the patient’s responsibility to provide the most current insurance information to our office at the time services 
are rendered. A rebilling charge of $5.00 will be added if claims need to be resubmitted to the correct insurance 
company. 

All dispensary products will be paid for at the time of pickup.  If products are mailed, a Visa or MasterCard number 
will be required for billing. Shipping and handling charges will be added to the bill. 

All checks returned for non-sufficient funds will result in a $25.00 service charge to be collected at the next visit, or 
within 30 days (whichever comes first). 

A $5.00 rebilling fee will be charged each month on any outstanding balances.  If no payment is received on an 
account after 90 days, the account will be sent to the collection agency. 

Phone visits are charged at a rate of $13.00 for each 5 minutes and are not billable to insurance. A phone visit is only 
for the use of established patients. 

A fee of $15.00 will be charged for letter requests for military, work or personal reasons. 

A fee of $50.00 will be charged for a non-emergent page to the physician. 

An itemized receipt is provided to the patient at each visit or dispensary purchase. A fee of $23.00 will be charged 
for the searching and handling of financial records, receipts or reports for the purpose of HSA, FSA reimbursement, 
taxes or other financial purposes. 

A fee of $25.00 will be charged for cancellations made less than 24 hours from your scheduled appointment.  
A no show fee of $50.00 will be assessed for patients that fail to show up for a scheduled appointment. 

• I understand and agree that my health insurance is an arrangement between my insurance carrier and 
myself; that all services furnished to me are charged directly to me and that I am personally responsible for 
payment of all services. 

• I authorize treatment and agree to pay all charges at the time of service.  Charges shown on statements are 
agreed to be correct and reasonable unless protested in writing within 30 days of billing. 

• It is agreed that payment will not be delayed or withheld because of any insurance coverage or pendency of 
the claims thereon. A copy of this agreement is as valid as the original.  I also agree to pay for any missed 
appointments that were not canceled or rescheduled at least 24 hours in advance. 

 

Signature____________________________________________________Date____________________ 
 
Print Name_____________________________________________________ 



 

900 South 336
th

 St 

Federal Way, WA 98003 

253-942-3301 253-237-0606 

 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

This form will be retained in your medical record 

 
 
By my signature below, I ________________________________________________, 
Acknowledge that I received a copy of the Privacy practices for Federal Way Naturopathy. 
 
I hereby designate the following individual(s) to receive communications from Federal Way 
Naturopathy that may include health information about me: 
 
 
______________________________________________________________________ 

 
 
 
______________________________________                       ________________ 
Signature of patient (or personal representative)     Date 
 

If this acknowledgement is signed by a personal representative on behalf of the patient, 
complete the following: 
 
Personal Representative’s Name:__________________________________________________ 
 
 
Relationship to Patient:___________________________________________________________ 
 
 
I authorized Federal Way Naturopathy to leave voice mail messages concerning, my health 
information(i.e. lab results, appointment instructions, etc.) at the following number: 
 
 
Phone________________________________________Patients initials___________________ 

 




