



Client Registration Form

General Information
Name :                                                                                                                                                	DOB :  ______________________
Address :  ________________________________________________________________________________________________
City :  _____________________________     State :  __________     Zip :  _____________________

Home Phone :  ______________________________	May I leave a message?  YES___    NO ___
Work Phone :  ______________________________	May I leave a message?  YES___    NO ___
Mobile Phone :  _____________________________	May I leave a message?  YES___    NO ___
[bookmark: _GoBack]E-mail:             _______________________________	May I leave a message (for scheduling)?    Yes ____   NO ____

Insurance Information (Please also bring your insurance card to your appointment)
Primary Insurance :  ________________________________________________________________________________________
Subscriber: ________________________________________________________     Relation to Subscriber :  _________________
Group # :  _____________________________________________     ID #: _____________________________________________     
Employer :  _______________________________________________________________________________________________
Secondary Insurance (If Any):  ________________________________________________________________________________
Subscriber: ________________________________________________________     Relation to Subscriber :  _________________
Group # :  _____________________________________________     ID #: _____________________________________________     
Employer :  _______________________________________________________________________________________________

Medical and Referral Information
Primary Care Provider: ______________________________________________________________________________________
Phone Number :  __________________________________________________________________________________________
Referred to my practice by whom? ____________________________________________________________________________
Pharmacy Name :  ____________________________________________     Phone Number :  _____________________________



Client Registration Form
Emergency Contact
Who should I contact in case of an emergency? __________________________________________________________________
Relationship to you : ________________________     Home Phone :  _____________________________
Work Phone :  _____________________________     Cellular Phone: _____________________________
	
Health History
1.  Have you been diagnosed or treated for any of the following medical conditions (please mark if yes):			

   Thyroid problems			   Cancer		   Irritable bowel 
   Migraine headaches			   Seizures		   Colitis
   High Blood Pressure			   Closed head injury / loss of consciousness due to trauma
   Asthma				   Multiple sclerosis
   Diabetes				   Stomach ulcers / gastric reflux disease
   Heart disease (including valve disease, conduction abnormality, congestive heart failure, etc.) 	
   Other (Please specify): 


2.  Do you have any allergies to medications?  NO  	        If YES, list __________________________________
3.  Current Medications (including prescription drugs, over-the-counter medications, and herbs/vitamins/ minerals, etc.):
        Drug Name                          Dosage                                Drug Name                     Dosage
_______________________________________         _______________________________________
_______________________________________         _______________________________________
_______________________________________         _______________________________________
_______________________________________         _______________________________________
	
4.  Are you currently pregnant?  NO _______    If YES, please answer following questions:
	# Weeks pregnant:  ______ Estimated Due Date: _______________   Number Prior Pregnancies: _____________
	Any Current OB / Medical concerns: 






James Basinski MD
		1914 N 34th Street, Suite #401, Seattle, WA 98103
Phone:  (206) 774-2763, Fax: (206) 774-2763


