
A S S I G N M E N T  A N D  R E L E A S E
I certify that I, and/or my dependent(s), have insurance coverage with  
      (Name of  insurance company) 

if  any, otherwise payable to me for services rendered. I understand 

by insurance. I authorize the use of  my signature on all insurance 
submissions.
The above-named doctor may use my health care information and may 
disclose such information to the above-named Insurance Company(ies) 
and their agents for the purpose of  obtaining payment for services 

services. This consent will and when my current treatment plan is 
completed or one year from the date signed below.
       

Signature of  Patient, Parent, Guardian, or Personal Representative

       
Print name of  Patient, Parent, Guardian, or Personal Representative

       
Date  Relationship to Patient

C H I R O P R A C T I C  R E G I S T R A T I O N  &  H I S T O R Y

P A T I E N T  I N F O R M A T I O N

Date     
SS/HIC/Patient ID #   
Patient Name
   
Last Name

First Name Middle Initial

Address 

City 
    
State     Zip 

Email    

Birthdate 

Patient Employer/School 
Occupation 
Employer/School Address   

Employer/School Phone (           )

Spouse’s Name  
Birthdate
SS# 
Spouse’s Employer 

I N S U R A N C E  I N F O R M A T I O N

      
Relationship to Patient      
      
Insurance Co.       
      
Group #      

Subscriber’s Name      
      
Birthdate 
      
SS# 
    
Relationship to Patient      
      
Insurance Co.       
      
Group # 

P H O N E  N U M B E R S

I N C A S E  O F  E M E R G E N C Y  C O N T A C T

Cell Phone (    )      
Home Phone (       )     
Best time and place to reach you    

Name                Relationship   
Home Phone (      )   

Dr. Deanna Leigh DCmutzel

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033



A C C I D E N T  I N F O R M A T I O N

Attorney Name (if  applicable) 

5  P A T I E N T  C O N D I T I O N
Reason for Visit

Rate the severity of  your pain on a scale from 1 (least pain) to 10 (severe pain)  

Does it interfere with your  

Activities or movements that are painful to perform 

Other       

6  H E A L T H  H I S T O R Y

     
Name and address of  other doctor(s) who have treated you for your condition       

Dr. Deanna
Leigh DC

mutzel

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033



Patient Signature Date

7  M E D I C A T I O N S A L L E R G I E S V I T A M I N S / H E R B S / M I N E R A L S

Pharmacy Name
          

Pharmacy Phone (         )            

E X E R C I S E W O R K  A C T I V I T Y H A B I T S

Cups/Day 
Reason  

I N J U R I E S / S U R G E R I E S Description Date

Falls               
Head Injuries              

Dislocations              
Surgeries              

F A M I L Y  H E A L T H  H I S T O R Y

Dr. Deanna Leigh DCmutzel

o  AIDS/HIV
o  Alcoholism
o  Anemia
o  Anorexia
o  Appendicitis
o  Arthritis (What type & where)

o  Asthma
o  Bleeding Disorders
o  Breast Lump (Please explain)

o  Bronchitis
o  Bulimia
o  Cancer (What type & where)

o  Chemical Dependency
o  Diabetes
o  Depression

o  Emphysema
o  Epilepsy
o  Fractures (Where & how?)

o  Heart Disease
o  Hepatitis
o  Hernia
o  Herniated Disc 
     (what level & how did this occur?)

o  High Cholesterol
o  Kidney Disease
o  Liver Disease
o  Migraine Headaches
o  Multiple Sclerosis
o  Osteoporosis
o  Pace Maker
o  Parkinson’s Disease

o  Pinched Nerve
o  Pneumonia
o  Polio
o  Prostate Problems
o  Psychiatric Care
o  Rheumatoid Arthritis
o  Stroke
o  Thyroid Problems
o  Tumor (Please detail)

o  Ulcers
o  Whiplash (When?)

o  Previous Chiropractic Care
    Last date of treatment:

    By Whom?
    For What?

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033



C L I E N T  C O N F I D E N T I A L I T Y  A G R E E M E N T  ( H I P A A  F O R M )

and disclose information about you and your treatment. This notice describes your rights and our obligations regarding 
this information. Please review it carefully and ask any questions that arise at any time.

(fax), telephone, cell phone, voice mail, answering machine, written communication by mail, and verbal in-person.

Client Rights:

Disclosure of  Records:
other facets of  your care, such as providing information to your medical insurance or other practitioners who are treating 

I, (please print)          have read and understand this privacy policy. If  
applicable, I give my permission to discuss my therapy and pertinent details with the following individuals and groups (can 

Name/Phone Number

Date:     

I, (please print)          have read and understand this privacy policy. If  

Dr. Deanna Leigh DCmutzel

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033



F I N A N C I A L  P O L I C Y  –  P L E A S E  R E A D  C A R E F U L L Y

Dr. Deanna Leigh DCmutzel

( U P D A T E D  0 1 / 0 1 / 2 0 1 8 )

Insurance:

                  /rebircsbus eht dna reirrac ecnarusni na neewteb tnemegnarra na era seicilop ecnarusni tnedicca dna eraC htlaeH o 
patient, and said patient is personally responsible for services rendered.

                   morf detcelloc ro lliw tnemyap ,ecivres fo emit eht ta detcelloc era selbitcuded dna ,ecnarusnioc ,syapoc llA o 
the patient on the day that services are rendered, unless you have made prior arrangements with the billing         

 o 

Cash:

Workers’ Compensation:

Personal Injury:

that we can further assist you in obtaining legal representation. If  you do have an attorney and have no PIP or have maxed out your 

Appointment Cancellation Policy:
All patients that no show or cancel

By signing below, you certify you have read, understand and agree to the Financial Policy and Appointment Cancellation Policy for the 
practice.

yourself, and that all services rendered to you and charged are your personal responsibility.

immediately due and payable.

not receive the reminder text/email.

Patient Name:
    Please Print      Date

Patient Signature:            

Courtesy appointment reminder:  Text: cell number:       

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033



I N F O R M E D  C O N S E N T  F O R  T R E A T M E N T  ( 0 1 / 0 9 / 2 0 1 8 )

Dr. Deanna Leigh DCmutzel

before starting treatment.
I,          do here by give my consent to perform conservative non-invasive 
treatment to the joints and soft tissues. I understand that the procedures may consist of  manipulation/adjustment involving movement of  the joints 
and soft tissues, physical therapy and exercise may also be used.

with caution.

about the same chance as a normal dose of  aspirin or Tylenol causing death.

obtained there will be a temporary increase of  pain and possible blistering, this should be reported to the doctor.
- Bruising – Bruising will occur at the site of  a Chinese cupping session, this is toxins being lifted to the surface. Very rarely bleeding will occur at the 
site of  an acupuncture needle.

Treatment Results

regarding the outcome of  these procedures.
I agree to the performance of  these procedures by my doctor and such other persons choosing alternative treatments available.

Reasonable alternatives to these procedures have been explained to me including rest, home applications of  therapy, prescription or over the counter 
medications, exercise and possible surgery.

limited value but are not corrective of  injured nerve and joint tissue.

or reaction to the anesthesia, and prolonged recovery.

answered to my satisfaction prior to my consent form. I have made my decision voluntarily and freely.

Date:       

Signature of  patient:          

Signature of  legal representative:         

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033



I,          , hereby authorize and direct you my attorney, 
to pay directly to Higher Health Spine and Sport such sums as may be due and owing for health care services for injuries 
arising from the motor vehicle accident of        . I hereby authorize my attorney 
and involve insurance companies to withhold sums from any settlement, judgment, or verdict as may be necessary to 

may be paid to you, my attorney, or myself  as the result of  the injuries for which I have been treated.

I agree to never rescind this document and that any attempt to rescind will not be honoured by my attorney. I hereby 
instruct that in the event another attorney is substituted in this matter, the new attorney shall honor this Contractual 
Guarantee of  Payment for Health Care Services as inherent in the settlement and enforceable upon the case as if  it were 
executed by him/her.

him/her for services rendered me. Further, this agreement is made solely for said doctor’s additional protection and 
in consideration of  his forbearance on payment. I understand that such payment is not contingent on any settlement, 
judgment, or verdict by which I may eventually recover damages.

satisfaction of  the lien.

been advised that if  my attorney does not wish to cooperate in protecting the doctor’s interest, the doctor will not await 

Signed:           (Patient)

Date of  Automobile Collision:        

Dr. Deanna Leigh DCmutzel
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F I N A N C I A L  A G R E E M E N T  –  P E R S O N A L  I N J U R Y

All new patients will have a chiropractic examination and, if  necessary, x-rays to determine the extent of  the injury or 
condition. A course of  appropriate treatment will be recommended.

Fees

out this billing, your account will be on a cash payment basis.

In the event that your account is placed with an agency for collection, you will be responsible for paying any and all costs 

immediately.

-------------------------------------------------------------------------------------------------------------------------------------------------------------

for my records.

Signature of  patient/guardian    Date

Dr. Deanna Leigh DCmutzel

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033



A C C I D E N T  I N F O R M A T I O N

Date:       
Patient Name          Account #      
Date of  accident        Time of  accident      

City         State         
Insurance company name             

Claim mailing address               

Claim Adjuster Name              

Claim Adjuster Phone #             

Policy #               

Claim #               

-------------------------------------------------------------------------------------------------------------------------------------------------------------

If  another person is responsible:

Name                
Address               

Insurance company name             

Claim mailing address               

Claim Adjuster Name              

Claim Adjuster Phone #             

Policy #               

Claim #               

Attorney’s name and phone #             

Dr. Deanna Leigh DCmutzel

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033



  Driver
  Front seat passenger

  Pedestrian

  No seatbelt
  Lap seatbelt only
  Shoulder-Lap Seatbelt

  Caught by Surprise
  Aware of  the approaching vehicle

  No

The headrest of  your car seat reaches:

  There is no headrest

Model of  your vehicle:      

Size of  your car:
  Small/Compact
  Mid-sized
  Large

At the time of  the impact, your car was:
  Stopped

  No

If  your vehicle was moving at the time of  the impact, were you:
  Slowing down
  Accelerating
  Traveling at a steady rate

  Hit from the BACK
  Hit on the RIGHT side of  your car
  Hit on the LEFT side of  your car
  Hit in the FRONT of  your car

  Straight forward
  Turned to the RIGHT
  Turned to the LEFT
  Other:      

  Straight forward
  Turned to the RIGHT
  Turned to the LEFT
  Other:      

  Head
  Chest

  Other:

Model of  your vehicle:     

Size of  your car:
  Small/Compact
  Mid-sized
  Large

At the time of  impact, the other car was:
  Stopped

If  the other vehicle was moving at the time of  the 
impact, were you:
  Slowing down
  Accelerating
  Traveling at a steady rate

Dr. Deanna
Leigh DC

mutzel
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= Other Car

Please describe the accident in your own words. Please use the above diagram to indicate the position of  the cars involved:

Please describe how you felt:

  NO

If  yes, please describe in detail:

  NO

If  yes, please describe, including date(s) and type(s) of  accidents, as well as injury(ies) received:

A

B

Dr. Deanna
Leigh DC

mutzel
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C R E D I T  C A R D / H S A / F S A  A U T H O R I Z A T I O N

Patient Name:

Cardholder Name:

Phone number:         (used for courtesy call before CC charged)

Card Information:
 Card Type:             
 Card Number:             
 Expiration Date:            

Dr. Deanna Leigh DCmutzel

      to charge this credit card directly for my medical deductible, particular co-pay or 
co-insurance payment amount. I certify that I am a person who is authorized to use this credit card.

Signature:          Date:  

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033



P A T I E N T       
D A T E        

1) CHIEF COMPLAINT

                 /10 THIRD AREA

C O N S U L T A T I O N  N O T E S

Dr. Deanna Leigh DCmutzel

425.449.6551 dr.dmutzel@gmail.com drdeannaleigh.com 284 Central Way, Kirkland WA 98033


