Diane M. Hawk, N.D., Ph.D.

Confidential Client Information











    Today’s Date:      /      /      
How did you hear about me?
  Referral by:                                           Card/Brochure at:  _______________                               
Newspaper:                             Sign:                             Internet:                               Other: ________________                               
Name:                                                                                            Sex: M   F      Date of birth:          /       /____        

Address:                                                                                  City:                           State:            Zip:               

Phone Home: (       )                          Phone Work: (       )                        Phone Cell: (        )_____________                               

Email address: _______________________________________________                                        
MD/DO  Physician: ____________________________________________________________________                                                                                                                                             
Additional Treatment Providers:___________________________________________________________

Employer:                                                                                 Occupation:                                                         
Work Address:                                                                           City:                           State:            Zip:              

Name of nearest relative not living with you:                                     Relation                       Phone:(        )_____           
Marital Status (circle):    Single     Married     Separated     Divorced     With Partner     Widow(er)

Name of Spouse (or parent for minor child): ____________________________________________                                                                                             
Emergency Contact: Name:                                            Relationship                              Phone:(        )_________              
I understand that all health information provided by me is strictly confidential.  Records will only be released to insurance carriers or other healthcare providers upon my signature on a records release authorizing the release of these documents.  I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable.

Furthermore, in the event that payment is not made on this account and it is placed with a licensed collection agency, I/we agree to pay the fees of the collection agency equal to the maximum of 50% of our outstanding balance at the time the account is placed with the agency.  Should legal action also be necessary to collect the account, I/we agree to pay attorney’s fees and court costs incurred for the collection
Payment Required at time of services.

$25 cancellation fee for appointments cancelled with less than 24 hours notice
________________________________    _______________________________________              /       /         
Client’s Signature                                        Parent or Guardian’s Signature                                     Date

