Dr. Mulyukova, ND, EAMP
Tel: 425-273-4273 / Fax: 1-855-764-4359
6210 75th St. W, Ste. A100








2211 Pacific Ave
Lakewood, WA 98499








Tacoma, WA 98402

Patient Name First: _____________________ Last: ​​​​​​​​​​​_______________________ M.I. ____
Email: ___________________________

I would like to use online scheduling/receive information via email   ____ Yes   ____No
Mailing Address: ______________________________________________________________
City: _____________________________ State: ______ Zip: _________________
Home Phone: ​​​_______________Cell Phone: ​​​______________ Work ph: ___________________

May a personal message be left on your voicemail regarding your medical care?  ____ Yes   ____No
SSN: ​​​​​​​​​​​​​___________________________________

Gender: ( ) M ( ) F 
Employer: __________________________________________

Date of Birth:    /       /         Age: ________________   Alt ph: (       ) ___________________
Employment: (   ) Employed 
(   ) F/T Student   (   ) P/T Student   (   ) Retired   (   ) Other

Marital Status: (   ) Single (   ) Married (   ) Divorced (   ) Widowed (   ) Dependant (   ) Partnered 
           (   ) Other  
Referred by: ____________________________________________

Primary Care Provider: ____________________________________

Other Providers: _______________________________________________________________
In case of emergency contact: _______________________
Relationship: __________________
Phone: ________________________
Billing/Guarantor Information

Primary Insurance

Insurance Company Name: ____________________________ Phone: (       ) ________________ Claims Address: ________________________________________________________________
City, State, Zip: ________________________________________________________________
Subscriber's Name: ______________________________________
Date of Birth:    /       /         
Relationship to you: (   ) Self 
  (   ) Spouse 
(   ) Dependant     (   ) Other __________________
I.D. # as shown on card: __________________________________ 

Policy # __________________________
Group #: ______________________________

Employer of insured: __________________________________________________________
Secondary Insurance

Insurance Company Name: ____________________________ Phone: (       )________________ Claims Address: ________________________________________________________________
City, State, Zip: ________________________________________________________________
Subscriber's Name: ______________________________________
Date of Birth:    /       /         
Relationship to you: (   ) Self 
  (   ) Spouse 
(   ) Dependant     (   ) Other __________________
I.D. # as shown on card: __________________________________ 

Policy # __________________________
Group #: ______________________________

Employer of insured: ___________________________ Effective/Injury Date: _______________

I hereby authorize Dr. Mulyukova, ND, EAMP to furnish information to insurance carriers concerning my illness and treatments.  I understand that sensitive material from my medical history could be included.  I hereby assign to my physician all payments for medical services rendered to myself and/or my dependents.  I understand that I am responsible for any amount not covered by insurance.

Signature _______________________________________________ Date: _______________________

Printed Name: ___________________________________________

