
 
 
 
 

Getting you back to a happy and peaceful state of mind. 
 

Halcyon Healing Massage 
1867 Airport Way, Suite 155, Fairbanks, AK 99701 

halcyonhealingmassage.com  ~  halcyonhealingmt@gmail.com 
Phone: (907) 385-8672  ~  Fax: (907) 519-0558 

Patient Name: ______________________________________________ Patient DOB: ____________________ 
             First           Middle                    Last 

Address: __________________________________________________________________________________ 
    Street/PO Box   Unit      City    State  ZIP 

Email Address: _____________________________________________________________________________ 

Home Phone: _________________________________ Cell Phone: ___________________________________ 

Gender:     Female   Male   Marital Status:         Single          Married          Divorced           Widowed 

Emergency Contact Name: ___________________________________________________________________ 
               First                                                                      Middle                                    Last 

Phone#: __________________________ Emergency Contact Relationship: ____________________________ 

Insurance Information 

Primary Insurance: ________________________________________________________________________ 

Insured’s Name: ___________________________________________________________________________ 

Relationship to Patient: _________________________________ Insured’s DOB: _______________________ 

Member ID Number: ____________________________________ Group Number: ______________________ 

Secondary Insurance: ______________________________________________________________________ 

Insured’s Name: ___________________________________________________________________________ 

Relationship to Patient: _________________________________ Insured’s DOB: _______________________ 

Member ID Number: ____________________________________ Group Number: ______________________ 

 

Signature of Patient or Responsible Party: _______________________________________________________ 

Printed Name: _____________________________________________________________________________ 

Relationship to Patient: ________________________________________ Date: _________________________ 


