 PATIENT REGISTRATION
	Beaverton

4510 SW Hall Blvd.

Beaverton, OR 97005

503.644.1171


	Canby

1185 S Elm St.

Canby, OR 97013

503.723.4660


	North Portland

6445 N Greeley Ave.

Portland, OR 97217

503.285.6607
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	Oregon City

1001 Molalla Ave., Ste 100

Oregon City, OR 97045

503.656.5273                           

	Tigard

13200 SW Pacific Hwy.                       
Tigard, OR 97223
503.598.2000
	Physical Therapy
13240 SW Pacific Hwy, Ste C

Tigard, OR  97223

503.598.2008
	        FORMCHECKBOX 
 Genetic Privacy Notice

        FORMCHECKBOX 
 HIPAA Acknowledgement & Consent 
        FORMCHECKBOX 
 Credit and Payment Policy


	

 FORMCHECKBOX 
 New Patient 

 FORMCHECKBOX 
 Information Update 


Today’s Date:      

	Primary Care Physician:      
Referred to us by:      

	Preferred Pharmacy:        






	Pharmacy Address:      


	Social Security Number:      


	Patient First Name:      
Middle Name:      
Last Name:      
	Sex    FORMCHECKBOX 
 M     FORMCHECKBOX 
 F

	Address:       



	Date of Birth (mm/dd/yy):      

	City:      
State:      
Zip Code:      
	Marital Status   FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Single


         FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
 Widowed

	Primary Phone:      
Work Phone:      

Email Address:      
 
	Race:      
Ethnicity:      

	Driver’s License Number:      
	Preferred Language:      

	Is Patient employed? 
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    FORMCHECKBOX 
 Retired


	Is Patient a student?       FORMCHECKBOX 
 PT  FORMCHECKBOX 
 FT  FORMCHECKBOX 
 No

	Employer’s Name:       






	Employer’s Address:       


	Name of Person Responsible for Account:      
Relationship to Patient:       

	Address:       

	City:      
State:   
Zip Code:      

	Primary Phone:      
Work Phone:      
Email Address:      

	Employer’s Name:      





                                  

	Employer’s Address:       


	Primary Insurance:      
Effective Date:      
ID #:      
Group Name:      
	Group #:      

	Subscriber:      
Relationship:      
Birthdate:      

	Secondary Insurance:      
Effective Date:      
ID #:      
Group Name:      
	Group #:      

	Subscriber:      
Relationship:      
Birthdate:      


	Emergency  Contact:      

	Address:      
Phone:      

	City:      
State:   
Zip Code:      

	Relationship to Patient:      


ASSIGNMENT FOR INSURANCE BENEFITS AND AGREEMENT TO PAY
I authorize the Pacific Medical Group to release information acquired in the course of medical services to my insurance company. I authorize payment of benefits directly to the clinic. I understand that charges for my first visit are payable at the time of service. If the amount paid by the insurance company is insufficient to cover charges, I understand I will be responsible for the remaining balance. All non-covered or partially covered charges are due in 30 days from the date of service unless other arrangements have been made with the Business Office. 
 FORMTEXT 
Signature: __________________________________________________________
Date​​​​​​​​​​​​​​​​​​​​:      
(rev5.2011)

