
PERSONAL
Last Name__________________________________________First______________________________________Middle Initial__________

Mailing Address ____________________________________________________________________________________________________

City___________________________________State____________________Zip_____________ Home Telephone (     )_________________

Work Phone (     ) ________________________ Email ______________________________ Cell Phone (     ) ______________________

Home Address, if different from above ________________________________________________________________________________

City____________________________________________________________State_______________Zip ____________________________

Social Security Number_______________________________Date of Birth________________ Age_________  � Male   � Female

Marital Status:  � Married   � Divorced   � Widowed   � Single   � Legally Separated   Spouse Name: ______________________

If minor, Guardian/Parent Name_____________________________________________Relationship to patient ____________________

Primary Care Physician ________________________________ Doctor who requested consultation at our office _________________

Have you ever been a patient in our office?  � No   � Yes  Date _________Previous Name?_________________________________

INSURANCE
WORKER’S COMPENSATION   MOTOR VEHICLE ACCIDENT   PERSONAL INJURY

� Job Related     � Motor Vehicle Accident    � Other Injury      � Not Applicable

Insurance Company Name __________________________________________________________________________________________

Address ________________________________________________________________________Telephone (     )_____________________   

Employer at the time of injury (if work related)__________________________________________________________________________

Date of Injury_____________________________Claim #____________________Claim Adjuster _________________________________

PRIMARY MEDICAL INSURANCE 

Insurance Company Name __________________________________________________________________________________________

Address ________________________________________________________________________Telephone (     )_____________________   

Policy Holder’s Name____________________________________________________________Relationship to patient _______________

Policy Holder’s Address, If different than patient____________________________________ Telephone (    )______________________

Policy Holder’s Date of Birth_________________________________Policy Holder’s Social Security # ___________________________

Policy Holders’s employer ________________________________Group #____________________ID # ___________________________

SECONDARY MEDICAL INSURANCE

Insurance Company Name __________________________________________________________________________________________

Address ________________________________________________________________________Telephone (     )_____________________   

Policy Holder’s Name____________________________________________________________Relationship to patient _______________

Policy Holder’s Address, If different than patient____________________________________ Telephone (    )______________________

Policy Holder’s Date of Birth_________________________________Policy Holder’s Social Security # ___________________________

Policy Holders’s employer ________________________________Group #____________________ID # ___________________________
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PATIENT INFORMATION
Reviewed _______ _______

date initial

_______ _______
_______ _______

(over)

MEDFORD
NEUROLOGICAL
& SPINE CLINIC
A Rogue Valley Physicians, P.C. Clinic

2900 STATE STREET
MEDFORD, OREGON 97504-8456
(541) 779-1672 
FAX (541) 779-0986



PATIENT’S EMPLOYMENT
Employed:  � Full-time    � Part-time    � Not    � Retired    Employer ___________________________________________________

Student:  � Full-time    � Part-time   School ___________________________________________________________________________

Work Address__________________________________City_____________________________ State____________Zip ________________

Work Phone  (    )________________________Occupation/Position_____________________ Length of Employment _______________

RESPONSIBLE PARTY (IF SOMEONE OTHER THAN PATIENT)

Name___________________________________________________________________________Telephone (     )______________________

Social Security Number____________________________________________________________Date of Birth________________________

Relationship to Patient______________________Address_____________________________Cell Phone (     )_______________________

Employer__________________________________Occupation/Position__________________ Length of Employment ______________

Work Address___________________________________________________________________ Work Phone (     )____________________

ALTERNATE CONTACT PERSON
A local friend or relative who does not live with you and can reach you in case of emergency.

Name_________________________________________________________Relationship to Patient__________________________________

Address_____________________________________________________________Telephone (     )__________________________________

IN ORDER FOR OUR PHYSICIANS AND STAFF TO PROPERLY SERVE YOUR HEALTH CARE NEEDS,
AND TO AVOID MISUNDERSTANDINGS REGARDING OUR PAYMENT POLICIES, PLEASE REVIEW THE
FOLLOWING:

1. You are responsible for your bill. For patients without insurance, payment in full is due at the time service is ren-
dered unless prior arrangements have been made with our Business Office.

2. Patients with insurance are responsible for any visit co-payment, percentage and/or deductible amount not yet met
at the time service is rendered. As a courtesy to you, we will submit an insurance claim to your primary and sec-
ondary insurance. Any amount not covered by insurance must be paid by you.

3. MasterCard, Visa, Discover or Visa/Mastercard debit are accepted for your convenience.

4. A service charge equal to 1-1/2% per month will be applied to all account balances after 90 days.

5. Failure to make prompt and timely payments may result in a denial of future credit or service.

6. We do accept Medicare assignment. As an additional courtesy to our Medicare patients with supplemental insur-
ance coverage, we will  submit a claim form to this secondary carrier for you.

I have read and understand the payment terms listed above. I authorize Medford Neurological Clinic, Inc. to release to my insurance company
such medical information as they may request. I hereby assign to Medford Neurolgical Clinic, Inc. all insurance benefits for services provided
by them. A photocopy of this assignment is to be considered as valid as an original.

______________________________________________________________________ _________________________
Signature of patient (Parent/Guardian if patient is a minor) Date

______________________________________________________________________ _________________________
Reviewed with patient Date

Rev 3/04


