
909 NW 18th Ave, Portland, OR 97209-2324 • thomas@voicedoctor.net
phone 503/478-1845 • fax 503/478-1846 • toll free 866/766-1994 • cell 503/341-2555

Referred by:  _____________________________________________________________________    

Would you like us to send a copy of our office notes to them?  ❏ yes   ❏ no

Address:  ________________________________________________________________________

City:   ______________________________  State:  _________  Zip: ______________ — _________

Phone: ( ______ ) ________ — ______________           Fax: ( ______ ) ________ — ______________

Primary Physician:  ________________________________________________________________ 

Would you like us to send a copy of our office notes to them?  ❏ yes   ❏ no

Address:  ________________________________________________________________________

City:   ______________________________  State:  _________  Zip: ______________ — _________

Phone: ( ______ ) ________ — ______________           Fax: ( ______ ) ________ — ______________

Otolaryngologist (ENT):  ___________________________________________________________ 

Would you like us to send a copy of our office notes to them?  ❏ yes   ❏ no

Address:  ________________________________________________________________________

City:   ______________________________  State:  _________  Zip: ______________ — _________

Phone: ( ______ ) ________ — ______________           Fax: ( ______ ) ________ — ______________

Other:  ___________________________________________  Specialty:  __________________

Would you like us to send a copy of our office notes to them?  ❏ yes   ❏ no

Address:  ________________________________________________________________________

City:   ______________________________  State:  _________  Zip: ______________ — _________

Phone: ( ______ ) ________ — ______________           Fax: ( ______ ) ________ — ______________

Please list below anyone who may contact this office on your behalf (for example, your spouse, parent, friend):

Family:  ___________________________________________  Relationship:  _______________

Address:  ________________________________________________________________________

City:   ______________________________  State:  _________  Zip: ______________ — _________

Phone: ( ______ ) ________ — ______________           Fax: ( ______ ) ________ — ______________

Other:  ___________________________________________  Relationship:  _______________

Address:  ________________________________________________________________________

City:   ______________________________  State:  _________  Zip: ______________ — _________

Phone: ( ______ ) ________ — ______________           Fax: ( ______ ) ________ — ______________

Patient Name:  _________________________________ Date of appointment _____ / ______ /  ____

With regard to my care and treatment, I give my permission for James P Thomas, MD LLC to speak with the individuals listed 
below (print the names of family members (and relationship), physicians, etc.) – otherwise we can speak ONLY with you. 
This information will be used to keep other health care providers informed about your care.  Please list anyone possibly calling on 
your behalf or anyone with whom you would like me to correspond.


