
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

Completion of this information in its entirety is required at time of first visit
PATIENT INFORMATION (Please use ink)

_________________________________________________________________________________________________________________
   First     Middle    Last

Address  __________________________________________________________________________________________________________
  Street    City    State   ZIP

Phone _________________________     Voicemail OK?    ______________                               Social Security # _______/____/_______

Birth Date ______________________    Gender:   ____________________________    Pronouns:  _______________________________  

Marital Status:      Single      Married      Partnered      Widowed           

E-mail address ___________________________________________________________________  Ok for medical correspondence? ___________

Employer _________________________________________________________Occupation ______________________________________  

How were you referred to this office? _______________________________ Primary Care Physician ___________________________________

If someone other than patient is responsible for payment, complete the following:

Name of responsible party ________________________________Address _____________________________________________________

Relationship ____________________________ Social Security # _______/____/________ Phone ___________________________________

Emergency Contact:   ________________________________________________________________________________________________

What will be the form of  payment for your care?

_______ Cash, check or credit card at time of service       ________ Dr Thomas will bill  health insurance for you; you will pay copay at the time of service

A valid, current insurance card is required at the time of service 
so that we may adequately assist you in billing your insurance.

Primary insurance _________________________________________________   

Subscriber, if not patient ____________________________________________ DOB_______________________________

Secondary insurance  _______________________________________________    

Subscriber, if not patient ____________________________________________  DOB_______________________________

If you are insured through any Medicare type insurance plan, your insurance requires us to ask you the following question.  Please simply check the 
appropriate response –  Have you filled out an Advanced Directive?    (Please check response)  ❏ yes  ❏ no 


