


THERESE M. SCOTT, 0.0. 

@@@®@PATIENT REGISTRATION©@©©© 

Name: 
Last 

Address: 

Zip: ______ _ 

Please Print 

First Initial 

Employer name: ____________ _ 

Address: 

Date: __________ _ 

Birth date: ____ Age: __ _ 

Home #_(_) _______ .□

Work #_(_) _______ o 

Cell #_{_) _______ O 
(Check O "preferred contact II") 

Occupation: _______ _ 

Referred by: 
(Dr., friend, yellow pages, ins co., etc.) 

© © © © © IF THIS IS FOR A MOTOR VEHICLE ACCIDENT© © © © © 
If Not: Please turn over for private health insurance information. 

Y..filJ.I. MVA ins. Co.: ___________ _ Telephone# ________ _ 

Address: ________________ _ Claim# __________ _ 

Policy # _________ _ 

Policy is in who's name? __________ _ Relationship to patient: ___ _ 

Policy holder's Soc Sec #-. _________ _ Policy holder's birth date: ___ _ 

Date of Accident: ____________ _ 

Have you seen anyone for these injuries? [ ] Yes [ ] No If "Yes" please state where and 

when: _______________________________ _ 

© © © © © OTHER PARTY'S MVA INSURANCE© © © © © 

Ins. Co.: _______________ _ Telephone #: _______ _ 

Address: ________________ _ Claim number#: ______ _ 

Policy #: _________ _ 
i+ i+ i+ Please turn over i+ i+ i+ 

(Patient Registration page 1) 





Thersese M. Scott, D.O. 
11131 S.E. l 90'h Court 
Damascus, OR 97089 
503-558-8918 Office

503-558-9712 Fax

Patient Medical History 

Name: _____________ _ Date: __________ _ 

Current Problems/Complaints: (Please list your symptoms/problems) 

Have you had x-rays, CT scans, MRI scans? ____ If yes, dates/place taken and 
results if known: 

What makes your condition better and what makes it worse? 

What are you not able to do that you could do before your injury/condition? 

List allergies to medications: 

List current medications, including dose and strength: 

List current herbal preparations, vitamins, and homeopathies: 

Previous surgeries, dates and procedures done: 

Do you wear: I I Glasses I l Contact Lenses I I reading only (check) 

Have you had eye surgery? If yes, Date: ______ _ 

Side: I !Left I I Right l .I Lasik

Describe any other hospitalization: 

[ I Radial Keratotomy 
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Medical Problems, (example: high blood pressure, diabetes, etc.) 

Date of diagnosis: Problem: 

Are you: f l married I I single I ] with significant other (check) 

Do you, or have you ever smoked, or chewed tobacco? (describe amount) 

Do you use alcohol, and if so how often and how much? 

Describe your occupation: 

Describe your children's names, age, and health: 

Age of mother (or at time of death) and any health problems: 

Age of father (or at time of death) and any health problems: 

Any medical illness that runs in your family (cancer, diabetes, etc.)? 

Current weight:______ Any gain or loss in the last year?! I Yes I I No 

Dental problems? I 1 Yes I I No If yes, explain. ____________ _ 

Female patients: Date of last menstrual period _____________ _ 

Number of Pregnancies: _____ _ Any problems with delivery? [ } Yes [ } No 

Were you born from a C-section or vaginal birth? _____________ _ 

Describe previous car accidents and injuries: (include dates) 

Have you ever had: r l "the wind knocked out of you" 

If so, please describe: 

I l blackout or concussion? 

Mac/Desktop/MasterRr-; strationand Master Forms/PatientMedic· ''-listory 
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FINANCIAL POLICIES 
 

PLEASE READ CAREFULLY 
 
Patient Responsibility: 

 

I understand and agree that health and accident insurance policies are an arrangement between the insurance carrier and myself.  

Furthermore, I understand that Therese M. Scott, D.O. and staff will prepare any necessary reports and forms to assist in making 

collections from the insurance company, and that any amount authorized to be paid directly to Therese M. Scott, D.O., will be credited 

to my account on receipt.  By signing below I authorize my insurance company to pay and hereby assign directly to Therese M. Scott, 

D.O. all owed benefits.  However, I clearly understand and agree that all services rendered to me are charged directly to me and that I 

am personally responsible for payment for such services.   

 

It is further understood and agreed that any and all costs incurred by Therese M. Scott, D.O., in collecting on a past due account, 

including collection costs and attorney fees, both at trial and on appeal, shall be payable by myself (the patient, or patient's guardian, 

or parent).  Interest will be charged on balances over 60 days, 18% per annum. 

 

Insurance Information: 

 

Medicare:  Therese M. Scott, D.O., does not bill Medicare for any services performed.  Dr. Scott has opted out of Medicare and 

cannot except any form of Medicare, including Advantage plans.  If, while under Dr. Scott's care, I become eligible for Medicare, I 

will immediately inform the front desk regarding this. 

 

 Workers Compensation:  In order to file a Workers' Compensation claim, the name of your insurance carrier, the date of injury, and 

claim number, if available, is needed.  I will notify the front desk if the visit is due to an injury covered by Workers’ Compensation. 

 

 Private Insurance:  For the convenience of our patients, we will bill private insurance with assignment of payment to Therese M. 

Scott, D.O. If you have a co-payment plan, your co-payment is due at the time of service.  Other balances on the account will be billed 

to you when we receive payment from the insurance company.  We do not bill secondary insurance companies. 

 

 Motor Vehicle Insurance:  In order to bill for a motor vehicle accident, the name of your insurance company, date of accident, and 

claim number is needed.  The office will bill your vehicle insurance directly.  If your insurance company does not pay for the services 

rendered it is your responsibility to pay for the services and receive reimbursement from your motor vehicle insurance. 

 

 Same Day Payments:  A reduction in fees is available to patients paying at the time of the visit.  If other arrangements are made for 

payment, cash reduction does not apply.  The office does accept Cash, Check, and Credit/Debit cards. 

 

Cancellation Policy:  The office of Therese M. Scott, D.O. requires 48 hours notice if you must cancel your appointment.  Otherwise, 

you will be charged a fee of $75.00 for an established patient and $100.00 for a new patient for a non-cancelled visit, which must be 

paid in advance of a future appointment.  Insurance companies do NOT reimburse such charges.  Please note that I have allotted a 45 

to 60 minute slot that is dedicated entirely to you, and I appreciate your consideration of my schedule. 

 

I have read and understand the above information.   

 

____________________________________________________________________ ____________________________ 

 Name   (printed)         Driver’s License Number and State 

 

____________________________________________________________________ ____________________________ 

Patient signature (or guardian if patient is a minor under age 15, and relationship) Date 
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