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Petroff Center  
17720 Jean Way, Suite 100 

Lake Oswego, OR 97035        Date: __________________________ 

(503) 635-4886 

Completion of this information in its entirety is required at time of visit 

Mr.  Mrs.  Ms.  Dr. NAME:                                                                                   PREFERRED NAME: 

ADDRESS: CITY: STATE: 

ZIP:                                   SOCIAL SECURITY NUMBER:                                                               MARITAL STATUS:    SINGLE    MARRIED    OTHER 

DATE OF BIRTH:       /       / SEX: M  F HOME PHONE:  (         )                                 

WORK:  (         )                               OTHER:  (           )                                      CELL   PAGER        

                                                                                             

EMAIL ADDRESS: PREFERRED CONTACT NUMBER:  HOME   WORK   CELL        

WOULD YOU LIKE TO RECEIVE OUR NEWSLETTER?    YES    NO 

EMERGENCY CONTACT (SOMEONE NOT LIVING WITH YOU): RELATION: 
PHONE:  (           ) 

EMPLOYMENT:  FULL TIME   PART TIME   FULL TIME STUDENT   PART TIME STUDENT   RETIRED   UNEMPLOYED    

OCCUPATION: EMPLOYER/SCHOOL: 

REFERRAL SOURCE:                 DOCTOR      ESTABLISHED PATIENT     INTERNET     NEWSPAPER    YELLOW PAGES      

                                                  WORD OF MOUTH    SEMINAR  OTHER _________________________________________(PLEASE LIST) 
REFERRING PHYSICIAN: TYPE OF VISIT:   INSURANCE   COSMETIC 

                           SECOND OPINION  LEGAL 

PLEASE COMPLETE THIS SECTION ONLY IF YOU ARE SEEKING TREATMENT OF AN INJURY THAT WAS A RESULT OF AN ACCIDENT 

ACCIDENT/INJURY DATE: STATE WHERE INJURY OCCURRED: CLAIM NO.: 

ACCIDENT INSURANCE COVERAGE: 

 
CLAIMS PHONE:    (           ) 

CLAIMS ADDRESS: 

PERSON RESPONSIBLE FOR ACCOUNT: 

RELATION TO THE GUARANTOR:  SELF  CHILD  SPOUSE OTHER 
GUARANTOR DATE OF BIRTH:       /       / 

GUARANTOR EMPLOYER: 
WORK PHONE:  (           ) 

PRIMARY INSURANCE COMPANY: COPAY AMOUNT: 

INSURANCE COMPANY ADDRESS: 

SUBSCRIBER ID #: GROUP #: 

SECONDARY INSURANCE COMPANY: 

 

SECONDARY INSURANCE ADDRESS: 

NAME OF THE INSURED: 

RELATION TO THE GAURANTOR:  SELF  CHILD  SPOUSE OTHER 
DATE OF BIRTH:       /       /  

SUBSCRIBER ID #: GROUP #: 
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