Dr. Carolyn Hale M .D.
Joel James PA-C

Patient Registration (Please Print)

Name:

5900 Inland Shores Way, Suite 202

Date:

Keizer, Oregon 97303
Phone- 503-463-6799
Fax- 503-463-6771

Birthdate:

Address;

City:

State:

Home Phone:

Primary MD:

Work:

Zip:

Cdl:

Preferred Pharmacy:

Referring MD:

Location:

Emergency Contact

Name:

Relation:

Phone:

I nsurance | nfor mation

Name of Insurance Company:

Policy Holders Name:

Relationship to Patient:

Birthdate of Policy Holder:

Policy Number:

Group Number:




