Today’s Date: _________________

Oregon Regenerative Medicine
Center for Traditional Medicine, P.C.

Patient Profile
NAME___________________________________________________________AGE__________BIRTHDAY______________SEX___________
ADDRESS____________________________________________________CITY______________________STATE_________ZIP_____________
PHONE (home)___________________________ (work)_____________________________(cell)___________________________________
E-MAIL_______________________________________________________________________________________________________________
FOR MINORS, PLEASE NOTE PARENT’S NAME AND CONTACT INFO:
_____________________________________________________________________________________________________________________
OCCUPATION_______________________________________

FULL TIME

PART TIME

RETIRED

(circle one)

EMPLOYER___________________________________________________________________________________________________________
LIVE WITH: Spouse/Partner_________Parents_________Relatives_________Friends_________Alone_________
EMERGENCY CONTACT: ____________________________________________ RELATIONSHIP____________________________________
ADDRESS: ______________________________________________________________PHONE#_____________________________________
How did you hear about Oregon Regenerative Medicine? __________________________________________________________________
A NOTE TO OUR PATIENTS: Preventative Medicine and holistic health care are only possible when the physician has a complete
picture of the patient physically, mentally and emotionally. We are asking you to provide us with part of this picture by carefully
and thoroughly completing this health history form. Print all information and mark any questions you do not understand.
You must understand that naturopathic physicians offer an approach to your overall care which may differ from other methods of
diagnosis and treatment such as those offered by medical doctors. Our commitment is to provide you with appropriate naturopathic
care and, to the extent possible, work with other health care providers equally concerned with your well-being. Our naturopathic
doctors are NOT medical doctors and will never attempt to take their place in your overall health management.
WEIGHT ____________ HEIGHT ____________
DO YOU EXERCISE? _________ WHAT FORMS? _______________________________________HOW OFTEN?______________________
WHEN AND WHERE DID YOU LAST RECEIVE MEDICAL OR HEALTH CARE? ________________________________________________
__________________________________________________ FOR WHAT REASON?______________________________________________
IN YOUR OPINION, WHAT ARE YOUR MOST IMPORTANT HEALTH PROBLEMS?
1) _____________________________________ 2) _____________________________________ 3)____________________________________
PLEASE LIST ALL CURRENT MEDICATIONS:

1)_____________________________________
3)_____________________________________
5)_____________________________________

2)_______________________________________
4)_______________________________________
6)_______________________________________

ARE THERE ANY PRACTITIONERS WITH WHOM YOU WOULD LIKE US TO COORDINATE CARE?
1)___________________________________2)_______________________________________3)______________________________________

Oregon Regenerative Medicine
Center for Traditional Medicine, P.C.
Patient Conditions of Treatment and Informed Consent to Treat
This document is a binding agreement (the "Agreement") between Center for Traditional Medicine P.C. DBA Oregon Regenerative Medicine, ("We" "Us"
"Our") and the individual patient whose name and signature appears below ("You" "Your"). In consideration of the heath care services which may be
provided to You by Us at the present and at all times in the future, You agree as follows (Your agreement indicated by placing Your initials on the lines
following each section and by signing in the space provided):
1. Consent For Treatment. You understand that the practice of medicine is not an exact science and that diagnosis and treatment may involve risk of
injury or death. You hereby consent to and authorize Us to provide You with health care treatment which, depending on Your health conditions, may
include without limitation one or more of the following procedures: naturopathic medicine, dietary, herbal, medical, pharmaceutical and anesthetic
treatment, Minor Surgery, Gynecology, Radiofrequency procedures, Acupuncture, Prolotherapy and/or Platelet Rich Plasma injections, Adipose Cell
injections, Intravenous Micronutrient and Botanical Therapy and Heavy Metal Chelation, (together the "Treatments") administered by Us, our
physicians, assistants, consultants and staff. You acknowledge that we have not made any guarantees or promises as to the outcome or the safety and
efficacy of the Treatments. (Initials)______
2. Experimental Nature of Treatment. You acknowledge and agree that the Treatments may consist in whole or part of experimental procedures and
methods, including without limit Acupuncture, Intravenous Micronutrient Therapy, Minor Surgery, Prolotherapy and Platelet Rich Plasma therapy,
Adipose Cell Therapy, on which no governmental (including the U.S. Food and Drug Administration ("FDA"), scientific or medical authority has
confirmed the safety or efficacy thereof. You acknowledge that the safety and efficacy record of the Treatments is based only on empirical and
anecdotal evidence, which only shows that the Treatments appear to be relatively safe and effective. We have informed you that the Treatments MAY
alter, address or decrease your pain, symptoms or complaints, but also may have no effect. (Initials) ______
3. Minor Surgery, Prolotherapy, Injection Therapy Risks, Side Effects, Complications. We hereby inform You that there are certain unavoidable risks and
potential side effects and complications to the Treatments, including without limitation swelling; increased pain; bleeding; dizziness, numbness;
scarring; scar or keloid formation; asymmetry; allergic reaction; discoloration; soreness, itching, a feeling of "lumpiness" or permanent skin contour
irregularities at the site of Treatments], all of which may be permanent. Treatment may very rarely cause infection; injury to nerves, temporary or
permanent alteration in sensation; the need for additional surgery or hospitalization; spinal cord injuries, Pneumothorax (temporary lung collapse),
paralysis, or other serious or debilitating injuries or death. (Initials)______
4. Description of Treatments. The exact procedure, as well as the recommended sequence of Treatments, will be explained to you when we actually
administer the Treatments. You acknowledge that any of the Treatments may involve insertion of needles into Your skin and veins and the injection of
standardized formulas which may include various nutritional substances, hormones, homeopathic medicines, and FDA approved prescriptive medicines,
chelating agents, local anesthetic (procaine, Bupivacaine, Lidocaine), concentrated dextrose, concentrates or your own blood (platelet Rich Plasma,
Bone Marrow aspirate, Fat Derived Cells) and, on occasion, other substances and local subcutaneous anesthetic infiltration (with or without
epinephrine) which will be explained to you before injections. (Initials)______
5. Medical Staff. You are aware that among those who attend you on our behalf are medical, nursing and other health care personnel employed by us
or in training, who unless requested otherwise, may participate in your patient care. (Initials)_____
6. Information You Provide Us. You have provided Us with a complete list of all prescription and non-prescription medications and dietary supplements
You are currently taking, and a complete list of all known allergies You may have, and all allergic or adverse reactions You have had in the past to any
medicines, dietary supplements or medical treatments of any kind. You agree to update us periodically should this list change. (Initials)_____
7. Assumption of Risk. You hereby acknowledge that after having read carefully and understood fully the terms of this Agreement, and that you will be
given adequate time to ask any questions about this Agreement or the Treatments that You have, You are willing to assume any and all risks associated
with the Treatments, including without limitation those described in this Agreement. You acknowledge that no explanation or description of the
Treatments can ever fully explain every possible risk, side effect or complication that may/or could arise from the Treatments, but that by initialing and
signing this Agreement, You nevertheless acknowledge Your willingness to assume such risks and that Your consent to the Treatments is willing,
voluntary and informed. (Initials)_____
8. Alternatives. You have been informed that there are alternatives to the Treatments including surgery, other types of injections, prescription
medications and taking no action. (Initials)_____
9. Miscellaneous. You agree that this Agreement constitutes the entire agreement between you and us regarding the subject matter hereof. No
promise, representation, guarantee or warranty not included in this Agreement has been or is being relied upon by you. This Agreement shall be
binding on you and your successors, heirs, legal representatives and assigns. In case anyone of the provisions of this Agreement is held invalid or illegal,
such provision shall be curtailed, limited or severed only to the extent necessary to remove such illegality or invalidity. This Agreement shall be
governed by the laws of the State of Oregon without regard to any choice of law principal. Any dispute between you and us shall be adjudicated in
state or federal court in Clackamas County, Oregon, and you submit to the jurisdiction of any such court. (Initials)_____
BY SIGNING THIS AGREEMENT, YOU INDICATE THAT YOU HAVE READ, UNDERSTAND AND AGREE TO ITS TERMS, YOU MAY RECEIVE A COPY OF
THIS AGREEMENT, AND THAT YOU ARE THE PATIENT, GUARANTOR, THE PATIENT'S LEGAL REPRESENTATIVE OR LEGALLY AUTHORIZED TO
SIGN THIS AGREEMENT AND ACCEPT ITS TERMS

Patient signature__________________________________

Legal Guardian/Proxy/Representative__________________________________________

Date_____________________________________________

Date_______________________________________________________________________

Print Patient Name________________________________

Print Name of person signing_________________________________________________

Physician Certification: I nearby certify that one of my associates or I have explained to the patient or authorized person the nature of the proposed
treatments, the medically significant alternatives, and in lay terms the purpose, likelihood of success, benefits, and reasonably foreseeable risks,
complications, and consequences of treatment. The patient or person authorized has had the opportunity to ask questions and has stated that no
further explanation was desired.
Physician Signature __________________________________________Date________

Revised 01/15/2020

Oregon Regenerative Medicine
Consent for Communication through Phone, Voicemail, or Email
Our patients and clients frequently request that we communicate with them by phone,
voicemail, or email. Oregon Regenerative Medicine respects your right to confidential
communications about your protected health information. Since voicemails and emails can be
inherently insecure as a method of communication, we will only communicate with you by
voicemail or email at the phone numbers or email addresses you provide to us below with your
written consent. Please be aware that if you have an email account through your employer,
your employer may have access to your email.
When you consent to communicating with us by voicemail or email you are consenting to
communication that may not be encrypted. It is also possible that voicemail messages may be
intercepted by others. Therefore, when you consent to communicating with us through phone,
voicemail, or email you are agreeing to accept the risk that your protected health information
may be intercepted by persons not authorized to receive such information. Oregon
Regenerative Medicine will not be responsible for any privacy or security breaches that may
occur through phone, voicemail, or email communications that you have consented to use
when communicating with us.
By initialing here, I acknowledge that Oregon Regenerative Medicine confirms patient
appointments by phone and uses the telephone for other communications that do not reveal
protected health information: __________
To limit your risk of exposing your protected health information to unauthorized persons, you
may choose to restrict any additional types of voicemail or email communications you have
with us. Please specify below the types of communication you consent to receive by voicemail
and/or email:
Other than appointment confirmations and other matters regarding non-protected health
information by telephone, I do not consent to any additional voice mail or email
communication by placing my initials here: ___________
OR
In addition to appointment confirmations and other matters regarding non-protected
health information by telephone, I consent to communications about my medical condition
and advice from my healthcare providers by the following means. Initial all that you
consent to:
______ Voicemail
______ Email
Email address(es) through which I consent to communicate:
_____________________________________________________________________________________
Phone number(s) through which I consent to communicate:

Patient or Guardian Signature: ________________________________ Date:__________________

Revised November 2019

Oregon Regenerative Medicine
Center for Traditional Medicine, P.C.

FINANCIAL POLICIES
Please take time to read and sign this financial responsibility statement before your first visit.
PAYMENT POLICY: Payment is due at the time of service. Prepayment is required to secure a
scheduled new patient appointment. We accept cash, checks, MasterCard, and Visa.
INSURANCE POLICY: We believe that you are capable of making informed health care
decisions. We believe we are providing the care our patients want and need. Unfortunately,
health insurance companies often do not recognize the efficacy or medical necessity for the
services we provide. Over the last 40 years, we have found that insurers have created obstacles
between providers and patients that waste both patient’s and doctor’s time, obstructing the
efficiency, productivity and quality of health care delivery. For this and other reasons, we have
elected to entirely opt out of insurance billing and reimbursement.
We will provide you with a copy of your bill that you can, at your discretion, submit to your
health plan for reimbursement. We will not bill your health insurance plan. You are financially
responsible to pay for our services regardless of any denial of payment by insurance companies,
benefit payments, third party interest, or the resolution of any legal actions or lawsuits in which
you are involved. Under no circumstances are we responsible if any health plan, HSA, or benefit
you have denies you payment for our services for any reason.
MEDICARE, MEDICARE PART B, and Medicare Advantage: If you are a Medicare beneficiary,
please understand that none of our providers are enrolled as Medicare providers at Center for
Traditional Medicine, and that we will not bill Medicare, and that NO Medicare plans or
supplemental plans will cover or reimburse you for the services we provide.
HEALTH SAVINGS ACCOUNTS (HSA) Rules for HSA accounts vary, and we will only provide you
with a bill of services that you can use, at your discretion, to document your HSA expenditures.
INTEREST FEES: All fees are due at the time of service. In the event that funds are not paid at
the time of service, after 30 days all accounts are charged a monthly finance charge of 2.0% of
the unpaid balance, which is an annual percentage rate of 24% (or a minimum charge of $5.00).
MISSED/LATE CANCELLATION APPOINTMENT FEES: We require two full working days notice
for rescheduling or canceling new patient appointments. This requirement must be met to
enable us to refund any prepayment. The prepayment fee for a new patient appointment is
$375.00.
One full working day is required to change or cancel return visits for established patients. The
missed/late cancelation fee for established patients for a scheduled 1/2-hour slot is $125.00; the
fee for a scheduled 15-minute slot is $75.00.
I understand that delinquent accounts may be assigned to a credit reporting collections service.
If it becomes necessary to pursue collections of any amount owed, I agree to pay for all costs and
expenses, including reasonable attorney fees. There will be a $50.00 fee added to any account
referred to collections. I hereby authorize the Center for Traditional Medicine, P.C. and Oregon
Regenerative Medicine to release any information necessary to secure payment.
ACKNOWLEDGMENT: I have read this financial policy statement and understand its terms. I
acknowledge that I have chosen to obtain the services offered at Oregon Regenerative Medicine,
and have agreed to pay out of pocket for the services I receive. I have no expectation that my
insurance plan will reimburse me. If I am a MEDICARE beneficiary, I attest that I have chosen to
not use my Medicare benefits for the services I receive and understand that Oregon
Regenerative Medicine will not bill Medicare.

Print Patient’s Name____________________________________ D.O.B._________________
Responsible Party ____________________________Relationship to Patient_____________
Signature of responsible party______________________________ Date_________________

Revised April 2022

Oregon Regenerative Medicine
Center for Traditional Medicine, P.C.

Notice of Privacy Practices
This notice describes how medical information about you may be used or disclosed and how you can get access
to this information. Please review it carefully.
Protected Health Information (PHI) is defined as any information whether oral or recorded, in any form or
medium that is created or received by a healthcare provider that connects the patient’s name to any treatment,
financial status or health status in the past, present or future. PHI is generally used when we send and receive
information to/from doctors, lawyers, pharmacies and insurance companies.
If PHI is requested by another office or by the patient, we request the patient sign a release form before any
information can be shared or released. There is an understanding that we may send PHI if requested by your
insurance company in order to secure payment for you. Only the minimum information necessary will be shared,
as a rule.
Disclosure of PHI in the following cases do not require patient consent: If the disclosure is required by law, if the
request is from the public health authority, if the request involves child abuse, neglect, domestic violence, in
judicial and administrative proceedings, requests from law enforcement, requests for cadaveric organ, eye or
tissue donation purposes, food and drug administration requests, in cases of communicable diseases, to avert a
serious and imminent threat to health and safety, or workers compensation.
Patients have the right to receive a copy of this Notice of Privacy Practices. They have the right to access their
own PHI and to request amendments and restrictions. Patients have the right to not be intimidated or
threatened when making these requests. We may not require them to sign a waiver relinquishing these rights in
order to receive treatment. Patient’s names will not be used in any fundraiser or venture without prior
authorization, except for our mailing list. Patients can be removed from this list by request.
Unless we are otherwise directed, PHI will only be released to friends and/or family if the patient is incapacitated
or it is an emergency and ONLY if the doctor decides it is in the best interests of the patient. If you have family
members whom you would like to authorize access to your PHI, please add their name(s) to the bottom of this
form. Custodial parents have access to their children’s PHI if they are minors unless another agreement has been
made or the doctor believes there is a possibility of child abuse/neglect.
If a patient requests an amendment of, or access to their PHI, depending on the situation, the doctor may or may
not comply. If access or amendments are denied, the patient will be provided with a statement that includes the
reasons for that denial. Our office has 30 days to respond to any request for information. If the requested
information is kept offsite, our office has 60 days to respond. If the patient does not agree with the doctor’s
decision, there is an appeals process that will be explained to the patient at that time.
Our staff are trained in privacy and security procedures. The front staff members have limited access to all active
patient files and also to existing archived files dating back to 1978. (CTM routinely destroys files after 10 years of
inactivity). They do not have authority to review and/or release test results, or to access any PHI without
appropriate reasons. The practitioners in the office have access to their patients’ PHI only, unless the on call
doctor needs to access the PHI to assist the patient. If the patient sees more than one doctor at ORM,
information may be shared between doctors. Both Dr. Peterson and Teresa Shelley (co-owners of CTM) have
access to all existing patient records dating back to 1978. I have read the above notice.
Signature: ____________________________Date______________ Print name: _______________________________
Please include my name on your newsletter mailing list: Yes No (circle one)
I would like a copy of this notice: Yes No (circle one)
I authorize CTM P.C. to share my PHI with: ______________________________ Relationship:_________________
A copy of our complete Privacy Policy is available in our waiting room.

Contact: Teresa Shelley, Privacy Officer (503) 636-2734

Revised August 2018

Oregon Regenerative Medicine
Center for Traditional Medicine, P.C.

Pain Outcomes Profile
Patient Name__________________________________________ Date___/____/____
Date of Birth ____/____/____

Height__________

1. How long have you had pain?

Weight__________

_____Years and ____Months

2. On a scale of 0-10, with 0 being no pain and 10 being the worst possible
pain, how would you rate your pain right now?
0

no pain

1

2

3

4

5

6

7

8

9

10

worst possible pain

3. How would you rate your pain on average during the last week?
0

no pain

1

2

3

4

5

6

7

8

9

10

worst possible pain

4. Does your pain interfere with your ability to perform activities of daily
living such as: dressing yourself, cooking, climbing stairs?
0

no pain

1

2

3

4

5

6

7

8

9

10

7

8

9

10

worst possible pain

5. How would you rate your physical activity?
0

1

significant
limitation in
basic activities

2

3

4

5

6

can perform
vigorous activities
without limitation

6. How much do you worry about re-injuring or making your pain worse if
you are more active?
0

1

not at all

2

3

4

5

7. Do you use prescription pain meds?

6

7

8

9

10

all the time

Y/N

Which ones? _____________ Dose ____/day ____/week #months?_____
_____________ Dose ____/day ____/week #months?_____
8. Do you use over-the-counter pain meds? Y/N
Which ones? _____________ Dose ____/day ____/week #months?_____
_____________ Dose ____/day ____/week #months?_____
9. Do you use natural or nutritional pain meds? Y/N
Which ones? _____________ Dose ____/day ____/week #months?_____
_____________ Dose ____/day ____/week #months?_____

Oregon Regenerative Medicine
Center for Traditional Medicine, P.C.

Hip Pain Questionnaire
Patient Name____________________________________________ Date_____/_____/_____
1.

Have you had pain recently (within the last 3 months) on the affected hip? (Please circle
responses)

Right Side:

Yes / No

If yes:
Location:
Severity:
Frequency:
Left Side:

Buttock
None
Never

Groin
Mild
Rarely

Thigh

Side
Moderate
Occasionally

Lower Back
Severe
Frequently

Knee
Excruciating
Always

Groin
Mild
Rarely

Thigh

Side
Moderate
Occasionally

Lower Back
Severe
Frequently

Knee
Excruciating
Always

Yes / No

If yes:
Location:
Severity:
Frequency:

Buttock
None
Never

2. Do you have difficulty with:
Putting on socks/shoes?
Personal care (toilet, bathing, etc.)
Household activities (cleaning, etc.)
Getting in and out of a car?

None
None
None
None

Slight
Slight
Slight
Slight

Moderate
Moderate
Moderate
Moderate

Great
Great
Great
Great

Unable
Unable
Unable
Unable

3. How much assistance do you need with going up and down stairs?
None

Cane/Crutch/Banister

2 crutches

Walker/someone’s assistance

Unable

4. How far can you walk (before your pain limits you)?
Unlimited

10+ blocks

4-10 blocks

1-3 blocks

Housebound

5. Please select your favorite recreational activities and how often you would participate in them:
a.
b.
c.
d.
e.
f.
g.
h.

Walking (>1 mile)
Running
Swimming
Gym Workout
Tennis
Golf
Gardening
Other: _____________

Never
Never
Never
Never
Never
Never
Never
Never

Rarely
Rarely
Rarely
Rarely
Rarely
Rarely
Rarely
Rarely

Occasionally
Occasionally
Occasionally
Occasionally
Occasionally
Occasionally
Occasionally
Occasionally

Frequently
Frequently
Frequently
Frequently
Frequently
Frequently
Frequently
Frequently

Always
Always
Always
Always
Always
Always
Always
Always

6. How often does your affected hip influence or prohibit the performance of these activities?
Never

Rarely

Occasionally

Frequently

Always

7. How often does your affected hip influence your social activities? (recreation, traveling)
Never

Rarely

Occasionally

Frequently

Always

8. How often does your hip pain influence your sense of well-being? (emotionally, mentally)
Never

Rarely

Occasionally

Frequently

Always

9. Please rate your degree of satisfaction with your ability to use your hip:
0

Unsatisfied

1

2

3

4

5

6

7

8

9

10

Fully Satisfied

