Bours Health Center, P.C.
W.A. "Peter" Bours, M.D.

PATIENT REGISTRATION
(Please Print)
Date
PATIENT'S INFORMATION
First Name (Miss, Mrs, Ms, Mr) Middle Initial Last Name Social Security Number
Address Date of Birth Home Phone Number
City State Zip Sex (Circle) Cell Phone Number
M F
Your Occupation Employer Marital Status (Circle) Employer Phone Number
S M D W
INSURANCE INFORMATION
Subscriber's First Name Middle Initial Last Name Social Security Number
Address Sex (Circle) Home Phone Number
M F
City State Zip Marital Status (Circle) Employer's Phone Number
S M D W
Name of Insurance Company Policy or ID Number Group Number
Relationship to Patient Subscriber's Employer Date of Birth Subscriber's Occupation
DRIVER'S INFORMATION .
Name Phone Number Cell Phone Relationship

INSURANCE AUTHORIZATION

1 HEREBY AUTHORIZE THE ABOVE DOCTOR/DOCTORS TO FURNISH THE INSURED'S INSURANCE COMPANY ALL INFORMATION WHICH SAID
INSURANCE COMPANY MAY REQUEST CONCERNING MY PRESENT CLAIM. I HEREBY ASSIGN TO THE DOCTOR ALL MONEY WHICH I AM
ENTITLED TO FOR EXPENSE RELATIVE TO THE SERVICES PERFORMED FROM TIME TO TIME BUT NOT TO EXCEED MY INDEBTEDNESS TO SAID
DOCTOR. IT IS UNDERSTOOD THAT ANY MONEY RECEIVED FROM THE ABOVE NAMED INSURANCE COMPANY OVER AND ABOVE MY
INDEBTEDNESS WILL BE REFUNDED TO ME WHEN MY BILL IS PAID IN FULL. I UNDERSTAND I AM FINANCIALLY RESPONSIBLE TO SAID
DOCTOR FOR CHARGES NOT COVERED BY THIS ASSIGNMENT. THE ABOVE INSURANCE INFORMATION MAY BE VERIFIED.

PLEASE REMEMBER:

. All information is confidential; we will not release any information without your written consent.
You must have a valid Oregon Medical card (welfare) with you on the day of your service if you want us to bill the State.
. Ifyou have insurance or Oregon welfare, we can bill them but we must have at least three days advance notice.
. Payment in either cash, Visa or Mastercard (no checks) is due at the time of the service.
. Your appointment will take two hours; plan accordingly. If your ride is planning on dropping you off and picking you up later,
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have them check with the receptionist before leaving.



VASECTOMY QUESTIONNAIRE

NAME: DATE:

AGE:

OCCUPATION:

MARITAL STATUS: S M W D

PARTNER (optional):

BIOLOGICAL CHILDREN (names & ages):

OTHER CHILDREN LIVING WITH YOU (names & ages):

MEDICAL HISTORY:

PREVIOUS SURGERY

SERIOUS ILLNESSES

ALLERGIES

SEXUALLY TRANSMITTED DISEASE (VD)

INFECTION OF OR INJURY TO SCROTUM, TESTICLES, OR PROSTATE

PRESENT METHOD OF BIRTH CONTROL

HOW DID YOU FIRST LEARN OF OUR CENTER?
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