Providence Outpatient Behavioral Health, 5228 NE Hoyt St, Portland, OR 97213

PATIENT INFORMATION

Do you have a fever (100.4 degrees +), cough or shortness of breath in the last 24 hours or have you
been exposed to someone diagnosed with COVID-19? (YES) (NO)

Legal Name (Last, First, Middle):

Email (for purposes of virtual visits):

Former or Maiden Name (if applicable): DOB:

Gender:OM OQF QO MTF QFTM (Other: SSN:

Marital Status:OSINGLEOMARRIEDODIVORCED QWIDOWED()SEPERATED O PARTNERED

Mailing Address:

City: State: ZIP:
Primary Phone: ( ) VM ok?  Other Phone ( )
Employer: Part time/Full time:

Primary Care Physician:

EMERGENCY CONTACT INFORMATION

Emergency Contact (Last, First):

Relationship: Emergency Contact Phone: ( )

PRIMARY INSURANCE INFORMATION CHECK HERE IF UNINSURED: []

Insurance Company: Rel to patient:
Policy/ID number: Group number:
Subscriber’s Name: Subscriber DOB:
Subscriber Employer: Part time/Full time:

Subscriber Address:

SECONDARY INSURANCE INFORMATION

Insurance Company: Rel to patient:
Policy/ID number: Group number:

Subscriber’s Name: Subscriber DOB:
Subscriber Employer: Part time/Full time:

Subscriber Address:
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