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Name:                                                                                                 Date:    

 
Address: 

 
City:                                                              State:                            Zip:    

 
Phone # (home):                                   (cell)                                   (work):    

 
Email address:                                                                    Skype name:    

 
Age:            Date of Birth:                        Gender: F/M Education:    
_ 
Married:       Separated:         Divorced:         Widowed:         Single:           Partnership: 

 
Live with: Spouse:              Partner:            Parents:            Children:            Friends:            Alone:    

 
Occupation:                                                                                                  Hours per week:    

 
Employer Name and Address: 

 
 
 
 
How did you hear about this clinic? Another practitioner                                        Google search 

 
Brochure   Health talk   Health fair   ND directory   Professional seminar   Other   

 
Has any other family member already been a patient at this clinic?    

 
Emergency contact:                                                                          Relationship:    

 
Phone:                                                        Address:    

 
 
 
 

CONTEXT OF CARE REVIEW 
 
Successful health care and preventive medicine are only possible when the physician has a complete 
understanding of the patient physically, mentally, and emotionally. The nature of your response to the 
following questions  will go a long way in assisting my understanding of your desire for optimal wellness. 
Your time, thoughtfulness and honesty in completing this overview will greatly aid me to assist your health 
needs. 

 
Why did you choose to come to this clinic? 

What do you know about our approach? 
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CONTEXT OF CARE REVIEW 

 
 
What three expectations do you have from this visit to our clinic? 

 
 
 
 
What long term expectations do you have from working with our clinic? 

 
 
 
 
What expectations do you have of me personally as your health care provider? 

 
 
 
 
What is your present level of commitment to address any underlying causes of your signs and symptoms 
that relate to your lifestyle? Rate from 0 to 10, 10 being 100% committed. (Circle Number) 

 
 
0%   0      1     2        3         4         5         6         7         8         9         10          100% 

 
 
 
 
What behaviors or lifestyle habits do you currently engage in regularly that you believe support your 
health? 

 

What behaviors or lifestyle habits do you currently engage in regularly that you believe are self destructive? 

What potential obstacles do you foresee in addressing the lifestyle factors which are undermining your 

health and adhering to the therapeutic protocols which we will be sharing with you? 
 
 
 
 
Who do you know that will sincerely and consistently support you with the beneficial lifestyle changes you 
will be making? 

 
 
 
 
What do you love to do? 

 
 
 
 

Describe your health experience in words and/or draw it on the back of this page. 
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WHEEL OF 
BALANCE 

 
 
 
 
 
 
 
Wellness is a balance of many factors. 
Using the circle, shade your level of 
satisfaction in each area as it relates to 
you. 
For example, if you are 60% satisfied in 
your career, shade the first six levels of the 
career slice. 
Do the same for each area, starting from 
the center point radiating outward. 

 
 
 
 
 
 
Are you currently receiving healthcare? Yes / No 

 
If yes, where and from whom? 

selahnaturalmedicine.com 

 
If no, when and where did you last receive medical or health care?    

 
What was the reason? 

 
What are your most important health problems? List as many as you can in order of importance. 

 
1)    

 
2)    

 
3)    

 
4) 

 
5)    

 
6)    

 
7)    

 
Do you have any known contagious diseases at this time? Yes / No 

 
If yes, what?    
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FAMILY HISTORY 
Do you or anyone in your family have a history of any of the following? (please circle and say who) 
Cancer Diabetes Heart Disease High Blood Pressure 
Kidney disease Epilepsy Arthritis Glaucoma 
Tuberculosis Stroke Anemia Mental Illness 
Asthma Hay fever Hives Chemical Exposure 

 

Any other relevant family history? 
 

What is your family heritage? 
 

CHILDHOOD    ILLNESSES 
Birth city & state:                                                   Birth time: 

 
Birth weight:   

 
Please circle whether you had any of the following as a child: 
Rheumatic fever          Diphtheria                  Scarlet fever                Chicken pox 
German Measles         Measles                      Mumps                       Pertussis 

 
HOSPITALIZATIONS/SURGERY/IMAGING 

 
What hospitalizations, surgeries, x-rays, CAT scans, EEG, EKGs have you had? 
                                                 year     
                                                 year     
                                                 year    

                                                                 year   
                                                                 year    
                                                                 year    

 

Are you hypersensitive or allergic to: 

Any drugs? 

ALLERGIES 

 
Any foods? 

 
Anything in the environmental or chemicals?   

 
CURRENT MEDICATIONS 

Do you take or use any of the following (please circle): 
Laxatives                    Pain relievers                          Antacids                     Cortisone 
Antibiotics                  Tranquilizers                          Sleeping Pills              Thyroid Medication 
Birth Control Pills      Hormone Replacement 
Please list any prescription medications, over the counter medications, vitamins or other supplements you 
are 
taking: 
1)    
2)    
3)    
4)    

5)   
6)   
7)   
8)   
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GENERAL 
 
 
Height:                                        Weight:                           Weight one year ago:    

 
Maximum Weight:                                                                                When:    

 
When during the day is your energy the best? Worst? 

 
Main interests and hobbies: 

 
Exercise: Y / N If so, what kind and how often: 

 
Watch TV: Y / N If so, how many hours?               Read: Y / N If so, how many hours? 

 
Do you have a religious or spiritual practice? Y / N If so, what kind? 

 
 

TYPICAL FOOD INTAKE 
 
Breakfast:    

 
Lunch:    

 
Dinner:    

 
Snacks:    

 
To drink: 
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Consent Form 
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PLEASE READ CAREFULLY BEFORE INITIALING OR SIGNING. 

Consent To Treatment 

I,                                                                                 (patient’s name), hereby voluntarily request and willingly consent to 
receive treatment, receive physical examinations and procedures, perform diagnostic procedures, order diagnostic lab work 
and medical imaging and receive diagnosis by a Physician at Selah Natural Medicine, LLC. 

 
Naturopathic therapeutic procedures are considered safe and effective methods of care. Occasionally, however, 
complications may arise and pose certain risks to me. Any procedure intended to help may have complications. While the 
chances of experiencing complications are small, it is the practice of this clinic to inform our patients about them. These 
complications may include, but are not limited to allergic reaction to pharmaceuticals and/or supplements prescribed to me, 
muscle soreness following a physical medicine procedure, inflammation, soft tissue injury or bruising, dizziness, and 
temporary worsening of symptoms. More serious complications are extremely rare. Additional information on side effects 
and complications is available upon request. It is also our policy to inform you of the procedure being performed and the 
risks and alternative treatments available. If your physician does not explain to your satisfaction, please ask for more 
information. I agree to contact a staff member of Selah Natural Medicine, LLC immediately if I believe any adverse 
reaction may be occurring due to a treatment that was recommended or performed at the clinic. I will inform my healthcare 
practitioner of any previous allergic reaction I have had to any pharmaceutical, nutritional supplement, herbal supplement, 
homeopathic supplement or topical medicine. 

 
Notice to Women: I understand that certain pharmaceutical, nutritional and herbal supplements may be 
harmful to pregnant women and/or their unborn child. I will inform my healthcare practitioner at Selah Natural 
Medicine, LLC if/when I become pregnant, if there is a chance that I may be pregnant, or if I am lactating. 

 
I have read and understand the above statements regarding treatments and that Naturopathic Medicine is 
generally very safe and effective, but I realize that there is no guarantee of cure for my medical condition and 
that I am free to withdraw my consent and to discontinue participation in these procedures at any time.  With this 
knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been giving to me by Selah 
Natural Medicine, LLC or any of its personnel regarding cure or improvement of my condition. I understand that a record 
will be kept of the health services provided to me. This record will be kept confidential and will not be released to others 
unless so directed by my representative or me or as otherwise permitted or required by law. 

 
 
 

Patient Name (PRINT)                                                               Guardian/Personal Representative (PRINT) 
 
 
 

                                                                                 Patient 
Signature                                                                                    Guardian/Personal Representative Signature 

 
 
 
 

Relationship/ Representative Authority 
                                                                                 Date 

4850 SW Scholls Ferry Rd, Suite 108



 
 

8375 SW Beaverton/Hillsdale Hwy. Suite C 
Portland, OR 97225 

info@selahnaturalmedicine.com 
Phone: 503-206-6996 Fax: 888-959-9018 

selahnaturalmedicine.com 

 

 
 

YOUR HEALTH INFORMATION PRIVACY RIGHTS 
 
 
Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain privacy rights 
concerning your health care information. Under this law your health care provider generally cannot give your 
information to your employer, use or share your information for marketing or advertising purposes, or share private 
notes about your mental health counseling sessions without your written consent. As one of your health care 
providers it is our responsibility to keep your information safe and secure. We also need to make sure that your 
information is protected in a way that does not interfere with your health care. It is important that you understand 
that your information can be used and shared in the following ways: 

 
x   For your treatment and care coordination. Multiple health care providers may be involved in your 

treatment directly and indirectly. 
 

x   With your family, friends, relatives, or others that you identify who are involved in your health care or 
health care bills. 

 
x      To protect the public’s health, such as reporting when the flu is in your area. 

 
x      To make required reports to the police, such as gunshot wounds. 

 
x      Obtain payment from third party payers. 

 
 

In order to provide you with service that best meets your privacy needs, please tell us how best to contact 
you when needed. Please check all that apply: 

 
      Please do not phone me at home. Use this alternate phone number:    

 
      Please do not phone me at work. Use this alternate phone number:    

 
      Please do not leave messages on my answering machine. 

 
      Please do not contact me by email. 

 
      Please send mail, including my bills, to this alternate address:    

 
 
 
 

Other request (please describe):    
 
 
 

Patient/Guardian Signature                                                                                       Date 
 

Patient Name (Please Print. Include parent/guardian name if patient is a minor) 
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Authorization to Disclose
Protected Health Information

Patient Information Name: Date of Birth:

Address: Day Phone:

State:City: Zip:

Hospital/Clinic/Health Facility Name & Phone/Fax:
Care Provider

Facility Name & Phone/Fax:(Who has the information you
want released? Please list the
specific hospital and/or clinic.) Facility Name & Phone/Fax:

Receiving Party Name:
(Where do you want the
information sent? Who may have
the information? Who may we
speak with for billing questions?

Address: Day Phone:

State:City: Zip:

Information to be To:Date range of information to be released:   From:
Released (Month/Year) (Month/Year)
(What do you want sent or
released? Check the appropriate
box.)

Please check specific information to be released:

Entire Record

images on CDreports

Emergency Record(s) Billing
Discharge Summary/Note Pathology Reports
History and Physical
Consultation Report

Laboratory Reports
Medication List

Operative Report Therapy Notes

Other:

Progress Notes

Release Instructions Date information is needed: (Note: Please allow 7-10 days for processing)
(How and when do you want the
information?

Mail CD  Fax#:Disclosure Method:         Pickup
Email Address:
Note: Records that are e-mailed will be sent through NVH secure e-mail server.

Other:

By signing this authorization form, I understand that:
The information in the health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS),
human immunodeficiency virus (HIV) and genetic information. It may also include information about behavioral or mental health services, and
treatment for alcohol and drug abuse.
This authorization does not apply to psychotherapy notes.
Once the information described herein is disclosed, it could be redisclosed by the recipient and may not be protected by privacy protections.
I have the right to revoke this Authorization at any time. Revocation must be in writing and presented to Health Information Management
(fax 863-3645). Revocation will not apply to information that has already been disclosed in response to this Authorization.
Treatment, payment, enrollment, or eligibility for benefits may not be conditioned on whether I sign this authorization.
Requests for copies of health records are subject to reproduction fees in accordance with Federal and State law.
I will receive a copy of this Authorization.
Unless otherwise revoked, this Authorization will expire on the following date/event/condition: If I fail to specify
an expiration date/event/condition, this Authorization will expire six (6) months from the date it is signed.

Printed Name DateSignature of Patient or Legal Representative

Printed NameIf Signed by Legal Representative, Relationship to Patient Signature of Witness
For Office Use Only:

Yes NoSignature/lD verified: Completed by # of pages released
Name/DateMRN:

I hereby revoke (cancel) this Authorization to Disclose Protected Health Information.Revocation Authorization
Date:Cancellation Signature:

Other names used for treatment:

Imaging Services

•

•
•
•
•
•
•
•

RM: PFS:

*ROI*
HIM-4

Rev. 05/19

Fax Number:

Portal (valid email required
below)

Portal: Yes No

Portal Invite:

By signing this authorization form, I understand that: 
• The information in the health record may include information relating to sexually transmitted disease, acquired 

immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV) and genetic information. It may also 
include information about behavioral or mental health services, and treatment for alcohol and drug abuse. 

• This authorization does not apply to psychotherapy notes. 
• Once the information described herein is disclosed, it could be re-disclosed by the recipient and may not be 

protected by privacy protections. 
• I have the right to revoke this Authorization at any time. Revocation must be in writing and presented to Selah 

Natural Medicine (fax 888-959-9018). Revocation will not apply to information that has already been disclosed 
in response to this authorization. 

• Requests for copies of health records are subject to reproduction fee in accordance with Federal and State law. 
• Upon request, I will receive a copy of this Authorization. 
• Unless revoked, this Authorization will expire on the following date/event/condition:______________________. 

If I fail to specify an expiration date/event/condition, this Authorization will expire six (6) months from the date it 
is signed.

Authorization to Disclose
Protected Health Information

Patient Information Name: Date of Birth:

Address: Day Phone:

State:City: Zip:

Hospital/Clinic/Health Facility Name & Phone/Fax:
Care Provider

Facility Name & Phone/Fax:(Who has the information you
want released? Please list the
specific hospital and/or clinic.) Facility Name & Phone/Fax:

Receiving Party Name:
(Where do you want the
information sent? Who may have
the information? Who may we
speak with for billing questions?

Address: Day Phone:

State:City: Zip:

Information to be To:Date range of information to be released:   From:
Released (Month/Year) (Month/Year)
(What do you want sent or
released? Check the appropriate
box.)

Please check specific information to be released:

Entire Record

images on CDreports

Emergency Record(s) Billing
Discharge Summary/Note Pathology Reports
History and Physical
Consultation Report

Laboratory Reports
Medication List

Operative Report Therapy Notes

Other:

Progress Notes

Release Instructions Date information is needed: (Note: Please allow 7-10 days for processing)
(How and when do you want the
information?

Mail CD  Fax#:Disclosure Method:         Pickup
Email Address:
Note: Records that are e-mailed will be sent through NVH secure e-mail server.

Other:

By signing this authorization form, I understand that:
The information in the health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS),
human immunodeficiency virus (HIV) and genetic information. It may also include information about behavioral or mental health services, and
treatment for alcohol and drug abuse.
This authorization does not apply to psychotherapy notes.
Once the information described herein is disclosed, it could be redisclosed by the recipient and may not be protected by privacy protections.
I have the right to revoke this Authorization at any time. Revocation must be in writing and presented to Health Information Management
(fax 863-3645). Revocation will not apply to information that has already been disclosed in response to this Authorization.
Treatment, payment, enrollment, or eligibility for benefits may not be conditioned on whether I sign this authorization.
Requests for copies of health records are subject to reproduction fees in accordance with Federal and State law.
I will receive a copy of this Authorization.
Unless otherwise revoked, this Authorization will expire on the following date/event/condition: If I fail to specify
an expiration date/event/condition, this Authorization will expire six (6) months from the date it is signed.

Printed Name DateSignature of Patient or Legal Representative

Printed NameIf Signed by Legal Representative, Relationship to Patient Signature of Witness
For Office Use Only:

Yes NoSignature/lD verified: Completed by # of pages released
Name/DateMRN:

I hereby revoke (cancel) this Authorization to Disclose Protected Health Information.Revocation Authorization
Date:Cancellation Signature:

Other names used for treatment:

Imaging Services

•

•
•
•
•
•
•
•

RM: PFS:

*ROI*
HIM-4

Rev. 05/19

Fax Number:

Portal (valid email required
below)

Portal: Yes No

Portal Invite:

Authorization to Release 
Protected Health Information

SELAH NATURAL MEDICINE & THE NW CENTER FOR BIOLOGICAL MEDICINE nwbiomedcenter.com

Records that are emailed will not be sent through a secure email server.

Email
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Dear New Patient, 

 
Welcome to Selah Natural Medicine. We look forward to providing for your health care needs. We 
encourage your questions and participation in all aspects of your care. Please read and initial the following 
statements: 

 
   Payment for all services and medicinary items is due at the time of the visit. We accept cash and 

checks. Returned checks will be subject to a $35.00 NSF fee. 
 
                 You will receive a bill that you may submit to your insurance company for reimbursement. 

 
   Phone calls and emails regarding an existing health issue that require more than 10 minutes of 

attention from your physician will incur a fee. Phone calls and emails regarding a new health 
issue, regardless of the length of time of attention required, will also incur a fee. Your physician 
will notify you of the need for a charge, so that you can determine whether you would like to 
address the issue and pay the fee, or schedule an appointment. Phone and email charges are not 
billable to insurance. 

 
   You will be charged a Missed Appointment Fee of $50.00 for any missed appointments or late 

cancellations (less then 24 hours notice). 
 
   I understand that I am expected to have a local primary care physician if I am conducting my 

appointments with my Selah Natural Medicine practitioner(s) by phone, Skype, or any other 
electronic means. 

 
               Your health care provider may prescribe medication, which may be purchased at Selah Natural 

Medicine or elsewhere. 
 
Most insurance companies do not cover the pharmacy items that we prescribe and dispense. 
I have read and understand the above-stated policies of Selah Natural Medicine and will comply with them 
in all respects. If my insurance company requires release of my medical records, I hereby give my 
permission by signing this form. 

 
 
Patient Name (Please Print. Include parent/guardian name if patient is a minor.) 

 
          /     /   

Patient Signature (Parent/guardian signature if minor)                                                Date 

, card &
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