


Name:_____________________________________ Date of Birth:__________________
Primary Care Referring
Provider:______________________________ Provider:____________________

Medications (include supplements and over the counter drugs)

Name Dose Frequency

Pharmacy/ Local: Mail Order:

Allergies 
Agent Reaction

Type of surgery Date Reason

Family History
Relationship Age Medical Conditions / Cause of death

Mother q deceased

Father q deceased

Brother(s) #____ q deceased

Sisters(s) #____ q deceased

Children #____ q deceased

q Married     q Single     q Divorced Children:     q No     q Yes if yes: Number of Children:_______     
Sexually Active: q Yes     q No

Occupation:____________________________________________
Smoking/Tobacco: q Never q Yes, year started:____________     q Quit; year quit:_____________

cigarettes: q Yes     q No pks/day:
cigars: q Yes     q No cigars/day:

smokeless: q Yes     q No cans/day:
Alcohol: q Yes     q No drinks/day:
Marijuana: q Yes     q No amt:
Street drugs: q Yes     q No type:
Caffeine: q Yes     q No type: cups/day:
Exercise: q Yes     q No type: amount:
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Social History / Habits

Past Surgical History

PLEASE PRINT   This information becomes part of your confidential medical record
Patient History

Purpose

Surgeon/City

Presenting Problem: Please describe the specific problems or questions you would like to have addressed



Name:__________________________________________________ Date of Birth:_________________________

Medical History (Please mark any conditions you've been diagnosed with in the past)
q Glaucoma q Diverticulitis q Seizure / Epilepsy q Atrial Fibrillation/Arrhythmia
q Cataracts q Hepatitis q Anemia q Heart Attack
q Macular degeneration q Reflux / GERD / Ulcers q Blood clots q Coronary Artery Disease
q Hearing loss q Hiatal hernia q Arthritis q Congestive heart failure
q High blood pressure q Kidney stones q Psoriasis q Pacemaker
q High cholesterol q Diabetes q Eczema q Asthma
q Angina q Thyroid disease q Depression q COPD / Emphysema
q HIV/AIDS q Stroke q Fibromyalgia q Tuberculosis 

q Gout q Pulmonary embolus

Cancer: Type:________________________________________________________________________________________________________________

Other:

For children less than 5 years old: Birth Weight__________     q Complications    q Breech 

Review of Systems    (Please complete the following by checking Yes or No)

General YES NO Cardiovascular YES NO Musculoskeletal YES NO

Fever Chest pain Muscle pain
Chills Palpitations Neck pain
Weight loss Shortness of breath laying down Back pain
Malaise/Fatigue Pain in limbs Joint pain
Sweating Leg swelling Falls
Weakness Shortness of breath at night

Endo/Heme/Aller YES NO
Skin YES NO Respiratory YES NO Easy bruise/bleed

Rash Cough Environmental allergies
Itching Coughing up blood Excessive thirst

Sputum production
HENT YES NO Shortness of breath Neurological YES NO

Headaches Wheezing Dizziness
Hearing loss Tingling
Ringing in ears Gastrointestinal YES NO Tremor

Ear pain Heartburn Loss of feeling
Ear discharge Nausea Speech change
Nosebleeds Vomiting Focal weakness
Congestion Abdominal pain Seizures
Upper airway wheezing Diarrhea Loss of consciousness
Sore throat Constipation

Blood in stool Psychiatric YES NO
Eyes YES NO Black stools Depression
Blurred vision Suicidal ideas
Double vision Genitourinary YES NO Substance abuse

Light sensitivity Painful urination Hallucinations
Eye pain Urgency Nervous/Anxious
Eye discharge Frequency Insomnia
Eye redness Blood in urine Memory loss

Flank pain
Other:

Last Menstrual Period: ____________________ Miscarriages / Abortions #____________
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Contraception:  q Yes     q No   Type:____________ Vaginal Deliveries: #____________   C-Section: #____________



Registration and Update Form (Confidential) 
 Please complete all  Required sections of this form then 
 Provide an Insurance Card and Photo ID for copying 
 If you have any questions or concerns, please ask for assistance. We will be happy to help. 

  .Patient Information. 

Last Name:       First Name:       Middle Name:     

Social Security #:        Gender:     Date of Birth:      

Mailing Address:          City:       

State:            Zip:     

Phone (Mark the best)  Home:     Work:         

  Mobile:     Message:        

Aliases / Nick Name:           E-mail:          

 .General.      Needs Interpreter     If yes; Language:       Religion:               

Marital Status:   Married      Single      Divorced      Widowed      Legally Separated     

Ethnicity:  Hispanic      American Indian/Alaskan Native      Asian      Black/African American 
 Native Hawaiian/Pacific Islander      White/Caucasian      Other:       

Employer:                         Employment Status:    Part Time      Full Time   
 Never Employed      Not Employed      Active Military Duty      Disabled      Retired      Self Employed      
 Student Full Time      Student Part Time 

Employer Address:        City:     State:    Zip:   

Occupation:         Phone             

 .Primary Care Doctor. (Doctor, Nurse Practitioner, Physicians Assistant, etc.) 

Dr. Name:          Phone:      

 .Patient Emergency Contacts-At least 1 immediate family member. 

Name:         Relationship:       Phone:    

Name:         Relationship:       Phone:    

 .Financially Responsible Party (Guarantor).  (Complete if Guarantor is the parent or anyone other than the patient) 

Guarantor Name:         Relationship to Patient:     

Address:        City:      State:    Zip:   

Social Security #:       Gender:    Date of Birth:     

Home Phone:          Work Phone:          

Employer:                        Employment Status:    Part Time      Full Time   
 Never Employed      Not Employed      Active Military Duty      Disabled      Retired      Self Employed      
 Student Full Time      Student Part Time 

Employer Address:        City:     State:    Zip:   

Occupation:         Phone:          

 .Coverage Information.  

Primary Insurance:      Subscriber ID:      Group #:    

Subscriber Name:         Date of Birth      Relationship:      

Address:        City:       State:    Zip:    

Secondary Insurance:      Subscriber ID:      Group #:       

Subscriber Name:        Date of Birth      Relationship       

Address:        City:       State    Zip:   

 .Advanced Directives. Do you have any Advanced Directives?     Yes      No 
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AUTHORIZATION TO DISCLOSE 
PROTECTED HEALTH INFORMATION  

Olympic Medical Physicians 
433 E. 8th St.  Port Angeles, WA 98362  (360) 565-7670 

Fax: (360) 565-7672 
 

PATIENT INFORMATION  

Patient Name (printed):  Previous Name(s):  

Date of Birth:  Daytime Telephone Number:  

SEND INFORMATION TO: (please be specific)  

Name:   Olympic Medical Physicians  

Address:  433 E. 8th St.  

City:   Port Angeles      State:   WA     Zip:   98362  

Phone #:   (360) 565-7670  Fax #:   (360) 565-7672  

INFORMATION TO BE RELEASED FROM: (please be specific)  

Provider Name/Organization:  

Address:  

City:      State:     Zip:  

Phone #:  Fax #:  

PURPOSE OF DISCLOSURE     

 Transfer of Care      Self      Specialist      Other       (must complete) 

INFORMATION TO BE DISCLOSED  

 Medical Records from last two years                                       

 Limited Health Information or Documentation   Dates of Service:      

 Complete Medical Chart Contents 

 Other       Expiration Date (or event)      
FORMAT  Paper      Electronic (MyChart) 

 

CONSENT TO DISCLOSE  

If the patient is unable to sign, please indicate such and the authority to act of the person who is signing for the 
patient.  This form may be revoked at any time, providing the information has not already been disclosed.  
Please see our Notice of Privacy Practices for instructions as to how to revoke this authorization.  We will not 
condition treatment on the completion of the authorization.  Also, please be aware that once we disclose this 
information per your instructions the information is subject to re-disclosure and may no longer be protected by 
the HIPAA of 1996. 
 

      
Date  Signature of patient or representative  Relationship to patient 

DISCLOSURES REQUIRING SPECIAL CONSENT  

My signature below specifically authorizes the release of healthcare information relating to the testing, diagnosis, or 
treatment for (Please initial beside the specific information to disclose): 

  HIV/AIDS Virus     Mental Health/Psychiatric Disorders 

  Sexually Transmitted Diseases    Drug, Alcohol Abuse/Treatment 
 

      
Date  Signature of patient or representative  Relationship to patient 

FOR FACILITY USE ONLY 

Date Received:______________   Date Information Released:______________     Chart #:_________________ 

Person/Department Sending Records: ______________________________________________________________ 

 Faxed    Mailed    MyChart    Picked Up:_____________________   Other:______________________ 
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PERSONAL RELEASE OF  

PROTECTED HEALTH INFORMATION 
 

 

PATIENT INFORMATION  

Patient Name (printed):  Previous Name(s):  

Date of Birth:  Daytime Telephone Number:  

INFORMATION TO BE RELEASED FROM:  

I hereby authorize Olympic Medical Physicians Clinics to release the following information contained in my medical record 
and/or information regarding my medical care or condition as described in detail below. 

INFORMATION TO BE RELEASED TO:  

Name:  

Relationship:    Phone Number:  

Name:  

Relationship:    Phone Number:  

Name:  

Relationship:    Phone Number:  

GENERAL INFORMATION TO BE RELEASED  

 You may release test results and appointment information to the above named person(s) 

 You may discuss my medical condition(s) and/or current treatment with the above named person(s) 

DISCLOSURES REQUIRING SPECIAL CONSENT  

My signature below specifically authorizes the release of healthcare information relating to the testing, diagnosis, or 
treatment for (Please initial beside the specific information to disclose): 

_____ Drug and Alcohol Abuse/Treatment 

_____ Mental Health/Psychiatric Disorders 

_____ HIV/AIDS Virus  

_____ Sexually Transmitted Diseases   

CONSENT TO DISCLOSE  

By my signature below I indicate that I understand that I have the right to revoke this authorization in writing at 
any time. I understand that information used or disclosed pursuant to this authorization may be disclosed by the 
recipient and may no longer be protected by federal or state law.  

This authorization will be valid until:  
 
      
Date  Signature of patient or representative  Relationship to patient 

 

 

 
FOR FACILITY USE ONLY 

Date Received:______________    Date Information Released:______________     Chart #:_________________ 

Person/Department Sending Records: ______________________________________________________________ 

 Faxed      Mailed      Picked Up:_________________________    Other:_________________________ 
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Please read the following letter about Olympic Medical Physicians Primary Care Clinic’s  

updated approach to prescribing opioid pain medications. 

Dear Patients, 

Our providers and staff are concerned about the opioid epidemic in our 
country and in Clallam County.  We know that many members of our 
community are as well.  

We are asking for your attention to this matter.  We are sending this letter to 
all households within our practice to increase awareness. 

Opioids, also known as narcotics, include prescription pain medications.  
Many opioids exist.  Some examples are Vicodin, OxyContin, Percocet, 
Ultram, morphine, methadone, oxycodone, hydrocodone, fentanyl, codeine, 
tramadol, and heroin.   

There is much medical evidence that using opioids for conditions besides 
acute pain (which tends to go away in about 10 days) is not helpful, and can 
be harmful in many different ways.  One of these harms is opioid dependence.     

Opioid dependence is most easily understood as a person’s desire to avoid 
withdrawal symptoms. One can develop dependence after taking opioids 
every day for just two weeks. People who are dependent on opioids become 
more sensitive to pain, and often feel like they need more pain medicine. It is 
possible for opioid dependence to lead to opioid use disorder.   

Opioid Use Disorder (some refer to this as addiction) is a disease where 
someone experiences cravings and has trouble controlling drug use. Research 
shows that many people who have opioid use disorder started out by 
receiving prescriptions from their health care providers for acute or chronic 
pain.   

Like other community providers, we will no longer routinely prescribe opiates 
for non-cancer-related chronic pain.  We will be working closely with our 
patients currently taking opioids to make sure their pain is appropriately 
treated. We understand this change may be uncomfortable and unwanted, 
but medical research is very clear regarding the risks and lack of long term 
benefit of these medications.  

If you have questions about our approach to opioids, we welcome you to ask 
your primary provider at your next appointment.  

Thank you for trusting Olympic Medical Physicians as your partner in health 
care. 

Sincerely,  

Your OMP Primary Care Team 





 
 

Financial Assistance Sliding Scale 2018 
 

Gross Monthly Income 

Family 
Size   

100% 
Discount 

(100% FPG)   

80% 
Discount 

(125% FPG)   

60% 
Discount 

(150% FPG)   

45% 
Discount 

(200% FPG)   

30% 
Discount 

(300% FPG) 

1  0 - 1012  1,013 - 1,265  1,266 - 1,518  1,519 - 2,023  2,024 - 3,035 
2  0 - 1372  1,373 - 1,715  1,716 - 2,058  2,059 - 2,743  2,744 - 4,115 
3  0 - 1732  1,733 - 2,165  2,166 - 2,598  2,599 - 3,463  3,464 - 5,195 
4  0 - 2092  2,093 - 2,615  2,616 - 3,138  3,139 - 4,183  4,184 - 6,275 
5  0 - 2452  2,453 - 3,065  3,066 - 3,678  3,679 - 4,903  4,904 - 7,355 
6  0 - 2812  2,813 - 3,515  3,516 - 4,218  4,219 - 5,623  5,624 - 8,435 
7  0 - 3172  3,173 - 3,965  3,966 - 4,758  4,759 - 6,343  6,344 - 9,515 
8  0 - 3532  3,533 - 4,415  4,416 - 5,298  5,299 - 7,063  7,064 - 10,595 
           

Based on Annual Gross Income 

Family 
Size   

100% 
Discount 

(100% FPG)   

80% 
Discount 

(125% FPG)   

60%  
Discount 

(150% FPG)   

45% 
Discount 

(200% FPG)   

30% 
Discount 

(300% FPG) 

1  0 - 12,140  12,141 - 15,175  15,176 - 18,210  18,211 - 24,280  24,281 - 36,420 
2  0 - 16,460  16,461 - 20,575  20,576 - 24,690  24,691 - 32,920  32,921 - 49,380 
3  0 - 20,780  20,781 - 25,975  25,976 - 31,170  31,171 - 41,560  41,561 - 62,340 
4  0 - 25,100  25,101 - 31,375  31,376 - 37,650  37,651 - 50,200  50,201 - 75,300 
5  0 - 29,420  29,421 - 36,775  36,776 - 44,130  44,131 - 58,840  58,841 - 88,260 
6  0 - 33,740  33,741 - 42,175  42,176 - 50,610  50,611 - 67,480  67,481 - 101,220 
7  0 - 38,060  38,061 - 47,575  47,576 - 57,090  57,091 - 76,120  76,121 - 114,180 
8  0 - 42,380  42,381 - 52,975  52,976 - 63,570  63,571 - 84,760  84,761 - 127,140 

 

 Due to yearly updates to this information, there may be a more recent version. 

The latest version will be posted on our website: 

www.olympicmedical.org then go to Patients & Visitors, Billing & Financial Services 

http://www.olympicmedical.org/
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