
Southern Oregon Wellness Clinic 
2921 Doctors Park Drive  

Phone (541) 973-2551 Fax (541) 973-2835 

 
 

 

 

CONDITIONS OF SERVICES RENDERED  

 

FINANCIAL AGREEMENT: I agree, whether I sign as agent or as patient, that in consideration of the 
services to be rendered to the patient, I hereby individually obligate myself to pay the account with 
Southern Oregon Wellness Clinic in accordance with the regular rates and terms. Should the account be 
referred to an attorney or collection agency for collection, the undersigned shall pay actual attorney’s fees 
and collection expenses.  

ASSIGNMENT OF INSURANCE BENEFITS: I authorize, whether I sign as agent or as patient, direct 
payment to Southern Oregon Wellness Clinic of any insurance benefits otherwise payable to or on behalf 
of the patient for the visit or for these outpatient services at a rate not to exceed Southern Oregon 
Wellness Clinic’s actual charges. I understand that I am financially responsible for charges, deductibles, 
and co-insurance not covered by insurance.  

HEALTH PLAN OBLIGATIONS: Southern Oregon Wellness Clinic maintains a list of health plans with 
which it contracts. Southern Oregon Wellness Clinic has no contract, expressed or implied, with any plan 
that does not appear on that list. The undersigned agrees that he/she is individually obligated to pay the 
full charges of all services rendered to him/her by Southern Oregon Wellness Clinic if he/she belongs to a 
plan, which does not appear on the above- mentioned list.  

RELEASE OF INFORMATION: I authorize Southern Oregon Clinic to release any information necessary 
to provide medical treatment to me, allow Southern Oregon Wellness Clinic to bill and be paid for services 
they provide. I understand that releasing information for any reason other than those listed above requires 
a separate authorization by me. I also understand that I have the right to request restrictions on the use of 
my health information, but Southern Oregon Wellness Clinic is not obligated to honor that request unless 
required to do so by State or Federal regulations. This consent shall be effective as long as necessary to 
obtain payment.  

The Terms and conditions of this agreement are not binding until the patient receives care and treatment 
from Southern Oregon Wellness Clinic. The undersigned certifies that he/she had read the foregoing, 
received a copy thereof, and is the patient, the patient’s legal representative, or is duly authorized by the 
patient as the patient’s general agent to execute the above and accept its terms.  

 

 

DATE: ______________ PRINT NAME: ______________________________________________  

 

SIGNATURE: ___________________________________________________________________  

    (PATIENT/PARENT/CONSERVATOR/GUARDIAN)  

 

If signed by other than patient, indicate relationship: _____________________________________  

 

**** ATTENTION PATIENTS **** 
Scheduled appointments that are not cancelled 24 hours in advance  

          may incur a fee of: $50.00 



 
 

Southern Oregon Wellness Clinic 
2921 Doctors Park Drive  

Phone (541) 973-2551 Fax (541) 973-2835 

 
 
 
 

 
PATIENT ACKNOWLEDGEMENT FORM  

 
 

Receipt of Joint Notice of Privacy Practices  

 

By my signature below, I hereby acknowledge that I have received a copy of Southern 
Oregon Wellness Clinic’s Notice of Privacy Practices. Southern Oregon Wellness Clinic 
is permitted to use or disclose my health information to carry out treatment, payment or 
health care operations. Health information means any and all information relating to 
health care services provided to me, including information related to services provided 
to me prior to the date I sign the acknowledgement form.  

 

I understand the Southern Oregon Wellness Clinic’s Notice of Privacy Practices 
explains the types of uses or disclosures that Southern Oregon Wellness Clinic may 
make and my rights with respect to my health information. I understand that if I have 
any questions or concerns about this Notice, I may contact the Office Manager at the 
telephone number listed below. I further understand Southern Oregon Wellness Clinic 
may change the terms of the Notice of Privacy Practices from time to time, and that I 
may contact the Office Manager to obtain a revised version of the notice at any time.  

 

 

Patient’s Printed Name: __________________________________Patient’s DOB: ____________ 

 

Signature of Patient: ______________________________________Date: ___________________  

 

Signature other than patient: _______________________________ Date: ___________________  

 

If signed by other than patient, indicate relationship: _____________________________________  

 

 

 

You may contact our office regarding your privacy by calling 541-973-2551 

 



Southern Oregon Wellness Clinic 
2921 Doctors Park Drive  

Phone (541) 973-2551 Fax (541) 973-2835 

 

Patient Registration Form  
Please Print  

 

 

 

 

       

  

 

Patient name _____________________________________________________________ Date of birth __________________________________  

Mailing address _______________________________________________ City _____________________ State _______ Zip_________________  

Home Phone ________________________________ Cell Phone __________________________________ SSN# ________-_______-________ 

Email: _______________________________________Male _____ Female _____ Single _____ Married _____ Divorced _____ Widowed ______  

Employer ________________________________________________________________ Phone _______________________________________ 

Is it okay to leave medical information on your voicemail if we are unable to reach you?   Yes_________   No _________ 

 

 

Spouse’s name _______________________________________________________________ Date of birth ______________________________ 

Spouse’s SSN# _________-_______-________ Phone ________________________________________________________________________  

Spouse’s Employer ____________________________________________________ Phone ___________________________________________  

Emergency Contact  

Name ____________________________________________ Relationship ____________________________ Phone ______________________  

Medical Insurance Information  
 

Primary Insurance _____________________________________________________________________________________________________  

ID Number ________________________________________________________ Group Number ______________________________________  

Insured name ______________________________________________________ Date of birth ________________________________________  

Secondary Insurance ___________________________________________________________________________________________________  

ID Number _________________________________________________________ Group Number _____________________________________  

Insured name ______________________________________________________ Date of birth ________________________________________  



 

 

Therapy Agreement 

 

It is important that you understand your rights and obligations regarding your psychotherapy 

experience.  Please carefully read the information below so that you can give your informed 

consent.  Feel free to discuss any of this information with me.  

❖ Although I have been licensed for many years as a Marriage and Family Therapist (MFT) 

in the States of California (MFC35972) and Colorado (MFT .0001031).  I am currently 

working as a Psychologist Resident in Oregon.  As such, I will be discussing my cases 

with John Gram, Psy. D (licensed Psychologist #975).  I may also discuss cases with 

other therapists from time to time in consultation group. At no time will identifying 

information be shared.  If you have any question or reservations about this, please let 

me know.  

❖ Your psychotherapy sessions will be approximately 45-50 minutes in length and are 

generally conducted once per week.  

❖ The duration of therapy varies with each client’s individual needs. You may ask about 

my treatment plan, or an estimated duration of psychotherapy at any time.  

❖ APPOINTMENT RESCHEDULING OR CANCELLING: Once an appointment is set, that time 

is reserved for you.  I cannot typically fill that time within 24 hours.  Therefore, 

APPOINMENTS MUST BE RESCEDULED OR CANCELLED 24 HOURS IN ADVANCE; 

otherwise you will be charged a $50 no show fee.  I may make an exception for a true 

emergency.  

❖ I can be reached at the clinic by calling (541) 973-2551.  Any emergency should be 

directed to your emergency response team at 911. 

❖ According to the laws in many states and all professional ethical codes, any kinds of 

sexual conduct or asking for sexual conduct, or sexual misconduct by a psychotherapist 

with a client is illegal, as well as unethical.  

 

LIMITS OF CONFIDENTIALITY 

Contents of all therapy sessions are considered to be confidential. Both verbal information and 

written records about a client cannot be shared with another party without the written consent 

of the client or the client’s legal guardian.  However, there are limits to this confidentiality that 

you should know about. 

 

 



Duty to Warn and Protect 

When a client discloses intentions or a plan to harm another person, the mental health 

professional is required to warn the intended victim and report this information to the legal 

authorities.  In cases in which the client discloses or implies a plan for suicide, the health care 

professional is required to notify legal authorities and make reasonable attempts to notify the 

family of the client.  

 

Abuse of Children and Vulnerable Adults 

If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has recently 

abused a child (or vulnerable adult), or child (or vulnerable adult) is in danger of abuse, the 

mental health professional is requires to report this information to the appropriate social 

service and/ or legal authorities.  

 

Minors/ Guardianship 

Parents or legal guardians of non-emancipated minor clients may have the right to inspect the 

clients records unless the health care provider determines that access to the client’s record 

would have a detrimental effect on the providers’ professional relationship with the minor 

client, or the minor’s physical safety or psychological wellbeing.  

 

GENERAL CONSENT TO DO PSYCHOTHERAPY 

 

❖ I have read and fully understand these client policies and give my full-informed consent.  

❖ I apply for and consent to psychotherapy with Dr. Steven C. Schoger  

❖ I further understand that I am responsible for payment even though my insurance 

company may or may not reimburse me at a later time.  

❖ I understand any conversations over five (5) minutes in duration will be charged in 

fifteen (15) minute increments. 

 

 

 

______________________________________     _____________________________ 

Client Signature                                                             Date 

 

_______________________________________    _____________________________ 

Parent or Guardian                                                         Date 



MEDICAL HISTORY 

NAME: ______________________________________________   DATE: _________________ 

DOB: ________________ *Confidential Phone: ______________Okay to leave message? ________ 

Referring Physician/Person: ___________________________________________________________ 

Height: ________________ Current Weight: _____________lbs.  Weight 1 year ago: _____lbs. 
 

Maximum Weight: __________lbs. When? _______________________________________ 
 

 

In your own words, please state the nature of the problem that brings you to therapy. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

______________________________________________________________________________ 

 

What would you like to accomplish through therapy?  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Please Rate the seriousness of this problem by circling one number. 

 

1  2  3  4  5  6  7 

Mildly Upsetting          Extremely Serious  

 

 

 

 

 

 

 



How often do you use: 

Mark with an X or appropriate response: 

 Never  Seldom Sometimes Often  

Appetite Suppressants      

Aspirin      

Sedatives or Tranquilizers      

Sleeping Pills      

Blood Pressure Medicine      

Heart Medicine      

Vitamins     

Over the Counter Herbals     

Over the Counter Supplements     

Over the Counter Medications     

Tobacco     

Alcohol      

Marijuana     

Other non-prescribed Drugs     

Soda –oz  per day_____      

Coffee-oz  per day_____     

Energy Drinks-oz per day_____     

Other ________________________             

Other ________________________     
 

If other than never, please describe your tobacco/ drug use 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

If other than never, please describe your alcohol use 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

LIFESTYLE OVERVIEW: 

 

Interests and Hobbies: __________________________________________________________________________ 

 
Do you exercise regularly?    YES     NO      Typically, how do you exercise? ______________________________   
 
Average 6-8 hours of sleep per night?     YES          NO        If no, how much? _____________________________ 
 
Do you sleep well? _________________       Is it easy to get to sleep? _____________________________________ 
 

When was your last physical? ________________________________ _____________________________________ 

Who is your Primary care Physician? ________________________________________________________________ 



 

PRESCRIPTIONS 

 

Please list all prescription and over the counter drugs that you currently take. 

 
DRUG             DOSAGE    REASON  

 

________________________________         _________________________              _________________________ 

________________________________         _________________________              _________________________ 

________________________________         _________________________              _________________________ 

________________________________         _________________________              _________________________ 

________________________________         _________________________              _________________________ 

________________________________         _________________________              _________________________ 

________________________________         _________________________              _________________________ 

________________________________         _________________________              _________________________ 

________________________________         _________________________              _________________________ 

 

How often do you Experience  

Mark with an X or appropriate response: 

 Never  Seldom Sometimes Often  

Insomnia      

Loss of Appetite     

Back Pain     

Asthma     

Headaches     

Phobias or Fears     

Nausea     

Nervousness     

Loss of Temper     

Fatigue     

Anxiety     

Depression     

High blood pressure     

Constipation     

Diarrhea     

Over-Eating     

Mood Swings     
 


