Lyndon G. Johansen, D.P.M., P.C.                                                                                                                Plaza 125   12658 SE Stark Street   Portland, OR 97233                                                                     503-256-4018
Patient Information

Name: _____________________________________________________
Social Security #: __________________


If minor, accompanied by:_______________________________ Relationship: _____________________

Address: ____________________________________________________________________________________
City: ___________________  State: ___________ Zip: ______________ Primary Phone:_____________________
Birthdate: ________________  Sex:     M      F         Single      Married    Widowed     Divorced

Patient Employed by: _________________________________________
Occupation: _______________________

Business Address: ___________________________________________
Business Phone: ____________________

Name and phone number of your Primary Doctor: ___________________________________________________
Emergency Contact:  _________________________________________
Phone: ___________________________
How did you hear about us? _____________________________________________________________________
Primary Insurance

Insurance Company: _________________________________________
Phone: ___________________________
Subscriber/Policy holder: ______________________________ ID#: _________________ Birthdate: __________
Employed by: ______________________________________________
Occupation: _______________________

Secondary Insurance
Insurance Company: _________________________________________
Phone: ___________________________
Subscriber/Policy holder: ______________________________ ID#: _________________ Birthdate: __________
*New Federal Guidelines require us to gather this information.
*Race: 
 ___ American Indian or Alaska Native   ___ Asian     ___ Black or  African American   


 ___ Native Hawaiian or other Pacific Islander     ___ Caucasian 
*Ethnicity: ___ Hispanic or Latino   ___ Not Hispanic or Latino

*Preferred Language: ___ English   ____  Other ___________________     ___ Interpreter Required

Assignment and Release
I, the undersigned certify that I (or my dependent) have insurance coverage with _____________________________(Insurance Company)   and assign directly to Dr. Lyndon G. Johansen, D.P.M. all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure payment of benefits.  I authorize use of this signature on all insurance submissions.
Responsible Party Signature: _____________________________________Relationship: ____________ Date:_______
