
Please complete the following forms and return them to our office. The information is 
confidential and will only be used to determine a suitable fit for you and our practice. 
We have two providers: Dr. Faye Ameredes DO and Mitzi Thompson WHCNP with 
combined experience of over 30 years. They work closely together as a team.

The paperwork can be returned by:

  malling back to the above address or,

  dropped off at our office during business hours (found below) or,

  faxed to 541.677.3379

If you have any questions, please feel free to call our office at 541.677.4463.

We are located on the first floor of the Stewart Park Medical Building across the street 
from Sherm’s.

Office Hours
Monday - Thursday 9:00 am - 5:00 pm
(closed 12:00 pm - 1:30 pm for lunch)

Friday 9:00 am - 12:00 pm

6900128  10/16

Faye Ameredes, DO, FACOG  •  Mitzi Thompson, MSN, WHNP, NCMP
2460 NW Stewart Parkway, Suite 104  •  Roseburg, OR 97471  •  Phone 541.677.4463  •  Fax 541.677.3379



PATIENT INFORMATION FORM
PATIENT INFORMATION
Patient’s Name: _____________________________________________________________________________    Male   Female
                                Last                                                First                                              Middle Initial
Mailing Address:  _______________________________________________________________________________________________
                              P.O. Box/Street                                                                    City                                    State       Zip
Street Address: ________________________________________________________________________________________________
                              P.O. Box/Street                                                                    City                                    State       Zip
Date of Birth: ____________________   SS#: _________________________________   Marital Status:  S   MID   W   Other
Race:  White               Hispanic  American Indian or Alaska Native  Asian
  Black or African American  Native Hawaiian or Other Pacific Islander
Ethnicity:  Hispanic or Latino    Not Hispanic or Latino   Preferred Language ______________________________________  
Email: _________________________________________________________________________________________________________

Home Phone: ___________________________________________ Message Contact: _________________________________  
Phone: _________________________________________________

Emergency Contact: _____________________________________ Relationship: ______________________________________

Phone: _________________________________________________

RESPONSIBLE PARTY for the  patient
Please check one:  Self       Spouse   Parent       Stepparent       Legal Guardian
  Power of Attorney  In-law ___________________________________

Name: _____________________________________________   Responsible Party’s Phone: ________________________________

Mailing Address:  _______________________________________________________________________________________________
                              P.O. Box/Street                                                                    City                                    State       Zip
Employer: __________________________________________________________ Work Phone: ____________________________

Additional Guardian Information: ______________________________________ Cell Phone: _____________________________

OTHER RESPONSIBLE PARTY for the patient
Please check one:  Self       Spouse   Parent       Stepparent       Legal Guardian
  Power of Attorney  In-law ___________________________________

Name: _____________________________________________   Responsible Party’s Phone: ________________________________

Mailing Address:  _______________________________________________________________________________________________
                              P.O. Box/Street                                                                    City                                    State       Zip
Employer: __________________________________________________________ Work Phone: ____________________________

Additional Guardian Information: ______________________________________ Cell Phone: _____________________________

PRIMARY INSURANCE for the patient
Please check one:  Self       Spouse   Parent       Stepparent       Legal Guardian
  Power of Attorney  In-law ___________________________________

Insured/Employee’s Name: ______________________________________________________________________________________
                                                         Last                                                First                                              Middle Initial
Insurance Name: ___________________________________   Group Name/Employer: ____________________________________

Group #: ______________________________  Policy ID#: ______________________________  Effective Date: _______________

lnsured’s Date of Birth: ______________________________   Insured’s SS#: ____________________________________________
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SECONDARY INSURANCE for the patient
Please check one:  Self       Spouse   Parent       Stepparent       Legal Guardian
  Power of Attorney  In-law ___________________________________

Insured/Employee’s Name: ______________________________________________________________________________________
                                                         Last                                                First                                              Middle Initial
Insurance Name: ___________________________________   Group Name/Employer: ____________________________________

Group #: ______________________________  Policy ID#: ______________________________  Effective Date: _______________

lnsured’s Date of Birth: ______________________________   Insured’s SS#: ____________________________________________

THIRD PARTY PAYOR
Please check one:  Auto     Worker’s Comp     Home Owner’s Policy     Other: ___________________________________

Date of Injury: ____________________  Place of Injury: ______________________________  Claim #: _______________________

Insurance Company: __________________________________ Employer/Owner: _____________________________________

Insurance Phone: ____________________________________ Claim Representative: _________________________________

ADDITIONAL INFORMATION
Please provide a list of all the parties we may speak with or leave a message with regarding the patient’s medical care, 
appointment scheduling, or payment information.

_______________________________________________________________________________________________________________
Name                                                                                   Relationship                                                              Phone

_______________________________________________________________________________________________________________
Name                                                                                   Relationship                                                              Phone

_______________________________________________________________________________________________________________
Name                                                                                   Relationship                                                              Phone

_______________________________________________________________________________________________________________
Name                                                                                   Relationship                                                              Phone
May we leave a message on your answering machine, if so at what phone number?  Yes    No
Phone number: ___________________________________________________________

May we contact you at work?  Yes    No

The undersigned patient or individual acting on the behalf of the patient agrees as follows:
1. Authority is granted to CMG Harmony Health For Women to render needed treatment to the above named

 patient.
2. I authorize CMG Harmony Health For Women to release needed treatment to the above named patient.
3. I authorize payment of medical benefits to CMG Harmony Health For Women for services rendered.
4. I understand that I am responsible for all charges incurred through CMG Harmony Health For Women.
5. Authorization Period:  From __________________ to __________________ OR  Lifetime

I request that payment under the medical insurance program be made to the provider named above on any bills for
services furnished me during the effective period of this authorization and I authorize the above named provider to 
release to the Social Security Administration any information needed for this claim or any related Medicare claim. I further 
permit a copy of this authorization to be used in place of the original. If this becomes necessary to effect Collection of my 
account the undersigned agrees to pay for all costs and expenses, including reasonable attorney fees and court costs.

Signature: _____________________________________________________________________   Date: ________________________

Signature: _____________________________________________________________________   Date: ________________________



PAYMENT and INSURANCE POLICY

Welcome to our practice. We hope the following will answer any questions you have regarding our 
payment and insurance policy. If you have any questions please feel free to call our office.

Uninsured/Charity: If you have no insurance a $100 deposit is required at the time of service 
regardless of any financial assistance granted through the Centennial Medical Group Charity 
Policy. If you have any questions, please contact our office for an application.

Co-pays: The patient is responsible for any Co-pay for visits. Co-pays will be collect at the time of 
check in. For convenience we accept cash, check, Visa, MasterCard and Discover.

Insurance/Deductible Balance: The patient is responsible for any insurance deductible of balance 
and it will be collected at the time of check in for your appointment. For convenience we accept 
cash, check, Visa, MasterCard and Discover.

Insurance: As a courtesy, our office will bill the primary insurance company. It is the patient’s 
responsibility to provide us with accurate, current insurance information. Please bring current 
insurance cards to the appointment.

If the patient has secondary insurance coverage and provides us with the current valid information, 
we will bill secondary insurance after we have received response from primary insurance.

Coverage and Benefits: Please be aware, it is the patient’s responsibility to verify optimal 
coverage, benefits and limitations with their insurance company. Please call your insurance 
company if you have any questions regarding your coverage.

__________________________________________________________ _____________________________
Signature of Acceptance Date

6900140  (6/17)

2460 NW Stewart Parkway, Suite 104 • Roseburg, OR 97471 • Phone 541.677.4463 • Fax 541.677.3379





Consent / Authorization to Treat

Patient Full Name: _____________________________________________________________   Patient Date of Birth: ________________________

I agree my health information may be used to assist with my treatment, seek payment for health care services and products, and in 
routine practice operations, and I have received this office’s Notice of Privacy Practices. _____________

I agree Centennial Medical Group/Harmony Health for Women may furnish my insurance companies with all information they 
request concerning my treatment, including all of my personal health information. _____________

I understand there may be contact with a behavioral/mental health consultant and from time to time other persons may be observing or 
facilitating my care. Such persons may include but not limited to; students of the health profession, administrative or health care 
professionals in orientation or training. _____________

I assign to Centennial Medical Group/Harmony Health for Women all payments I become entitled to receive for services and 
products provided to me by Centennial Medical Group/Harmony Health for Women. _____________

I understand I must pay all co-payments, deductibles, and other charges not covered by insurance companies or other benefit programs. 
I understand that if these benefits stop for any reason, I must pay for all services and products provided. _____________

I agree to pay for services and products provided if for any reason insurance companies and other benefits plans do not pay. If I do not 
provide complete and correct insurance information, I may have to pay charges that would otherwise be covered by insurance. If my 
insurance requires a referral, and I do not have the necessary referral I will be responsible for paying for all services and products 
provided. If I file a Workers’ Compensation claim, I authorize Centennial Medical Group/Harmony Health for Women to release 
my personal health information, including information about my condition and treatments, to the Workers’ Compensation insurance 
company, my employer, and my lawyer. I understand I may request a copy of my own health information, propose changes or 
additions, and receive a list of non-treatment related disclosures of the information. _____________

I understand this office participates in the DCIPA Community Health Record Database. This means Centennial Medical 
Group/Harmony Health for Women will enter my health information, including chart notes, prescription records, operatory notes, 
radiographs and scans, lab results, and other health information in a secure shared database accessible only to other participating 
community healthcare providers. My other medical providers participating in the shared database do the same thing, permitting all 
participating providers ready access to up to date information regarding my condition and care. Participating in this shared database allows 
my healthcare providers to provide me better care with less hassle. By signing below, I agree Centennial Medical Group/Harmony 
Health for Women may upload my health information onto the database, view all of my personal health information on the database, and 
share my personal health information with other participating providers through the database. I understand that, with certain expectations, 
if I refuse to permit my health information to be included in this shared database, Centennial Medical Group/Harmony Health for 
Women may refuse to treat me. _____________

I authorize Centennial Medical Group/Harmony Health for Women to render medical products and services, including diagnosis and 
treatment, laboratory testing, x-rays and scans, and other medical services as deemed necessary by my physician. _____________

I agree Centennial Medical Group/Harmony Health for Women may from time to time take photographs of me and keep them with 
my medical records. I agree that all my medical providers may use these photographs for identification purposes, to prevent fraud, and 
to assist with my medical care. _____________

Patient Signature: ______________________________________________________________________________ Date: _____________________

Other Signature or Legal Guardian: _____________________________________________________________
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