Kelly Owens, N.D.

Battle Ground Healing Arts

408 East Main Street

Battle Ground, WA  98604

(360) 687-2799

Name________________________________________________ Gender _________ D.O.B. _______________

Social Security # ____________________________ Parent/Guardian if under 18 ___________________

Address _____________________________________ City, State ______________________ Zip _________

Telephone ___________________ Work Phone ____________________ Marital Status  S  D  M  W
Occupation ___________________________________ Employer ___________________________________
Spouse/Partner _____________________ Employer ____________________ Work Phone ___________

Emergency Contact Person not living with you _______________________ Phone _________________

How did you hear about our clinic? _________________________________________________________


Payment in full is expected at the time of service.  If you have difficulty with this, please discuss it with your provider before your office visit.  Our past-due accounts are periodically turned over to a collection agency.  If your account is assigned, you agree to pay all costs necessary to collect the amount due.

I have read and agree to abide by the above policies.  I hereby give my consent to be treated by the healthcare providers of this clinic.

Signature________________________________________________________________ Date _______________

Signature of parent/guardian (if under 18) __________________________________________________
Insurance companies require the information below to process your claims.

We cannot bill your insurance unless you complete all fields below:
Primary Insurance Company Name ___________________________ Group # ____________________

Policy # ____________________________ Phone # (back of card) ________________________________

Policy Holder’s Name ______________________________________ D.O.B. _________________________

Social Security # (if different from policy #) _____________________ Relationship ____________

I authorize the release of any medical or other information necessary to process this claim.  I also request payment of government benefits either to myself or to the party who accepts assignment herein.

Patient’s or authorized person’s signature___________________________________________________

Patient Name __________________________________________________ D.O.B. ______________________

Reason for coming in today _________________________________________________________________

Other primary health concerns _____________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Current medications ________________________________________________________________________

_______________________________________________________________________________________________

Current vitamins/minerals/supplements ____________________________________________________

_______________________________________________________________________________________________

PAST MEDICAL HISTORY (Please include dates)

Major illnesses _______________________________________________________________________________

Past surgeries ________________________________________________________________________________

Drug allergies ________________________________________________________________________________

Please mark “N” for any problems that you now have, and “P” for any past problems:

_____ Allergies


______ Eczema


______ Stroke

______ Arthritis

______ Headaches, frequent
______ Thyroid problems

______ Asthma


______ Heart problems

______ Trauma, major

______ Blood disease

______ Herpes


______ Tuberculosis

______ Cancer


______ Hypertension

______ Urinary tract infection

______ Colds, frequent

______ Hypoglycemia

______ STDs

______ Diabetes

______ Nervous breakdown
______ Other

______ Digestive problems
______ Neurosis/psychosis
_______________________________

______ Ear infections

______ Pneumonia

_______________________________

PAST MEDICAL CARE

Where did you last receive medical care? ___________________________________________________

For what reason? ____________________________________________________________________________

When was your last physical exam? ________________________ Last dental exam?____________

Is there anything else you would like us to know? __________________________________________






