
LAKE NATURAL MEDICINE


Dr. Gregory L. McDonald, ND, LAc
311 B Avenue, Suite L ph (503) 699-6636
Lake Oswego, OR 97034 fax (844) 270-0696

Confidential Patient Information 

Today’s Date: ______________________          

First Name _______________________  Last Name _______________________________  Middle Initial  ____ 

DOB: ____/____/_______     Age: _____    Gender: (M) ___ (F) ___    Height: ________     Weight: ________ 

Preferred nickname (if any) ________________________   
Responsible Party (if patient is a minor) _____________________________________ 
Street Address _________________________________________________________  

City, State, Zip _________________________________________________________  
Phone # (hm) ________________________ (cell) __________________________   (wk) ______________________  
Phone # preferred for appointment reminder calls (check one) ___ (hm)  ___ (cell)  

Email: _________________________________________________ 

Emergency Contact (name & relationship) _______________________________   Phone # ____________________ 

Person(s) whom you authorize to speak to our clinic about your medical condition / appointments: 
(names, relationship) __________________________________________________________________________ 

Social History: 
Occupation/Employer _________________________________   Type of work ____________________________ 

Hobbies _________________________________________________ 
Marital Status: S___ M___ W___ Partner ___  
Name of Spouse/Partner ___________________________  # Children _____ 

How did you hear about our clinic? ___________________________________________ 

Insurance Information (if paying by insurance): 
Company ________________________________________________ 

ID # ___________________________   Group# ______________________ 
Insured’s Name __________________________ Relationship to Insured _________________ 
 Guarantor’s Information (if other than Self): 
 Address ____________________________________________ 

 ___________________________________________________ 
 Phone #____________________________________________ 
 Insured’s DOB ____________________  Gender ___ (M) ___ (F)  

 
Signature on file:  I authorize this office to bill my insurance company for services and to communicate with them 
and share PHI (protected health information) as needed to facilitate payment.  

   ___________________________________________ Patient (or Guardian) Signature

LAKE NATURAL MEDICINE  Intake


