
   

 
 

 

Thank you for scheduling your appointment with Rogue Women’s 
Health. By following the instructions below, you will help us provide 
you with the best care and save you time at your appointment. 

Things to do before your appointment: 

 Fill out the enclosed information sheets. Answer all questions 
to the best of your ability. 

 Contact your health plan regarding your benefits. 
 Please check with your Primary Care Provider to be sure a 

referral is sent to us prior to your appointment if one is needed. 

The day of your appointment: 

 Arrive fifteen minutes before your scheduled appointment. 
 Have your insurance card and photo ID with you. 
 Have your forms completed and bring with you to your visit. 
 Bring any pertinent medical records with you, such as 

medication list. 
 If you are private pay, payment is due on the day of service. 

If you are unable to keep this appointment, please give our office at 
least a 24-hour notice. Should you have any questions or need 
assistance in completing any of the forms, please contact our office. 
Thank you for selecting us to help you with your healthcare needs. 

 
 
 
 
 
 
 
 
 
 
 

 
 



  

 
 
 
 
 
 

 
 
 

 

Patient Name: _____________________________________Preferred Name: ____________ 
 
Date of Birth: ________________Social Security #: ___________________Sex: __________ 
 
Mailing Address: _____________________________________________________________ 
 
Physical Address if different: ____________________________________________________ 
 
Phone: _____________________ Employer: _______________________________________ 
 
 
Spouse or Parent Name: ___________________________ Relationship: ________________ 
 
Date of Birth: ________________Social Security #: ___________________Sex: __________ 
 
Phone: _____________________Employer: _______________________________________ 
 
 
Emergency Contact: _______________________________ Relationship: ________________ 
 
Phone: _____________________ 
 
 
Primary Care Provider: ______________________ Referred by: ________________________ 
 
Preferred Pharmacy Name and Address: ___________________________________________ 
 
 
Primary Insurance: ____________________ Secondary Insurance: ______________________ 
 
ID/Policy #: __________________________ ID/Policy #: ______________________________ 
 
Subscriber: __________________________ Subscriber: ______________________________ 
 
 
Patient/Representative Signature: ________________________________Date: ____________ 
 
 
 
 
 
 

2941 Doctors Park Drive 
Medford, OR  97504 
Roguewomenshealth.com 
Phone: 541-200-2646 
Fax: 541-200-2649 



  
 

 
 
 
 
 

2941 Doctors Park Drive 
Medford, OR 97504 

Condition and Consent for 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 Rogue Women’s Health 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 collections expenses. 

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

RELEASE OF INFORMATION: I authorize Rogue Women’s Health to release any 
information necessary to provide medical treatment to me, allow Rogue Women’s Health 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 Rogue Women’s Health 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 Rogue Women’s Health. The undersigned certifies that he/she has read 
the foregoing, and is the patient, the patient’s legal representative, or is duly authorized by 
the patients as the patient’s general agent to execute the above and accept these terms. 

I authorize Rogue Women’s Health and its staff, to leave detailed messages at the phone 
numbers provided, as well as send me text messages to confirm my appointments.  

Rogue Women’s Health provides a medical chaperone to any patient undergoing genital, 
rectal, breast, or body exams when dressed down. 

 

DATE:  PRINT NAME:     

 

SIGNATURE: __________________________________________________________________ 

 
(PATIENT/PARENT/CONSERVATOR/GUARDIAN) 

 
If signed by the other than patient, indicate relationship:    








