SYLVAN CHIROPRACTIC CLINIC AND WELLNESS CENTER, LLC
5440 SW WESTGATE DR., SUITE 100 ¢ PORTLAND, OR. 97221 4 503.297.4447 ¢ FAX: 503.296.8414

MASSAGE PATIENT REGISTRATION—CONFIDENTIAL

All sections in RED must be completed. All information provided is strictly confidential.
If you do not understand a question or are unsure of the information, please ask for assistance.

Name: Date: / /

Address: City: State: Zip:

Date of Birth: / / Age: SS#: - - Marital Status: OM OS OW OD
Gender: OM OF Sex: OM OF ONB Email:

Cell Phone: Home Phone:

Confidential communication preference (lab/x-ray reports, appt. confirmations): COCell# COHome# COWork# CIEmail
How did you learn about our clinic? COGoogle OOYelp Olinsurance Co. Olnternet:

OPhysician/Friend Referral: COther:
Emergency Contact: Relation:
Address: Phone:

EMPLOYMENT INFORMATION
Occupation: Employer:
Work Address: Work Phone:
Spouse Occupation: Employer:
Work Address: Work Phone:

INSURANCE INFORMATION

Name of Insurance Co.: Phone:
Policy ID # Group #
Are you the main policy holder? o Yes o No If NOT, what is the name and the date of birth of the policy holder?
Name: Date of Birth: / /

Is your condition due to an injury/illness that occurred at your place of employment? o Yes o No

Is your condition due to an injury/illness that occurred due to an auto accident? o Yes o No

If you answer YES to either of the above questions, you MUST complete the correlating intake form for your case.
Please download these forms from our website, or alert the front office staff at the time of your visit. Thank you.
Date symptoms occurred or accident happened:

Have you lost any days from work? oYesoNo How many? Date last worked?
MEDICAL INFORMATION
Date of last physical exam: Are you pregnant? o Yes o No
Current primary care physician:
Address: Phone:

What operations have you had?
Serious illnesses:

Have you ever had a therapeutic massage before? [1Yes [INo If yes, for what reason?

PAYMENT IS EXPECTED AT TIME OF VISIT
I understand and agree that the health and accident insurance policies are an arrangement between me and an insurance carrier. |
give this office power of attorney to endorse checks made out to me, to be credited to my account. | authorize the physician to release
any information that is required or necessary for my claim. | clearly understand and agree that all services rendered to me are
charged directly to me and will be immediately due and payable. | understand that | am directly and fully responsible to Sylvan
Chiropractic Clinic, LLC for services rendered and that this agreement is solely made for the protection of Sylvan Chiropractic
Clinic, LLC. Should collection procedures become necessary to collect the amount due Sylvan Chiropractic Clinic, LLC for my
treatment, additional charges for attorneys’ fees and interest will be added to the balance owed for treatment. I further understand
that such payment is not contingent on any settlement, insurance payment, including the balance remaining after payment of possible
insurance benefits, judgment, or verdict by which | may eventually recover said chiropractic services.
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ACKNOWLEDGEMENT AND UNDERSTANDING

Please initial each item below:

1. I hereby authorize Sylvan Chiropractic Clinic and Wellness Center, LLC to
provide therapeutic massage services for me. | have also received a Notice of
Privacy Practices and the Insurance Coverage and Patient Liability Policy.

2. I understand and agree that regardless of insurance coverage, | am liable for any
charges incurred as a result of services rendered to me at Sylvan Chiropractic

Clinic and Wellness Center, LLC.

3. If this account is assigned to an attorney for collection and/or suit, the prevailing
party shall be entitled to reasonable attorneys’ fees and cost of collections.

4. I hereby assign all therapeutic massage benefits, including major medical benefits to
which | am entitled, Medicare, private insurance and all other health plans, to
Sylvan Chiropractic Clinic and Wellness Center, LLC (5440 SW Westgate Drive,

Suite 100, Portland, OR 97221).

5. | authorize release of patient’s records to third parties requiring these records for
determination of financial liability.

By signing this application | affirm under penalty that | have given true complete information.

Dated this day of 20

Patient Signature Guarantor’s Signature

Guarantor’s Relationship to Patient

AUTHORIZATION TO TREAT A MINOR

By signing below, | acknowledge and represent that | am the parent or legal guardian of:
/ /

Patient’s Full Name Date of Birth
I hereby authorize any chiropractic, physiotherapy, or massage therapy treatments deemed advisable at this time as well as
at the time of any future visits deemed necessary for this patient if a parent or legal guardian is not available when the

child is brought in for treatment.
I agree to hold Sylvan Chiropractic Clinic and Wellness Center and its staff free and harmless from any claims, suits for

damages or complications which may result from such treatment.

This authorization will be effective as of / /
Today’s Date

Witnessed by:

Parent/Guardian Signature:
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Please complete to the best of your knowledge. All information provided is confidential. If you have any questions,
do not hesitate to ask for help.

Medical Information:
Are you currently taking any medications/supplements? If
yes, please list them:

Do you suffer from chronic pain? Yes [ No [

If yes, please explain:

What aggravates the pain the most?

What kind of self-care are you doing for the pain?

On a scale of 1 — 10, what is the intensity of pain/discomfort
currently?
©123456789 106
Have you had any orthopedic injuries? Yes [1  No [
If yes, please explain:

Please circle any of the following that apply to you:

1 Cancer [ Fibromyalgia

1 Headaches/Migraines L1 Stroke

[ Arthritis [J Heart Attack

[ Diabetes [ Kidney Dysfunction
] Joint Replacement(s) L] Blood Clots

L] High/Low Pressure L] Numbness

L1 Varicose Vein
L] Pregnant
[ Breast Implants

L] Sprains or Strains
L] TMJD Problems
U Surgical Implants

Explain any conditions you have marked above or anything
else your therapist should know:

Massage Information
Have you received a therapeutic massage before?
Yes [J No [J

If yes, How long ago and what type of massage?
(Relaxation, Swedish, Sports, Deep Tissue, etc.)

What are you goals for this treatment session?

Do you have any skin sensitivity or allergies?

Please circle any areas of discomfort on the figures
below

By signing the below, you agree to the following:

I have completed this form to the best of my ability &
knowledge and agree to inform my therapist of any of
the above information changes at any time.

Patient Signature:

Date: / /

Therapist Signature:

Therapist License #:

Date: / /
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Consent to Treatment

To Our Patients:

Therapeutic massage procedures and manual muscle therapy techniques are considered safe and effective methods of care.

Occasionally, however, complications may arise. Any procedure intended to help may have complications. While the
chances of experiencing complications are small, it is the practice of this clinic to inform our patients about them. Side
effects include, but are not limited to, soreness, inflammation, soft tissue injury, dizziness, burns, and temporary
worsening of symptoms.

I have read and understand the above statements regarding treatment side-effects. | also understand that there is no
guarantee or warranty for a specific cure or result.

PATIENT SIGNATURE:

DATE: / /

Please read the following carefully and initial each statement:

I understand that if | have any prosthetics or surgical implants (including breast implants, an artificial joint,
etc.), | should discuss this with the supervising physician because it may affect care.

I understand that | play an important role in my own health care. Just as a patient can choose to discontinue
care at any time, Sylvan Chiropractic Clinic and Wellness Center, LLC reserves the right to terminate a
practitioner-patient relationship if a patient is continually unable to comply with reasonable treatment plans.

CONSENT FOR TREATMENT OF A MINOR

By signing below, | acknowledge and represent that | am the parent or legal guardian of:
/ /

Patient’s Full Name Date of Birth

I hereby authorize any therapeutic massage therapy treatments deemed advisable at this time as well as at the time of any

future visits deemed necessary for this patient if a parent or legal guardian is not available when the child is brought in for

treatment.
I agree to hold Sylvan Chiropractic Clinic and Wellness Center and its staff free and harmless from any claims, suits for
damages or complications which may result from such treatment. This authorization will be effective as of
/ /
Today’s Date

Parent/Guardian Signature:

Witnessed by:
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Clinic Financial Policy

Thank you for choosing Sylvan Chiropractic Clinic and Wellness Center to help you maximize your
body’s potential for performance and longevity. Please familiarize yourself with our clinic’s financial
policy by reading the following information about how your medical charges will be handled.

OFFICE POLICY AND PAYMENT RESPONSIBILITY

The responsible party is obligated for payment in full of this account. In the event your private insurance company does
not compensate us within sixty (60) days after billing, we must require you to pay us directly and work out your
difficulties with your insurance carrier. You are responsible for timely payment of your account. Patient balances are
due 30 days after receipt of your statement. Balances over 60 days are subject to a $20 statement re-billing fee.
Balances 90 days past due may be reviewed for collections and if sent to collections, a fee of 30% of the overdue
amount may be assessed. Any worker’s compensation and/ or motor vehicle claims that are denied by the insurance
carrier will become due in full once our office receives an official denial of the claim. If you suspend or terminate your
care and treatment, fees for professional services rendered will be charged directly to you and are immediately due and
payable. In the event of non-payment, the responsible party shall bear the cost of collection and/or court costs and
reasonable legal fees should this be required. All supplements/vitamins, lab work, supports and other supplies must be
paid for at the time they are received. There will be the additional charge of $30.00 for all returned checks due to
insufficient funds.

There will be a $35 fee charged for missed appointments not cancelled or rescheduled at least 24 hours in advance.
BILLING YOUR INSURANCE CARRIER

We will gladly submit your medical bills to your primary insurance. All estimated co-pays, co-insurance, deductibles and
supply charges are due on the day of treatment, unless special arrangements have been agreed upon prior to visit. We
accept cash, check, and credit card (Visa, MasterCard) payments at this time. You will be balance billed any remaining
charges after your insurance processes your claim. Insurance policies are a contractual arrangement between an insurance
carrier and the insured. Possession of a medical insurance member ID card is NOT a guarantee of coverage. Due to
privacy limitations imposed by insurance carriers regarding coverage disclosures, the clinic WILL NOT assume
responsibility to determine your benefits in advance of treatment. You are ultimately responsible as the policy
holder to contact your insurance company to determine your own benefits and coverage.

If you do not have chiropractic coverage or elect to not use your insurance coverage, you must complete a Self-Pay
Discount form if you elect to not have us bill your insurance or you have no coverage.

INSURANCE AUTHORIZATION AND ASSIGNMENT OF BENEFITS

I authorize my insurance benefits to be paid directly to Sylvan Chiropractic Clinic and Wellness Center, LLC. | authorize
the release of any medical information necessary to process this claim. By signing below, acknowledge that any quote of
benefits that has been given to me by the clinic staff, is only a quote, and does not guarantee payment from my insurance
company. In the event that my insurance fails to pay partially, or in full, I am held financially responsible for any and all
charges. I understand it is my responsibility to verify my insurance coverage and must direct any questions | may have to
my employer and/or insurance. | attest that | have provided Sylvan Chiropractic Clinic and Wellness Center, LLC with
any and all insurance coverage information. | have read this form and understand and agree to all of the above applicable
responsibilities and policies. | acknowledge | have received and reviewed the Insurance Coverage and Patient
Liability Policy hand out that outlines further policy details.

I have read, understand and agree with the above financial policy.

Patient or Guardian’s Signature: Date: / /




SYLVAN CHIROPRACTIC CLINIC AND WELLNESS CENTER, LLC
5440 SW WESTGATE DR., SUITE 100 ¢ PORTLAND, OR. 97221 4 503.297.4447 ¢ FAX: 503.296.8414

Insurance Coverage and Patient Liability Policy
¢ ¢ ¢ PLEASE KEEP THIS DOCUMENT FOR YOUR RECORDS ¢ ¢ ¢

We accept assignment on most medical insurance plans, auto injury cases and worker's compensation claims. The contract
of medical health insurance is between the patient and the insurance company. The patient is responsible for knowing
their individual insurance plan coverage. The patient is also responsible for knowing any changes made to their insurance
plan by the insurance company or the subscriber’s employer, and notifying the clinic of such changes. Possession of a
medical insurance member ID card is NOT a guarantee of coverage. The clinic WILL NOT assume responsibility in
determining your benefits in advance of treatment. We cannot guarantee the accuracy of the information they provide
because a quote is NOT a guarantee of payment from your insurance company. Payment is subject to the terms and
conditions of your policy. You are ultimately responsible as the policy holder to contact your insurance company to
determine your own benefits and coverage.

Co-Pays, Co-insurances and Deductibles
We will collect all co-pays, co-insurance and deductibles at the time of service based on the insurance quote we have been
given. Final patient responsibility will be determined once your insurance company processes your claim.

Payment
We are happy to provide the service of billing your insurance company on your behalf and will accept payment from them
directly, but any monies owed on your account are ultimately your responsibility per our financial agreement. The clinic
cannot be responsible for disputing or appealing the way your insurance has processed payment on a claim. It is very
important that you provide legible and accurate patient information to the clinic at the time of your first appointment and
update us of any changes. Incomplete or inaccurate information can cause claim processing delay and/or denials. If once
your insurance has addressed your claim and we are not paid in full by your insurance company (less any contractual
write-offs resulting from network participation) you will be balanced billed any remaining charges and be required to pay
us directly. Please be aware that when dealing with insurance companies, misquotes can be given, maximums can be met,
policies and coverage can change, certain services involved in your treatment plan may not be covered under your policy,
amounts billed may be above your insurance allowable, and deductibles may not be met in full—all of which can alter the
amount of your bill after the claim has been submitted and processed. We encourage you to verify your own insurance
coverage every year to review any changes in your policy. We also ask that before your first visit of the year, you notify
us of any changes in your insurance and upon your visit give us a copy of any new insurance cards you might have
received. We do our best to help you with your insurance benefits. If you are ever balanced billed an amount that you may
find difficult to pay, please contact us for possible payment arrangements.

You are responsible for timely payment of your account. Patient balances are due 30 days after receipt of your statement.
Balances over 60 days are subject to a $20 statement re-billing fee. Balances 90 days past due may be reviewed for
collections and if sent to collections, a fee of 35% of the overdue amount may be assessed. Any worker’s compensation
and/or motor vehicle claims that are denied by the insurance carrier will be considered due in full once our office receives
an official denial of the claim. We will mail you a statement to the address you provide us if any additional balances are
due which will be due upon receipt.

Auto Injury Cases
If you are hurt in an accident and it is deemed the other driver's fault, the other driver’s auto insurance company is
responsible. However, in some cases this third party will not pay out on a claim until the case is settled. If you choose not
to file a PIP claim and want to wait on the third-party settlement then it is required that you are a self-pay patient and pay
at the time of service and submit the bill yourself to the third party so you can be reimbursed when you claim settles.

All auto liability policies in Oregon are required to provide Personal Injury Protection (PIP [no-fault]) coverage for
prompt payment of reasonable and necessary medical expenses resulting from an accident. There is no penalty to you for
making a PIP claim under your own policy. However, your insurance company is entitled to be reimbursed by the
responsible person’s insurance company. First general rule: “PIP follows the car.” If the car is insured, PIP covers all
occupants no matter who was at fault. By law, PIP must cover at least $15,000 worth of medical expenses occurring
within 365 days of the accident as long as it is deemed reasonable and necessary. Any amounts over your PIP should be
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covered by your healthcare insurance. If you do not have healthcare insurance or your healthcare insurance policy does
not cover the services provided in our clinic, you will be personally liable for any amounts in excess of your PIP
insurance. Even though you file a PIP claim there may come a time during the course of your treatment where your PIP
stops making payments on your medical expenses. For this reason, we have all motor vehicle accident patients sign an
“Assignment and Understanding” document with our clinic, which you will be given at the time of your first appointment.
If your PIP exhausts, denies and/or expires and we are unable to secure payment from your healthcare insurance, the lien
gives the clinic added protection so that we can be assured reimbursement for services rendered from any settlement
awarded to you resulting from the injury case. Your insurance company will not advise us on how much money is
available in your PIP or warn us when it is about to exhaust. Only you are authorized to obtain that information.

Medicare Non-Covered Services
According to existing Medicare law, many of the services in our office are NON-COVERED and are the responsibility of
the patient.

Examples of Non-Covered Services:
All Services Other than Chiropractic Adjustments: office visits to evaluate and manage, re-evaluate, advise, or
give counsel regarding your health; physiotherapy such as massage, traction, electrical stimulation, neuromuscular
re-education, etc.; x-rays, laboratory, supplies, and vitamins
Various Chiropractic Adjustments or Treatments: non-spinal manipulation to the shoulder, arm, leg, etc.;
maintenance care of a condition which is stable and not making any more improvement; wellness care to promote
health

Time of Service (Self-Pay) Payments
Our clinic strives to provide exceptional care that is reasonable and necessary for our patients at a price that is affordable.
For those patients that do not have insurance coverage or do not wish to utilize existing coverage, you must sign the Self-
Pay Patient Agreement form to acknowledge that you do not have health insurance or you are choosing not to have your
insurance billed for the services you are receiving. If at any time you present insurance to our clinic to bill on your behalf
within your insurance company's timely filing and policy guidelines, we will commence submitting claims to your
insurance company. You may choose to submit a statement to any insurance company to seek reimbursement yourself
provided that our clinic is not contracted with that insurance. Under some circumstances payment plans may be available
for Self-Pay patients.

Billing Questions
The financial realm of health care can be confusing and frustrating for patients as well as practitioners and support staff.
We want to be your partner in the process to help you receive the most of your insurance benefits. An Explanation of
Benefits (EOB) from your insurance company is a statement detailing your medical benefits account activity. It is
important to carefully read your EOB once you receive it as the information on the EOB helps you understand how your
benefits were applied to that particular claim. It will show the amount we billed for the service, the amount the insurance
allows for the service, any co-pays, co-insurance and or deductible that was applied, and amounts not covered because it
is either a provider contractual write-off or patient responsibility. It should provide an explanation of any denial,
reduction, or any other reason for not providing full reimbursement for the amount billed. If you don’t feel the claim was
processed correctly we encourage you to contact your insurance so that their customer service can explain why your
policy did not allow for reimbursement. As a member you are entitled to appeal denials and to receive a copy of the
criterion relied upon in making the determination to deny your claim. The more proactive you are with your healthcare,
the better chance you have of getting your claims paid accurately with the least amount of out-of-pocket expense to you.

If you have any questions regarding your medical bills or account status, please contact our offices at (503) 297-4447.

Thank you,
Sylvan Chiropractic Clinic and Wellness Center
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Notice of Privacy Practices
¢ ¢ ¢ PLEASE KEEP THIS DOCUMENT FOR YOUR RECORDS ¢ ¢ ¢

This notice illustrates how your personal health information may be used and disclosed, and how you can gain access to this
information. Please review this notice carefully. Our practice is dedicated, and we are required by applicable federal and state laws, to
maintain the privacy of your health information. These laws also require us to provide you with this notice of our privacy practices,
and to inform you of your rights and our obligations concerning your health information. We are required to follow the privacy
practices described below while this notice is in effect. This notice is effective as of April 14, 2003, and will remain in effect until it is
replaced.

CHANGES TO NOTICE

We reserve the right to change this notice and the privacy practices described below at any time in accordance with applicable law.
Prior to making significant changes to our privacy practices, we will alter this notice to reflect the changes, and make the revised
notice available to you upon request. Any changes we make to our privacy practices and/or this notice may be applicable to health
information created or received by us prior to the date of the changes. You may request a copy of our notice at any time. For more
information about our privacy practices, or for additional copies of this notice, please contact us using the information listed at the end
of this notice.

PERMITTED USES AND DISCLOSURES OF HEALTH INFORMATION

A. TREATMENT, PAYMENT, and HEALTHCARE OPERATIONS: You should be aware that during the course of our relationship
with you we will likely use and disclose health information about you for treatment, payment, and healthcare operations. Examples of
these activities are as follows:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare
operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare
professionals, evaluating practitioner and provider performance, and other business operations.

B. AUTHORIZATIONS: You may specifically authorize us to use your health information for any purpose or to disclose your health
information to anyone, by submitting such an authorization in writing. Upon receiving an authorization from you in writing we may
use or disclose your health information in accordance with that authorization. You may revoke an authorization at any time by
notifying us in writing. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect.
Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those permitted by
this Notice.

C. DISCLOSURES TO FAMILY AND PERSONAL REPRESENTATIVES: We must disclose your health information to you as
described in the Patient Rights section of this Notice. Such disclosures will be made to any of your personal representatives
appropriately authorized to have access and control of your health information. We may disclose your health information to a family
member, friend or other person to the extent necessary to help with your healthcare or with payment for your healthcare only if
authorized to do so. In the event of your incapacity or in emergency circumstances, we will disclose health information based on a
determination using our professional judgment disclosing only health information that is directly relevant to the person's involvement
in your healthcare.

D. MARKETING: We will not use your health information for marketing communications without your written authorization.

E. USES OR DISCLOSURES REQUIRED BY LAW: We may use or disclose your health information when we are required to do so
by law, including for public health reasons (e.g., disease reporting). In some instances, and in accordance with applicable law, we may
be required to disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of
abuse, neglect, or domestic violence or the possible victim of other crimes.

F. PATIENT AND THIRD PARTY PROTECTION: Only as permitted by law, we may disclose your health information to the extent
necessary to avert a serious threat to your health or safety or the health or safety of others.

G. LAW ENFORCEMENT/NATIONAL SECURITY:: Under certain circumstances we may disclose health information relating to
members of the Armed Forces to military authorities. Under certain circumstances we may also disclose health information relating to
inmates or patients to correctional institutions or law enforcement personnel having lawful custody of those individuals. We may
disclose health information in response to judicial proceedings and law enforcement inquiries as permitted by law, and to authorized
federal officials as required for lawful intelligence, counterintelligence, and other national security activities.

H. APPOINTMENT REMINDERS: We may use or disclose your health information to provide you with appointment reminders
(such as voicemail messages, postcards, or letters).
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PATIENT RIGHTS

A. ACCESS TO RECORDS: Upon submission of a written request to us, you have the right to review or receive copies of your health
information, with limited exceptions. You may obtain a form to request access by using the contact information listed at the end of this
Notice. You may request that we provide copies in a format other than photocopies and we will use the format you request if it is
readily available. We will charge you a reasonable cost-based fee relating to the production of such copies. If you request
copies, we will charge you $10.00 for the first page and .50 for each additional page, and postage if you want the copies mailed
to you. If you request an alternative format, we will charge a reasonable cost-based fee for providing your health information in that
format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using the
information listed at the end of this Notice if you are interested in receiving a summary of your information instead of copies.

B. ACCOUNTING OF CERTAIN DISCLOSURES. Upon written request, you have the right to receive a list of instances in which
we or our business associates disclosed your health information for purposes, other than treatment, payment, healthcare operations and
other activities authorized by you, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in
a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

C. RESTRICTIONS AND ALTERNATIVE COMMUNICATIONS: You have the right to request that we place additional restrictions
on our use or disclosure of your health information for treatment, payment and healthcare operations purposes. Depending on the
circumstances of your request we may, or may not agree to those restrictions. If we do agree to your requested restrictions we must
abide by those restrictions, except in emergency treatment scenarios. You have the right to request that we communicate with you
about your health information by alternative means or to alternative locations (e.g., at your place of business rather than at your
home). Such requests must be made in writing, must specify the alternative means or location, and must provide satisfactory
explanation how payments will be handled under the alternative means or location you request.

D. AMENDMENTS TO RECORDS: You have the right to request that we amend your health information. Such requests must be
made in writing, and must explain why the information should be amended. We may deny your request under certain circumstances.
E. ELECTRONIC NOTICES. If you receive this Notice by electronic mail (e-mail), you are entitled to receive this Notice in written
form.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us. If you are concerned that
we may have violated your privacy rights, or you disagree with a decision we made or any decisions we may make regarding the use,
disclosure, or access to your health information you may complain to us using the contact information listed below. You also may
submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file such a
complaint upon request. We support your right to the privacy of your health information. We will not retaliate in any way if you
choose to file a complaint with us or with the U.S. Department of Health and Human Services. Please direct any of your questions or
complaints to:

Dr. Seth Alley, DC, CCSP, CKTP

Sylvan Chiropractic Clinic and Wellness Center, LLC
5440 SW Westgate Dr., Suite 100

Portland, OR 97221

Phone: 503.297.4447

Fax: 503.296.8414

Email: drseth@sylvanchiropractic.com



