
PATIENT INFORMATION FORM 
GENERAL SURGERY 

 

                                                                                                                                   
   
  

  

Last Name/Suffix First Name MI Birth Date 
    
Mailing Address City State Zip 
    
Street Address City State Zip 
    
Home Phone # Cell Phone # Email Address 
      Ok to contact      Ok to contact       Ok to contact 
Social Security # Gender Marital Status 
        M        F       Single         Married          Divorced        Separated 
 

Work Information 
Employer’s Name Work Phone Occupation 
   
Employer’s Address City State Zip 
    
 

Referring / Primary Care Physician Information 
Referring Physician Name Phone # City 
   
Primary Physician Name Phone # City 
  
 

Primary Insurance Information 
Insurance Company Phone # 
 
Address City State Zip 
    
Subscriber Name DOB I.D. Number 
   
Subscriber’s Employer Name Group Number Co Pay Amt. 
   
 

Secondary Insurance Information 
Insurance Company Phone # 
 
Address City State Zip 
    
Subscriber Name DOB I.D. Number 
   
Subscriber’s Employer Name Group Number Co Pay Amt. 
   
 

Emergency Information 
Relative to Contact Phone # Relation to patient 
 
Other person to contact Phone # Relation to patient 
 
 
How Did You Hear Of Our Office?       Physician         Friend         PSC Website        Vasectomy.com          Self 
Other: 

 

 



PATIENT INFORMATION FORM 
GENERAL SURGERY 

 

                                                                                                                                   
   
  

 
AUTHORIZATION TO DISCLOSE HEALTH INFORMATION 

 
NOTICE: 
*Federal law says that Puyallup Surgical Consultants A Division of Proliance Surgeons, Inc. and Puyallup Ambulatory Surgery Center 
(PSC and PASC) cannot share your health information without your permission except in certain situations. If you sign this form, you 
are giving PSC and PASC permission to share your health information that PSC and PASC has with the person you indicate below. 
 
*This authorization is voluntary. 
 
*Right to revoke: If you decide you do not want PSC and PASC to share your health information any longer, sign the revocation at the 
end of this form and give this form to PSC. If PSC and/or PASC has shared your health information for  a research study, PSC and/or 
PASC may continue to use or share your health information for that purpose only. 
 
*Payment, enrollment, or eligibility for benefits for your health care will not be affected if you do not sign this authorization. 
 
*PSC and PASC cannot promise that the person you permit PSC and PASC to share your health information with will not share your 
health information with someone else you may not want to have your health information. 
 
My Name:               Date of Birth:                                                                                                      
 
I give permission to: Puyallup Surgical Consultants A Division of Proliance Surgeons, Inc. and Puyallup Ambulatory Surgery Center to 
share my health information with: (any people of your choice, family, friends etc.) 
 
                
So that this person or entity may assist with my health care issues. PSC and PASC may share my health information for one year after 
the date on this authorization form or until I revoke the authorization. 
 
I want PSC and PASC to share this health information: (Check all that apply) 
 
  All of my health information    Information regarding prescription drug coverage       ____  Other 
 
  My health information regarding treatment for alcohol and/or substance abuse 
 
  My health information regarding Acquired Immunodeficiency Syndrome (AIDS) or Human Immunodeficiency Virus (HIV) 
 
This form must be signed by either THE RECIPIENT or BY THE PERSONAL REPRESENTATIVE. The recipient’s parent may sign for the 
recipient if they are a minor. 
 
                
Signature of Recipient                       Date 
 
If this form is signed by the personal representative, please include a copy of the document name the personal representative, for 
example, a power of attorney, Personal Representative Designation form, or order appointment a guardian. 
 
                
Signature of Personal Representative                     Relationship of personal Representative                                 Date 
 
REVOCATION OF AUTHORIZATION 
I no longer want Puyallup Surgical Consultants a division of Proliance Surgeons, Inc. and Puyallup Ambulatory Surgery Center to share 
my health information with the person or entity indicated above. 
 
                                                                                                                                                       
My Name (Printed)                                                                         Signature                                                               Date 
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1519 Third Street SE, Suite 230 Puyallup, WA 98372 
Phone: 253-841-9640 · Fax: 253-841-7645 

 
 

 “THE BRAIN AND SPINE CENTER” is the name of our building. 
****HANDICAP ENTRANCE is on the 4th St Side of the building**** 

(We do not have an elevator in our building) 
 

 
From Enumclaw: 
Go WEST on HWY 410 and take State 
Route 512 to Puyallup. Take the Meridian 
exit. Take a LEFT at the light. Turn LEFT 
onto 15th Ave SE. Take a RIGHT at the 
ROUND ABOUT onto 3rd and a LEFT into 
our parking lot. 
 
From Auburn: 
Go SOUTH on HWY 167 and take State 
Route 512 to Puyallup. Take the Meridian 
exit. Take a LEFT at the light. Turn LEFT 
onto 15th Ave SE. Take a RIGHT at the 
ROUND ABOUT onto 3rd and a LEFT into 
our parking lot. 
 
From Tacoma: 
Go EASTBOUND on 512. Take the 
Meridian St South exit. Take a RIGHT at the 
light. Turn LEFT onto 15th Ave SE. Take a 
RIGHT at the ROUND ABOUT onto 3rd and 
a LEFT into our parking lot. 

GOOD 
SAM 

 

DINW X 


