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Patient LAST Name: Patient FIRST Name: M I: 

Date of Birth: Age: M/F
Address: 

City: State: Zip: SS#: 

Day  Phone:  (      )    ok to leave msg (   )single        (   )married       (   )Divorced/Separated       (   )Dependent       

Home Phone: (   )   ok to leave msg Parent/Spouse Name: 

Are you Right or Left Handed? Referring Provider: 

Primary Care Provider: 
[With our recent mandated conversion to electronic medical record, we are now required to survey the following patient demographics.] 

What language do you speak? ___________________________________ 

Race:          Ethnicity: 
      American Indian or Alaska   White or Caucasian        Hispanic or Latino 
      Asian       Native Hawaiian or Pacific Islander   Non-Hispanic or Latino  
      Black or African American     Other/Undetermined 

Name of Person Responsible for Bill: 

Address (if not above): City: State: 

Zip: Primary Phone: (      ) Other Phone: (      ) 

Is this a work related injury? 
(required)   Y / N 

If yes, did you file a Workers Comp 
Claim?  Y / N Claim #: 

Name and Address of self-insured company: Date of Injury: 

Phone: (      ) 

PRIMARY INSURANCE: OTHER INSURANCE: 
Ins. Co. Name: Ins. Co. Name: 

Subscriber Name: Subscriber Name: 

Date of Birth: Date of Birth: 

ID #: Grp #: ID #: Grp #: 

Subscriber’s Employer: Subscriber’s Employer: 
Does your insurance carrier require a referral?:    Y   N   (If yes, it is your responsibility to obtain a referral from your primary care 
provider.) 
I request that payment of authorized Medicare or insurance benefits be made to my physician on my behalf for any services furnished to me by any 
of the physicians at Proliance Surgeons. I authorize any holder of medical information about me to release to HCFA and its agents or to my other 
insurance any information needed to determine these benefits. I authorize treatment of the person named above and agree to pay all fees and 
charges for such treatment and I accept financial responsibility for non-covered services. 

***SIGNATURE: ______________________________________ DATE: __________________________________ 

DEMOGRAPHICS

BILLING INFORMATION

EMAIL



Financial Policy 

Proliance Hand, Wrist & Elbow Physicians, a division of Proliance Surgeons is committed to providing you with the 
highest quality medical care. Our credit and collection policy is in place to retain financial resources and maintain 
excellent health care for our patients and community.  

Patient Responsibilities:  
You help ensure an efficient experience by assisting with the following: 
x Providing us with your photo identification, insurance card and Social Security number to enable us to

submit your claims timely and accurately
x Knowing your insurance benefits and limitations and ensuring there is an authorization for our providers to

treat you if it is required by your insurance, including obtaining a referral
x Providing us with copies of any pertinent medical records, including tests (MRI/CT/Arthrogram) and x-rays
x Paying your portion of the charges and any additional amount owed when due
x Completing required incident/accident forms within 30 days of date of service
x Maintaining a current account with Proliance Surgeons at all times
x Providing us with at least a 24-hour advanced notice should you need to cancel or reschedule an

appointment. We may charge a fee for missed appointments that is not covered by insurance.

Insured Patients:  
We will bill your primary and secondary insurance carrier in a timely manner. If you are disputing payment with 
your insurance carrier or have a balance over $100.00 with us, you must notify our business office and make 
payment arrangements.  
x Co-Pays/Deductibles/Co-Insurance – Copays are due at the time of service. Co-payments, co-insurance and

deductibles are a contractual agreement between you and your insurance carrier. We cannot change or
negotiate these amounts.

x Surgery – If surgery is indicated, a pre-payment to the utilized surgery center may be required for facility
fees for elective, non-emergent procedures prior to the surgery being performed. Your out-of-pocket cost is
estimated based on your benefits and our fees. Anesthesia and other providers are separate fees.

x Non-Participating Insurance – If we do not participate in the insurance you have, we will file a claim as a
courtesy. All unpaid claims will become your responsibility 45 days following filing and be immediately due
and payable.

Private-Pay/Uninsured Patients: 
Office/Provider’s Fees: – When visits and services are paid in full at the time of service, we offer a 20% discount 
(see exclusions below). Office procedures (e.g., casting, scopes, tests, x-rays) will be billed separately from the 
office visit. Private pay patients who receive retroactive Medicaid coverage need to immediately notify our 
business office. Any private payments made will be refunded once all visits have been processed by insurance. 

*Exclusions: The discounts referenced above do not apply in cases of cosmetic procedures, motor vehicle accidents, third
party insurance claims or in other cases when the patient may be reimbursed in full.

Workers’ Compensation Patients: 
If your visit is work-related, we will need the case number and carrier name prior to your visit in order to bill the 
workers’ compensation insurance carrier.  
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Financial Policy – cont. 

Motor Vehicle Accidents (MVA) Insured and Third Party Patients: 
We will need the claim number, carrier name and claim manager contact information prior to your visit in order to 
bill the MVA/Third Party insurance carrier. We will bill the insurance carrier one time. The bill becomes your 
responsibility if not paid by the carrier within 30 days. We regret that we are not in a position to confer with 
attorneys or defer payment obligations while a case settles. If your personal injury protection benefit on your MVA 
policy is exhausted, we will bill your private insurance at your request provided we are furnished with the 
necessary information for the date of service.  

Payment: 
x Payment Options – We accept checks, major credit/debit cards and money orders for payment (no

post-dated or third party checks). We charge a $40.00 NSF fee for any returned checks.
x Delinquent Accounts – We charge 5% interest accruing monthly on balances over 45 days old. We may

assign an account to collections if balances are unpaid after 120 days. Patients assigned to collections may
be denied additional service.

x Alternative Payment Arrangements – If you are unable to pay your balance when due, please contact our
business office to make alternative arrangements. Any patient with a past due amount may be denied
additional service until the amount is paid or the patient is complying with an alternative payment
arrangement.

x Bankruptcy/Prior Bad Debt/Collections – Patients who have previously filed for bankruptcy or never
satisfied their payment obligations for prior episodes of care with Proliance Hand, Wrist & Elbow Physicians
or other Proliance Surgeons care centers may be required to pay for their portion of new charges at the time
of service in addition to any outstanding collection balances.

Short Form Notice of Privacy Practices - Acknowledgement 

We keep a record of the health care services we provide you. We will not disclose your record to others without 
your signed consent or the law authorizes us to do so. You may ask to see, copy, or correct your records.  To get 
more information about your records, call our office and ask for the administrator.  

Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed, 
and how you can access your information. You may request a copy of our complete Notice of Privacy Practices at 
any time.  

By my signature below I acknowledge that I have read and accept the Financial Policy and the Short Form Notice 
of Privacy Practices and I am aware that the complete Notice of Privacy Practices is available to me at my request. 

__________________________________________________________      _________________________ 
Patient or legally authorized individual signature          Date 

__________________________________________________________      _________________________ 
Printed name if signed on behalf of the patient          Relationship 
(Parent, legal guardian, Personal Representative) 

This form will be retained in your medical record. 
Last Updated: Sept.2020
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DEMOGRAPHICS:

Height: ____________   Weight: _____________

Age:_______________
Office Use: BP:___________  HR:____________

Patient Health History ForP�
Phone: (425) 823-4224   Fax: (425) 820-8975

Patient Name: ________________________________________

Date of Birth: ___________________________

Male:a    Female:a    (Pregnant: No a     Yes a     Unsure a) 

Referring Physician: __________________________________________________________________________________ 
Primary Care Physician: _______________________________________________________________________________ 
What are you being seen for today? ______________________________________________________________________
Are you Right or Left Handed? _________________________________________________________________________ 

MEDICATIONS 
Please list ALL medications and doses that you are CURRENTLY taking (this includes birth control pills, 
hormones, IUDs, vitamins and herbal supplements):

Medication Dose/ Strength # Pills per Day Reason

1) ___________________________ __________________ _________________ _____________________

2) ___________________________ __________________ _________________ _____________________

3) ___________________________ __________________ _________________ _____________________

4) BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

5) BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

6) BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

7) BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

8) BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

9) BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

10) BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

ALLERGIES

a  I have no allergies to medication.

Medication Reaction Medication Reaction

1) _____________________ _______________________

2) _____________________ _______________________

3) _____________________ _______________________

4) _____________________ _______________________

5) _____________________ _______________________

6) _____________________ _______________________

Latex allergy?  a No     a Yes

Food allergy?  a No     a Yes, type____________________

Please list below any pain medications you do not tolerate. 

________________________________________________

Have you ever had KLVWRU\ RI DQHPLD RU blood GLVRUGHU?  a No  a Yes, H[SODLQ__________________________ 
Have you or any relatives had problems with anesthesia?  a  No     a  Yes, explain ______________________ 
+ave you ever had an EKG?  a  No    a  Yes, when/ where? ________________________________________ 

Do you get shortness of breath when climbing more than 2 flights of stairs?  a No     a Yes
+DYH�\RX�HYHU�KDG�D�056$�LQIHFWLRQ"BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

,~ PHWE I PROLIANCE HAND, WRIST & ELBOW PHYSICIANS 
'--'' WORK AGAIN, PLAY AGAIN! 

 If Yes, explain:
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PAST SURGICAL HISTORY
Please list the surgical procedures you have undergone:

Date of Surgery Type of Surgery Describe the Recovery

1) BBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

2) BBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

3) BBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

4) BBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

5) BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

6) BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

7) BBBBBBBBBBBBBBBBB����BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB���BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

8)PAST MEDICAL HISTORY
Explain Explain

a $QHPLD a .LGQH\� EODGGHU LQIHFWLRQV

a $UWKULWLV �³ZHDU DQG WHDU´� a .LGQH\ VWRQHV

a $VWKPD a .LGQH\ SUREOHPV� RWKHU

a /LYHU SUREOHPVa %OHHGLQJ SUREOHPV

a /XSXVa %ORRG FORWV

a 056$a &DQFHU

a 2VWHRSRURVLV RU RVWHRSHQLDa &23'� (PSK\VHPD

a 3URVWDWH SUREOHPVa 'HSUHVVLRQ

a 'LDEHWHV a 3V\FKLDWULF SUREOHPV

a 'UXJ RU DOFRKRO SUREOHPV a 5KHXPDWRLG DUWKULWLV

a *(5' � UHIOX[ a 6FROLRVLV

a 6HL]XUHVa *RXW

a 6WURNHa +HDULQJ SUREOHPV

a 7K\URLG SUREOHPVa +HDUW DWWDFN

a 7XEHUFXORVLVa +HDUW GLVHDVH

a 8OFHUDWLYH FROLWLV� &URKQ¶Va +HSDWLWLV

a 8OFHUVa +LJK EORRG SUHVVXUH

a 2WKHU�
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FAMILY HISTORY��Please check any conditions associated with your immediate family members

SOCIAL HISTORY
Do you use tobacco products? Current situation?

a <HV� , VPRNHBBBBBSDFNV SHU GD\ a 0DUULHG a 'LYRUFHG

a <HV� , FXUUHQWO\ FKHZ WREDFFR� VQXII a 6LQJOH a :LGRZHG

a 1R� , TXLW VPRNLQJ� FKHZLQJ BBBBB\HDUVBBBBBPRQWKV DJR a 6HSDUDWHG

a 1R� , KDYH QHYHU XVHG WREDFFR SURGXFWV a /Lving with significant other

Do you consume alcoholic beverages (e.g., beer, wine, liquor)? Do you have children?

a 1R     a <HV� W\SH� BBBBBBBBBBBBBDPRXQW� ZHHN� BBBBBBBBB a 1R     a <HV� KRZ PDQ\" BBBBBBBBBBBBBBBBBBBBBB

Do you use illicit drugs?  a 1R     a <HV� W\SH� BBBBBBBBBBBBB

Do you live:  a DORQH     a ZLWK VSRXVH� IDPLO\� DQG� RU IULHQG�V�     a DVVLVWHG OLYLQJ

Have you had a recent change in a significant relationship in the last year or other stress?  a 1R     a <HV
If yes, please explain: ________________________________________________________________________________

WORK HISTORY
What is your occupation or previous one if currently not working?BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
Briefly describe your job:BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
Name of employer:BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB Last date worked:BBBBBBBBBBBBBBBBB

Please mark ONE statement that best describes your current employment situation:

a FXUUHQWO\ ZRUNLQJ a VWXGHQW ��a GLVDEOHG� UHWLUHG IURP D KHDOWK SUREOHP �127 IURP DQ

a RQ SDLG OHDYH a KRPHPDNHU      RUWKRSHGLF RU VSLQH SUREOHP�

a RQ XQSDLG OHDYH a GLVDEOHG� UHWLUHG IURP DQ RUWKRSHGLF   a UHWLUHG �QRW GXH WR KHDOWK�

a XQHPSOR\HG      DQG�RU VSLQH SUREOHP ��a RWKHU� SOHDVH VSHFLI\BBBBBBBBBBBBBBBBBBBBBBBBBBB
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t~ PHWE I PROLIANCE HAND, WRIST & ELBOW PHYSICIANS 
WORK AGAIN, PLAY AGAIN! 

Mother Father Son Daughter Brother Sister Other 
Anesthesia Problems Heart Disease lf-------+----+---+---f---+---+----+---, 

Mother Father Son Daughter Brother Sister Other 

11-A_rt_h_riti_·s ___ -+---+-----1---+---+---+---+-----, f-Hi....,'g'-h_B_lo_od_P_r_es_su_re_lH_,)='P_ert_e_ns_io_n+---+---+-----1---+---+---+---H 
11-B_a_ck_P_a_in ___ +----+---+---f---+---+----+---, f-~_ia....,lig,_n_an_tH_),_,_'P_ert_h_e_rm_ia ___ +---+---+-----1---+---+---+---H 
ii-:C:..:an=.:c:..:.er:..:.: ====-l----l-----1----1---.J...----l----l-----a ....,o_st_eo_,p_or_o_sis_/_O_s_te....,op~e_ni_a --+----+---+-----+---+---+----+---H 
, .... C_lo_ttin_· ~g_D_is_or_de_r_+----+---+----1-----+---+----+----< Rheumatoid Arthritis 
, .... c_O_P_D_/E_m~ph~y_se_m_a--+---+-----1----+---+----+---+------< ..... s1_ee_,p_A~p_ne_a ______ +----+---+-----1---+---+----+---H 
Diabetes Stroke lf-------+----+---+---t-----+----+----+----< 

11-D_ru_,g'-A_d_di_cti_·o_n_-+---+-----1---+---+---+---+-----, Other: 
Alcohol Addiction Other: 
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REVIEW OF SYSTEMS

Please mark the circle next to ANY symptoms you have experienced in the past 6 months:
Constitution Eyes Gastrointestinal Other
a )HYHU a %OXUUHG 9LVLRQ a +HDUWEXUQ a (DV\ %UXLVH�%OHHG

a &KLOOV a 'RXEOH 9LVLRQ a 1DXVHD a (QYLURQPHQWDO $OOHUJLHV

a :HLJKW /RVV a 6HQVLWLYLW\ WR /LJKW a 9RPLWLQJ a 2WKHU BBBBBBBBBBBBBBBBBB

a 0DODLVH�)DWLJXH a (\H 3DLQ a $EGRPLQDO 3DLQ

a 6ZHDWLQJ a (\H 'LVFKDUJH a 'LDUUKHD

Neurological

a :HDNQHVV a (\H 5HGQHVV a &RQVWLSDWLRQ

a 'L]]LQHVV

a 2WKHU BBBBBBBBBBBBBBBB a 2WKHU BBBBBBBBBBBBBBBBBB

a +HDGDFKHV

Skin Cardiovascular
a 2WKHU BBBBBBBBBBBBBBBBBBBBBa 5DVK a &KHVW 3DLQ a 6HQVRU\ &KDQJH

a ,WFKLQJ a 3DOSLWDWLRQV *eQitouriQar\ a 6SHHFK &KDQJH

a 2WKHU BBBBBBBBBBBBBBBB a 6KRUWQHVV RI %UHDWK a 3DLQIXO 8ULQDWLRQ a )RFDO :HDNQHVV

a /HJ &UDPSV a 8UJHQF\ RI 8ULQDWLRQ a 6HL]XUHV

a )UHTXHQF\ RI 8ULQDWLRQ

a %ORRG LQ 8ULQH

a 2WKHU BBBBBBBBBBBBBBBBBB a )ODQN 3DLQ

HENT

0eQtal�+ealth
a (DU 'LVFKDUJH

Musculoskeletal
a 'HSUHVVLRQ

a 1RVHEOHHGV a 6XLFLGDO ,GHDV

5eVSirator\

a 0XVFOH 3DLQ a 6XEVWDQFH $EXVH

a 6SXWXP 3URGXFWLRQ a 1HFN 3DLQ a +DOOXFLQDWLRQV 

a 6WULGRU a 6KRUWQHVV RI %UHDWK a %DFN 3DLQ

a 6RUH 7KURDW a :KHH]LQJ a -RLQW 3DLQ

a ([FHVVLYH 7KLUVW a 2WKHU BBBBBBBBBBBBBBBBBB a )DOOV

a 2WKHU BBBBBBBBBBBBBBBB a 2WKHU BBBBBBBBBBBBBBBBBBBBB

a I have not had ANY of the above symptoms in the last 6 months.

SIGNATURE

3DWLHQW¶V VLJQDWXUH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH� BBBBBBBBBBBBBBB 

3OHDVH SULQW QDPH�  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

3K\VLFLDQ¶V VLJQDWXUH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH� BBBBBBBBBBBBBBB

3OHDVH SULQW QDPH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Patient Health History Form- Page 4

a +HDULQJ /RVV

a 5LQJLQJ LQ (DUV

a (DU 3DLQ

a &RQJHVWLRQ

a 6LQXV 3DLQ

a /HJ 6ZHOOLQJ

a 6OHHS $SQHD

a &RXJKV

a &RXJKLQJ XS %ORRG

a %ORRG LQ 6WRRO

a 0HOHQD

a 2WKHU BBBBBBBBBBBBBBBBBBBBB

a 7LQJOLQJ

a 7UHPRU

a /RVV RI &RQVFLRXVQHVV

a 2WKHU BBBBBBBBBBBBBBBBBB

a 1HUYRXV�$Q[LRXV

a ,QVRPQLD

a 0HPRU\ /RVV

a 2WKHU BBBBBBBBBBBBBBBBBBB

,QLWLDOV��BBBBBBBBBBBBBBB�'DWH��BBBBBBBBBBBBBBB�� ,QLWLDOV��BBBBBBBBBBBBBBB�'DWH��BBBBBBBBBBBBBBB��

�)RU�)XWXUH�8VH)�
8SGDWHG�� ,QLWLDOV��BBBBBBBBBBBBBBB�'DWH��BBBBBBBBBBBBBBB�

/ 1~ PHWE I PROLIANCE HAND, WRIST & ELBOW PHYSICIANS 
, .. , WORK AGAIN, PLAY AGAIN! 
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