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Patient Registration Form 

Patient Information: 

Last Name______________________________________First____________________________________MI________ 

Date of Birth_____/______/______     Weight______ Height_____      Sex:  M_____ F_____   SSN__________________ 

Address__________________________________________________City ___________________State____Zip_______ 

Preferred Phone #_______________________________ Email______________________________________________ 

Emergency Contact Name and Phone___________________________________________________________________ 

Race_________________ Ethnicity__________________ Preferred Language_______________ 

PRIMARY CARE PHYSICIAN______________________________________  PHONE:_________________________________ 

REFERRING PHYSICIAN __________________________________________PHONE:_________________________________ 

How Did You Hear About Us?_____________________________________________________________________ 

For specials and upcoming events “Like us on Face Book or visit our website at 

www.salmoncreekps.com 

 

Responsible Party Information:  Patient______Parent/Guardian_____ Spouse_____ Other______ 

Last Name________________________________First__________________________ Date of Birth____/____/____ 

Address__________________________________________________City__________________State_____Zip_______ 

Home Phone______________________Cell________________________Work_______________________ 

 

Insurance Information:   Name of Insurance____________________________________________Effective Date______ 

Subscriber/Name of Insured______________________________________________SS#__________________________ 

ID Number____________________________Group #_____________________________Date of Birth___/____/____ 

Relationship to Patient___________________________ 

 

Secondary Insurance Name (if applicable)______________________________________Effective Date_________ 

Name of Insured________________________________SS#________________Relationship to patient_____________ 

ID Number________________ __Group Number_____________________Date of Birth of subscriber_____/____/_____ 

Richard K. Green, MD., FACS . Virginia S. Huang MD., FACS 

13712 N.E. 10th Avenue Vancouver WA 98685 

Office 360.823.0860 . Fax 360.828.1407 

www.salmoncreekps.com 

http://www.salmoncreekps.com

