
  Respiratory Physicians of SW Washington 
3920 Capital Mall Drive SW  Suite 304  Olympia, WA 98502 

Phone: 360-754-1739     Fax: 360-236-1450 
 

PATIENT INFORMATION 
Completion of this information in its entirety is required at time of visit. 

 

Name_____________________________________________________ Social Security #_____-____-_____ 

                  Last                               First                            MI            SS# Is Required 

Marital status (check one): Single ___   Married  ___   Child  ___  Other  ___     Male___ Female____ 

Birthdate_____________ Mailing address__________________________________________________ 

City _____________ State__________ Zip __________ Home Phone (____) ______________________ 

Occupation____________________Employer________________________________________________ 

Work Phone (____) ______________ Cell # (____)_______________ Spouse Name________________ 

************************************************************************************** 

How did you hear about us?         

⁭ Family             ⁭ Friend          ⁭ Yellow pages    ⁭ Other       ⁭ Referred by ____________________ 

Primary Doctor ________________________________ Phone Number (____) _____________________ 

************************************************************************************** 

If someone other then the PATIENT is responsible for payment, complete the following: 

Name or responsible party____________________ Address _____________________________________ 

Relationship to patient _____________________Social Security # ____- ___ - ____ Birth date__________ 

Phone (____) ____________ Employer ______________________ Work Phone (____) ________________ 

************************************************************************************** 

 In case of EMERGENCY:  Relative to contact (other than spouse) ____________________________                

Relationship___________________                               Phone (___) _____________________ 

************************************************************************************** 

How do you intend to pay? Cash____  Check____  Credit Card____  Insurance __________________  

Primary Insurance Co. _________________________             Subcriber _________________________ 

Birth date ______________________ ID #________________Group# ___________________________  

Date coverage began __________________________ ___  Copay Amount _______________________ 

Second Insurance Co. _________________________               Subscriber ________________________  

Birth date ____________________ ID# ____________________Group # ________________________ 

Date coverage Began _____________________________  Copay Amount _______________________ 



I have verified the insurance on this form and authorized my insurance benefits to be paid directly to RPSW. I also 

authorize RPSW, in accordance with the Federal Truth-in Lending Act, to release any information required for this 

claim.  

 

Office Financial Policy 
In our continued commitment to provide the highest quality of care available to all of our patients and to have those 

services comfortably affordable, we offer the following options: 

  Private Pay (no insurance coverage) 
Payment is due at the time of treatment. We accept cash, check, Master Card, VISA. and Discover card. A $30 fee will 

be charged for any check returned for insufficient funds or otherwise dishonored. The responsible party agrees to be 

personally and fully responsible for total payment of all procedures performed in this office. 

  Insurance Coverage 
We will, as a courtesy, process your insurance claims in our office. This service is provided to help relieve you of this 

time consuming, and sometimes complicated task. The responsible party agrees to be personally and fully responsible 

for total payment of all procedures performed in this office. 

 I acknowledge I am financially responsible and agree I am responsible for: obtaining a referral authorization if I 

have a managed care program; providing this office with a current insurance card or cards and applicable co-payments 

at the time of service; rebilling fees on balances over 60 days at the rate of 1% per month with a minimum of $2.00 per 

month; paying attorneys and collection fees if any delinquent balance is placed with an agency or attorney for 

collection or suit. 

 

 

___________________________________________                                               ________________________ 

  Signature or responsible party      Date 

     A copy of this assignment is as valid as the original 

 

Medicare Patients only-lifetime authorization 

I request that payment of authorized Medicare benefits be made either to me or on my behalf to Respiratory Physicians 

of Southwest Washington for any services furnished me. I authorize any holder of medical information about me to 

release to the Healthcare Financing Administration and its agents any information needed to determine these benefits or 

the benefits payable for related services. 

 

 

__________________________________________                                                 _________________________ 

                   Signature          Date 

 

Privacy Practices 

Your health information is a private matter, Respiratory Physicians of SW Washington has a “Notice of Privacy 

Practices Policy” that can tell you how this office handles your information. In general, that policy states, no other uses 

or disclosure of your health information will occur unless you tell us it is acceptable. You may cancel this consent any 

time by signing and dating a revocation form provided by us, or by writing, signing and dating a letter to this office. 

By my signature below I acknowledge that I have been given a current copy or the opportunity to read a current copy of 

the Privacy Policy for this office. 

 

____________________________________________________                             __________________________ 

      Patient or legally authorized individual signature       Date 

Relationship to patient if signed by parent, legal guardian, etc.___________________________________________ 

 

    ”We are committed to providing excellence in a warm, caring, 

    and professional environment for the mutual enrichment of all.”                ML 5/09 
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