
Premier Surgery Center 
2222 East Street, Suite 200 
Concord, CA 94520 

Phone: (925) 691-5000 
Fax: (925) 691-5018 

Date: 

PATIENT INFORMATION 

First name: 

Mailing Address: 

Home Phone: 
( ) 

Arrival Time: 

Ml Last Name: 

I 
Cell Phone: 
( ) 

Physician: 

Suffix:(Jr, etc) I Maiden Name 

I City: State: I Zip: 

Work/Alt Phone: 
( ) 

Date of Birth: I Patient Social Security # I Sex: □ Male □ Female 

Marital Status: □ Single □ Married □ Widowed D Separated □ Divorced D Decline to Answer

Patient's Employer: Occupation: Employer Address: 

--t!"mergency Contact: Phone Number: Relationship:

FINANCIALLY RESPONSIBLE PARTY (if other than patient) Relationship to Patient: ________ _

First Name 
I

Middle Name/Initial j Last Name j Suffix 

Mailing Address 
I

City 
I

State 
I

Zip Code 

INSURANCE INFORMATION: Please complete the following, and bring your insurance card(s) for copying 

Primary Insurance Carrier: 

Subscriber's Name: Subscriber's Date of Birth I Social Security Number 

ID# Group# 

Insurance Address: Insurance Phone# 

Secondary Insurance Carrier:

Subscriber's Name: Subscriber's Date of Birth I Social Security Number 

ID# Group# 

Insurance Address: I Insurance Phone# 

Workers Compensation: Carrier: Claim# 
I 

Date of Injury 

Adjuster Name: Adjuster Phone Number 

The undersigned agrees that, to the extent necessary to determine liability for payment and to obtain reimbursement, the surgery center may disclose portions of the patient's record including his/her medical records to 

any person or corporation which is or may be liable, for all or any portion of the surgery center's charge, including but not limited to insurance companies, health care service plans, worker's compensation carriers, the 
Social Security Administration or its intermediaries. Special permission is needed to release this information where the patient is being treated for alcohol or drug abuse. The undersigned authorizes, whether he/she signs 
as agent or as patient, direct payment to the surgery center and/or anesthesia consultant, x-ray consultant (Surgical Imaging Services Inc.), Contra Costa County Group, IPG, and any insurance benefits otherwise payable to 

or on behalf of the undersigned for these outpatient services, including emergency services if rendered, at a rate not to exceed the surgery center's charges. It is also understood that a separate bill may be received for 
services provided by any anesthesia, x-ray, pathology, or other outside consultant providing services. It is agreed that payment to the surgery center, pursuant to this authorization, by an insurance company shall discharge 

said insurance company of any and all obligations under a policy to the extent of such payment. It is understood by the undersigned that he/she is financially responsible for charges not covered by this agreement. It is also 

understood that all copayments and deductibles are due at the time of service. 

Date: I Signature of Patient I Responsible Party:

04/2016 








