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PATIENT COMMUNICATION PREFERENCES (Friends & Family Form)
Patient Name: _________________________________	DOB: _________________	Person #: __________________
Mobile #: ________________________ Home #: _________________________	Work #: _________________________
Emergency Contact Name: ___________________________ Emergency Phone #: _______________________________
Email Address: _____________________________________________________________________________________	
Preferred Method of Contact: ____________________	Preferred Contact Type: ________________________________
Account Guarantor: _________________________ Person #: _______________ Relationship:_____________________
I wish to be contacted in the following manner(s) (check all that apply):
Appointment Reminders to (select 1): 	□ Cell Phone (text) 	 □ Cell Phone (call) 		□ Home Phone (call) 
Home Telephone:  ___Leave message with detailed information 	___Leave message with call back number only
Cell Phone:  ___Leave message with detailed information           	___Leave message with call back number only	
Work Telephone: ___Leave message with detailed information 		___Leave message with call back number only
Written Communication: ___ OK to mail to Home address  
___ OK to E-mail. E-mail Address: _____________________________________________________________________
Detailed Message: You may leave a message with medical information on voicemail/answering machine at the following number(s) (complete all that apply):
Mobile: ________________________________________ Home: ____________________________________________
Work: _________________________________________ Other: _____________________________________________
Family & Friends: I give my permission for PROS to provide my healthcare information to the following individuals involved in my care:
Name: _____________________________ Relationship: ________________________ Phone: _____________________
□ May leave a message with another member of the household or leave a message on an answering machine.
Name: _____________________________ Relationship: ________________________ Phone: _____________________
□ May leave a message with another member of the household or leave a message on an answering machine.
Name: _____________________________ Relationship: ________________________ Phone: _____________________
□ May leave a message with another member of the household or leave a message on an answering machine.
I acknowledge that I have been presented with a copy of the Notice of Privacy Practices. I understand this form is optional and does not expire. This request will be in effect until I notify PROS of a change:

Signature												Date
Proliance Pacific Rim Orthopaedic Surgeons Address:  2979 Squalicum Pkwy, Ste 203, Bellingham, WA 98225 	Phone: 360-733-7670
Section 1557, Affordable Care Act: Proliance Pacific Rim Orthopaedic Surgeons complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.  						Last Update: 9/1/2021
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