
 PLASTIC SURGERY NORHTWEST 
GAVIN M. DRY, M.D.,P.L.L.C  GEORGE MIN, M.D. P.L.L.C 

13114 120
TH

 AVE NE, KIRKLAND, WA 98034 

PHONE: 425-821-6000 FAX: 425-820-6288 

 

 
Patient Name__________________________________________________________________________________ 

   First      Middle      Last 

 

Address_______________________________________________________________________________________ 

   Street    City   State  Zip 

 

Home Phone________________________ Cell Phone___________________Work Phone______________________ 

 

Email________________________________      Any restrictions when contacting you?________________________ 

 

Age_____ Birth date__________ SS#______________________    Gender: Female___Male:____Marital Status:____ 

 

Spouse Name_______________________________ Contact Number_____________________________________ 

 

Patient Employer___________________________ Occupation__________________________________________ 

 

Emergency Contact_________________________ Phone number_______________________________________ 

 

Relationship to patient_______________________ 

 

How did you hear about Dr. Dry//Dr. Min _______________________________ 

May we thank them?______ 

 

INSURANCE INFORMATION 

 

Primary:     

Ins. Co._______________________ Address:__________________________________________________________ 

 

ID#_________________________ Group#_______________ Co-pay________ 

 

Insured Name_______________________________________ DOB___________SS#_________________________ 

 

Secondary: 

Ins. Co._______________________Address:__________________________________________________________ 

 

ID#________________________   Group#________________ Co-pay_________ 

 

Insured Name_______________________________________  DOB___________SS#_________________________ 

 

L&I /MVA/Other 

Claim#_______________ Date of Injury__________ Attorney_________________  Phone #____________________ 

 

I hereby authorize payment of any surgical and/or medical benefits directly to the physician for services. I 

also agree to pay all charges that exceed or are not covered by insurance and authorize release of 

information to the insurance company. I also authorize the physician to disclose information to those 

individuals qualified for the purpose of medical quality assurance and peer review.  

 

Signature:_____________________________________________ Date:____________________________ 


