
PLEASE USE YOUR LEGAL NAME - NOT NICKNAME
PLEASE CIRCLE ONE: MR. MRS. MISS MS. M.D. DR. R.N. OTHER:_____ SOCIALSECURITY# : _

SEX

I
MARITAL STATUS BIRTH DATE HOME PHONE# CELL PHONE#

M F S M W D

EMPLOYER NAME EMPLOYER ADDRESS WORK PHONE # & EXT.

EMERGENCY CONTACT PHONE # EMPLOYMENT STATUS (CHECK ONE)
-- ACTIVELY EMPLOYED

-- UNEMPLOYED

-- RETIRED

-- STUDENT

RELATIONSHIP: REFERRED BY : -- OTHER PLEASE EXPLAIN

NAME& ADDRESSOFYOURPRIMARYCAREPHYSICIAN(P.C.P.)ORREFERRINGM.D.

DO YOU HAVE HEALTH INSURANCE COVERAGE? YES NO (CIRCLE ONE)

YOUR RELATIONSHIP TO THE SUBSCRIBER: SELF SPOUSE CHILD OTHER:

ADDRESS OF SUBSCRIBER (IF DIFFERENT THAN YOURS)

I
PHONE NUMBER

INS. COMPANY NAME & ADDRESS POLICY NUMBER GROUP NUMBER EFFECTIVE
DATE

SUBSCRIBER'S NAME (POLICY HOLDER) SUBSCRIBER'S SSN# SUBSCRIBER'S DATE OF BIRTH

SUBSCRIBER'S EMPLOYER SUBSCRIBER'S WORK PHONE # & EXT.

INS. COMPANY NAME & ADDRESS POLICY NUMBER GROUP NUMBER EFFECTIVE
DATE

SUBSCRIBER'S NAME (POLICY HOLDER) SUBSCRIBER'S SSN# SUBSCRIBER'S DATE OF BIRTH

SUBSCRIBER'S EMPLOYER SUBSCRIBER'S WORK PHONE # & EXT.



ALLERGIES TO MEDICATION: _
OTHER ALLERGIES : _

DIABETES
TUBERCULOSIS
RHEUMATIC FEVER
JOINT PAIN
JOINT REPLACEMENT
KIDNEY DISEASE
HIGH CHOLESTEROL

ULCER
HIGH BLOOD PRESSURE
HEART CONDITION
LIVER DISEASE
ARE YOU PREGNANT?
BLEEDING/CLOTTING PROBLEMS
IF YES, ARE YOU TAKING ASPIRIN, VITAMIN E OR RX BLOOD THINNER?

HAVE YOU EVER HAD HEPATITIS? YES NO TYPE: _
HAVE YOU HAD ANY TYPE OF TRANSPLANT? YES NO
HAVE YOU HAD ANY FORM OF CANCER? YES NO TYPE: _
IF SO, HAVE YOU HAD CHEMOTHERAPY OR RADIATION TREATMENTS? YES NO DATE: _
PERSONAL OR FAMILY HISTORY OF MALIGNANT MELANOMA? YES NO WHO: _
DO YOU HAVE AUTOMATIC IMPLANTED: PACEMAKER, DEFIBRILLATOR OR NEURAL STIMULATOR? YES NO
HAVE YOU HAD ANY PREVIOUS SKIN DISEASES? _

LIST ALL MEDICATIONS YOU ARE TAKING AND DOSES: (ORAL, TOPICAL CREAMS AND LOTIONS, BIRTH CONTROL PILLS & ANY
OVER THE COUNTER PRODUCTS SUCH AS ASPIRIN, ADVIL, VITAMINS & HERBAL SUPPLEMENTS)

Managed Care/PPO/HMO/POS or Medicare patients: I assume responsibility for any service that is not approved on my referral (if such form is required
by my plan); any service which is either cosmetic in nature and/or not covered by my insurer; any visit for which I have not presented a required referral form on
the day of service, or is ultimately not covered by my insurance plan.
I assign payment benefits for my primary, secondary and/or Medigap plan to this provider.
I am responsible for paying for all the non-covered and/or cosmetic services on the day they are provided to me.
I understand that I am responsible for any DEDUCTIBLE, COPAY or COINSURANCE designated by my plan as being my responsibility.
I do hereby agree to pay to Affiliated Dermatologists and Dermatologic Surgeons, P.A., and/or Affiliated Ambulatory Surgery, P.C., the full amount of any and
all bills for services rendered to the above-named patient not covered by my insurance into which the physicians may have entered into an agreement.
I hereby authorize the release of information necessary to file a claim with my insurer, and/or which is pertinent to my case to any insurance company involved
in my care.
A copy of this signature is valid as the original.
If applicable: I hereby authorize you to evaluate and treat the above named minor child today and all future visits.

X. _
SIGNATURE OF PATIENT OR PATIENT'S GUARDIAN REQUIRED


