Welcome to Deerfield Dermatology Associates, Ltd. Date:

PLEASE PRINT PATIENT INFORMATION
Patient Name: SS# / /
Last Name First Name Middle Initial
Birthdate: / / Age: (I Male I Female Marital Status: (| Married [ Single [ other
Preferred language: Race: 0 White 0OBlack 0O Asian 0O Latino Ethnic Background:
Address:
City State Zip
BiIIing address: ( if different from mailing address)
City State Zip

Employed by: Occupation:

Any other Family member or friend we have seen as a patient?

IN CASE THE DOCTOR NEEDS TO REACH YOU

Home phone:( ) - May we call your home? [1Yes[1 No May we leave a message at home? [1Yes I No
Work phone: ( ) - May we call your work? Yes (1 No May we leave a message at work:? [1Yes [1No
Cell phone: ( ) - May we call your cell? Yes [1No May we leave a message on your cell? (1 Yes [ No

May we leave messages with members of your household? (' Yes [INo Who may we leave message with?

email address:

PERSON RESPONSIBLE FOR PAYMENT OF ACCOUNT

If same as patient, write: “Same”

SS# / /

Last Name First Name Middle Initial

Relationship to patient: Birthdate: / / Marital Status: [ Married [ Single [ other

PLEASE PROVIDE A COPY OF YOUR INSURANCE CARD(S)

Primary insurance: Secondary Insurance:

PERSONAL MEDICAL HISTORY

Please check YES or NO for conditions you have or have had in the past.

YN YN YN YN YN

[0 0 Personal history of skin cancer 00 Family history of psoriasis 00 AIDS 00 Epilepsy 00 Lung Disease
Type: Date: 00 History of skin disease 00 Allergic to local anesthetic [0 Glaucoma 00 Mitral Valve Prolapse

[0 0 Personal history of melanoma Type: 00 Anemia 00 Gout 00 Multiple Sclerosis
Type: Date: 00 History of cold sores 00 Arthritis 00 Heart disease 00 Pacemaker

00 Family history of skin cancer 00 History of genital herpes 00 Bleeding disorder 00 Heart surgery 00 Prostate Problems
Type: Date: 00 Asthma 00O Blood transfusion 00 Hepatitis 00O Rheumatic Fever
Relation: 00 Eczema 0o Cancer 00O Herpes 00O Stroke

0 0Family history of melanoma 00 Food Allergies Type: 00 High Blood Pressure 10 Tuberculosis
Type: Date: 00 Hives/Urticaria 00 Cataracts 00 High Cholesterol oo Ulcers
Relation: 00 Jewelry/Nickel Allergy 00 Chemical dependency 00 HIV Positive 00 Venereal Disease

0 0Family history of eczema 00 Latex Allergy 00 Chicken Pox 00 Joint replacement 00 Tobacco use qty:

[0 0Family history of asthma 00 Seasonal Allergies 00 Colitis-diarrhea 00 Kidney Disease 00 Alcohol use qty:

00 Family history of seasonal allergies 0O Photosensitivity 00O Diabetes 00 Liver Disease 00O Other

CURRENT MEDICATIONS: [ NONE or list

PLEASE LIST ALL MEDICATION ALLERGIES: [ NONE

PHARMACY NAME: LOCATION: PHONE NO.:

Please tell us how you heard about us: 7 Friend 0 Family Member 0 Doctor’s referral L Yellow pages C Internet [ Other

Physician who referred you Name of General Internist (if different)




Thank you for choosing our practice.

ASSIGNMENT AND RELEASE

THOUGH WE WILL CERTAINLY ASSIST YOU IN OBTAINING PAYMENT FROM YOUR INSURANCE CARRIER, THE ULTIMATE RESPONSIBILITY FOR
PAYMENT OF ANY BILLS INCURRED AT OUR OFFICE LIES WITH THE PATIENT.

| authorize my insurance benefits to be paid directly to the doctor. | understand that | am financially responsible for any balance due. | authorize the doctor or
Insurance company to release any information required to process my claim.

Signature: Date: / /

HIPAA PATIENT CONSENT FORM

Required for medical offices by U.S. Federal Law, eftective April 14, 2003

Our Notice of Privacy Practices provides information about how we may use and disclose protected health
information about you. The Notice contains a Patient Rights section describing your rights under the law. You have
the right to review our Notice before signing this Consent. The terms of our Notice may change. If we change our
Notice, you may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you is used or disclosed for
treatment, payment, or health care operations. We are not required to agree to this restriction, but if we do, we
shall honor that agreement.

By signing this form, you consent to our use and disclosure of" protected health information about you for treatment,
payment and health care operations. You have the right to revoke this Consent, in writing, signed by you. However,
such a revocation shall not affect any disclosures we have already made in reliance on your prior Consent. The
Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996
(HIPPA).

The patient understands that:
e Protected health information may be disclosed or used for treatment, payment, or health care operations.
e The Practice has a Notice of Privacy Practices and the patient has the opportunity to review this Notice.
e The Practice reserves the right to change the Notice of Privacy Practices.
[

The patient has the right to restrict the use of their information but the Practice does not have to agree to
those restrictions.

e The patient may revoke this Consent in writing at any time and all future disclosures will then cease.

This consent was signed by :
Print Patient’s name

Signature of patient or representative Date

Relationship to Patient (If other than patient)

Witness:

Printed Name-Practice Representative

Signature Date



