

	(PLEASE PRINT) 
	                        PATIENT INFORMATION 



LAST NAME ________________________________________________ FIRST ______________________________________ MIDDLE ___________  
CELL PHONE ___________________________ ALT/HOME PHONE_________________________ EMAIL ___________________________________ 
ADDRESS ____________________________________________________________________________________________ APT # ______________ 
CITY___________________________________________________________________ STATE _________________ ZIP CODE __________________ 
EMPLOYER/SCHOOL _________________________________________________________________ WORK PHONE__________________________ 
DATE OF BIRTH ____________________________ SEX _______ MARITAL STATUS__________SSN________________________________________ 
RACE _________ ETHNICITY: _________________ LANGUAGE: _________________HOW WERE YOU REFERRED? ___________________________ 
EMERGENCY CONTACT & NUMBER ___________________________________________________   PHYSICIAN _____________________________  
  	RESPONSIBLE PARTY INFORMATION 
NAME________________________________________________________   RELATIONSHIP ________________DATE OF BIRTH________________ 
SSN _________________________________ HOME PHONE ___________________________ WORK PHONE _______________________________ 
ADDRESS________________________________________________________________________________________________________________ 
IF MINOR: MOTHER ____________________________ FATHER ____________________________ LEGAL GUARDIAN________________________ 
INSURANCE INFORMATION 
PRIMARY INSURANCE COMPANY ___________________________________________________Group number _________________ 
Policy Number_____________________________________ Subscriber ___________________________   Subscriber DOB ________________  
Relation to patient _____________________    Address (if diff than patient) ______________________________________________________ 
SECONDARY INSURANCE COMPANY _________________________________________________________Group number ________________  
Policy number _____________________________________ Subscriber ___________________________   Subscriber DOB ________________ 
Relation to patient ______________________   Address (if diff than patient) ______________________________________________________ 
 METHODS OF COMMUNICATION
 May we leave personal information on your answering machine?     	 Yes     No                     Text to your cell phone?       Yes     No                             Send to your email address?                    Yes     No 
I acknowledge that Prism Dermatology, PLLC may communicate with me via US mail, home or cell phone. __________(Initial) 
I request for an alternative method of communication such as alternative address or work phone number. __________(Initial) 
Alternative Method:____________________________________________________________________________
□ I request to be web enabled thru Modernizing Medicine for secure access to information related to my care. I will be emailed the instructions and password for web access:     Email: ____________________________________________________________________________      
Do you have an Advanced Directive (Living Will)?     Yes   No       If YES, does anyone make medical decisions on your behalf?      Yes    No    Medical Decision Maker Name: ________________________________________________ Phone: ___________________________________  
PLEASE INITIAL EACH SECTION BELOW TO INDICATE YOU HAVE READ AND UNDERSTAND THE INFORMATION:
_______ ASSIGNMENT OF INSURANCE AND FINANCIAL RESPONSIBILITY  I do, hereby authorize payment of my insurance benefits, including authorized Medicare benefits, basic and major medical for the services I receive, to be made directly to Prism Dermatology, PLLC. 
_______ CONSENT FOR MEDICAL SERVICES  I authorize Prism Dermatology, PLLC to render treatment to me or my dependents for dermatological care or medical procedures as deemed medically necessary for treatment as indicated. 
_______ REFERRALS/AUTHORIZATIONS  I understand that if my insurance requires a referral or an authorization, I am responsible for obtaining the referral prior to my visit. If I do not have a referral or authorization at the time of my visit, I may be rescheduled or sign a waiver of financial responsibility. In such case I understand that full payment will be required at the time of service. 
_______ FINANCIAL RESPONSIBILITY  I understand that although Prism Dermatology, PLLC will file a claim to my insurance plan(s), I am expected to pay my copayment, coinsurance, deductible and non-covered services amounts at the time services are rendered. I acknowledge that Prism Dermatology, PLLC does not guarantee payment of my claim by my insurance plan and that it is my responsibility to know the provisions of my insurance. Not all procedures are deemed “Medical Necessity” by insurance carriers and can be considered cosmetic. For example-Skin tag 
removal, correction of dark spots, yearly skin cancer screenings without specific areas of concern, would not be a covered service. I understand that I would be responsible for payment of such services. I am ultimately responsible for any unpaid balance or non-covered service. I agree to pay all costs of collecting, securing or attempting to collect or secure payment, including reasonable attorney fees or collection agency fees. 
 I also understand that any prior unpaid balances on my account must be paid in full before being seen by a provider. If my prior balance cannot be paid in full, I will speak with a financial counselor at Prism Dermatology, PLLC to make a payment arrangement before services can be rendered.  
I also understand that if Prism Dermatology, PLLC does not participate with my insurance plan that I will be expected to pay in full for my services. And it is my responsibility to know if Prism Dermatology, PLLC is in network with my insurance plan. 
I understand that payments to Prism Dermatology, PLLC can be made by cash, checks and all major credit cards. I also acknowledge that returned checks will be subject to a non-sufficient fund fee of $25.00. 
_______ COSMETIC SERVICES  Cosmetic services are not a covered benefit under insurance plans. I understand that to make an appointment for cosmetic services, I will be expected to pay half of the service as a down payment and be expected to pay the remaining balance when services are rendered. 
_______ PATIENT RESPONSIBILITY  I understand that due to Federal (red flag) rules that Prism Dermatology, PLLC is prevented from filing to my insurance without proof of identification. I will be expected to present a photo ID and insurance card(s) at every office visit. I will also update any changes to my addresses, telephone numbers and insurance if they have changed since my last visit and I understand that I will be asked to update my demographics and signatures annually. 
_______ MISSED APPOINTMENTS  It is my responsibility to notify Prism Dermatology, PLLC at least 48 hours prior to my appointment if I am unable to keep the appointment. I acknowledge that if I miss two appointments without sufficient notification that I will be charged a $50 fee. If I miss three appointments without sufficient notification, I will be dismissed from the practice for non-compliance. 
_______ PRIVACY POLICY NOTICES  I have been offered a copy of Prism Dermatology, PLLC’s Notice of Privacy Policies that details how my personal health information may be used, disclosed and my rights as permitted by federal law. As well I understand that this notice is posted for my benefit in the reception areas and on the website of Prism Dermatology, PLLC. 
[bookmark: _Hlk533874690]_______ ePRESCRIBING CONSENT  I acknowledge that Prism Dermatology, PLLC utilizes electronic health records and will transmit my prescriptions electronically as permitted to the pharmacy that I designate as my pharmacy provider. To enable electronic prescriptions to my pharmacy, I grant Prism Dermatology, PLLC my permission to access my medication history to view current and past prescription information. 
_______ LAB SERVICES  I am aware that my laboratory/pathology services may not be billed from Prism Dermatology, PLLC. I will receive a separate statement from the lab or pathologist. In addition it is my responsibility to contact my insurance plan to determine what laboratory is in network for my plan. 	
 PATIENT/GUARDIAN SIGNATURE: ___________________________________________________________       DATE: ____________________                

WITNESS: ________________________________________________ 
[bookmark: _Hlk533961876]
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PERSONAL MEDICAL INFORMATION
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REASON FOR TODAY’S VISIT: _________________________________________________________________

Pharmacy Name: __________________________________________  Phone Number: ____________________

Address/Zip Code: ___________________________________________________________________________

PERSONAL MEDICAL HISTORY (such as high blood pressure, diabetes etc) 




___________________________________________________________________________________________

___________________________________________________________________________________________


MAJOR SURGERIES/HOSPITALIZATION: __________________________________________________________


CURRENT MEDICATIONS, DOSE AND FREQUENCY: (such as Aspirin 81mg daily)



___________________________________________________________________________________________

___________________________________________________________________________________________

Personal History of Skin Cancer:      □ Yes     □ No    if yes, give dates and location on body
	□ Basal Cell Carcinoma     
	Year/Site:
	□Melanoma  
	Year/Site:

	□ Squamous Cell Carcinoma    
	Year/Site:
	□ Other
	Type/Site:



Family History of Skin Cancer: ____ Basal Cell ____ Squamous Cell ____ Melanoma   
If you have a family history of skin cancer, please indicated their relation to you (such as mother, sister etc)_________________________________

Social History 
	Do you smoke tobacco? 
Did you previously smoke tobacco?
	□ Yes  □ No    
□ Yes  □ No    
	Do you have a pacemaker/Defibrillator?
	□ Yes  □ No    


	Do you drink alcohol?
	□ Yes  □ No    
	Do you have an artificial joint/heart valve?
	□ Yes  □ No    


	History of tanning beds use?  
	□ Yes  □ No    
	Do you take antibiotics prior to procedures?  
	□ Yes  □ No    


	Did you have an Influenza (Flu) Vaccination?
	□ Yes  □ No    

	If 65 years old or older, Have you had a Pneumococcal Vaccination? 
	□ Yes  □ No    


	
Occupation: __________________________________
	
	



Allergies: (Medication/Food)        □  No Known Drug Allergies     
	
List of Allergies:   ____________________________________________________________________



	Allergic to Iodine? 
Allergic to Latex?
	□ Yes  □ No    
□ Yes  □ No    
	Allergic to Adhesive?
Nickel or Metal Allergy?
	□ Yes  □ No 
□ Yes  □ No       


                                     
                                                   Review of Systems (Please Circle Any That Currently Apply)Cosmetic Questionnaire
*Optional*
If you would like to discuss any of the following, please check any areas that you would like to discuss 
during a dedicated cosmetic consultation visit

□ Sun Spot/Age Spot Correction  
□ Facial vein correction 
□ Laser resurfacing/ Skin rejuvenation   
□ Fine line correction  

□ Skin Tightening
□ Acne scarring treatment  
□ Large pores/poor skin texture  
□ Botox® Cosmetic/Dysport®  
□ Facial Volume loss

□ Hair removal  
□ Thinning Hair/ Hair Rejuvenation
□ Dark Eye circles/Hyperpigmentation
□ Wrinkle/Skin fold correction  
□ Skin Care Products
□ Microdermabrasion 
□ Facials/Hydrafacials
□ Chemical peels
□ Microneedling 



	Constitutional/ Symptoms 

	Fever or Chills | Night Sweats | Unintentional Weight Loss 
	Integumentary
	Problems with Healing |
Problems with Scarring (Hypertrophic or Keloid) |   Rash

	Allergic/
Immunologic
	Immunosuppression | Hay Fever
	Eyes
	Blurry Vision

	Respiratory
	Cough | Shortness of Breath | Wheezing
	Gastrointestinal (G.I.)
	Abdominal Pain | Bloody Stool | Bloody Urine

	Hematologic/
Lymphatic
	Problems with Bleeding
	Musculoskeletal
	Joint Aches | Muscle Weakness | 
SNeck Stiffness

	Endocrine
	Thyroid Problems
	Neurological
	Headaches | Seizures

	ENT/ Mouth
	Sore Throat
	Cardiovascular
	Chest Pain


	
	
	Psychiatric
	Anxiety | Depression


	· None of The Above Apply Currently
[bookmark: _GoBack]
______________________________________________________               	                      ______________________________________
Signature of Patient                                        	 	       	 	 	        	    Date
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