Patient Information

Name Date of Birth Age

Billing Address

City State Zip Code

Marital Status Sex SS #

Referred By Do you want a letter sent to your referring doctor? Yes___ No__
Home Phone ( ) Work Phone ( ) Cell ( )

Employer Address

YES! | would like an appointment confirmation via email. Email address

Parent / Guardian / Spouse / Person Responsible for Payment :
Emergency Contact Information
O Same as Parent / Guardian / Self

Name
Name
SS# Birth Date
Address
Mailing Address
Home Phone ( )
Home Phone ( ) .
Alternative No. ( )
Work Phone ( )
Employer
Employer
ploy Address
Address

Date of Birth

I authorize the release of medical information necessary to process all claims and also authorize payment of medical
benefits to the physician.

In order to establish optimal relations with our patients and avoid misunderstandings regarding our payment policies, our staff is trained to
consistently inform you of the financial payment policies of this office. Payment is required for all services at the time they are rendered.
In the event of any major procedures our office will file with the appropriate insurance. However, before such claims are filed, coverage will be
pre-verified and you will be asked to pay any unmet deductible, non-covered services and co-payments. Your signature below signifies your
understanding and willingness to comply with this policy.

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 or going to
www.LovelySkin.com/privacy.

Drivers License will be scanned and kept on file due to the requirements of the Red Flag Identity Theft Prevention Program effective May 1, 09.

Photographs may be taken to display your condition to fellow dermatologists for research or diagnostic reasons. No personal data will
accompany any photograph taken.

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. We provide this form to comply with the Health Insurance Portability and Accountability Act
of 1996. (HIPAA)

I understand that:
. Protected health information may be disclosed or used for treatment, payment, or health care operations.
Skin Specialists has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice
Skin Specialists reserves the right to change the Notice of Privacy Practices
I have the right to restrict the uses of my information but Skin Specialists does not have to agree to those restrictions
I may revoke this Consent in writing at any time and all future disclosures will then cease
Skin Specialists may condition receipt of treatment upon the execution of this Consent.

This Consent was signed by:

Printed Name — Patient or Representative
Relationship to Patient
(If other than patient) / /
Signature Date
Witness / /
Signature of Skin Specialists, P.C employee Date



http://www.lovelyskin.com/privacy
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