
NEW PATIENT REGISTRATION FORM

Name

Date of birth Social Security # _________ - ________ - ____________Sex  M
  F

Marital status  Single  Married  Widowed Divorced/separated

Phone Numbers

Home ( ) ____________________ Work ( ) __________________ Cellular ( ) ____________________

Address _____________________________________ _________ ___________________ _________ ________________
 Street Apt City State Zip

Insurance Co. __________________________________________

Policyholder: Name ______________________ Date of birth __________________ ID# _____________________________

Relationship  Self  Spouse  Child  Other Employer _______________________________

E-Mail Address _____________________________________________________________________

_____________________________ ________ __________________________ __________________________
  First Name Initial Last Name Prefer to be Called

______ / ______ / ______
 MM DD YY

PATIENT’S PERSONAL INFORMATION

PRIMARY MEDICAL INSURANCE

Insurance Co. __________________________________________

Policyholder: Name ______________________ Date of birth __________________ ID# _____________________________

Relationship  Self  Spouse  Child  Other Employer _______________________________

SECONDARY MEDICAL INSURANCE

Full name:. _______________________________________ Phone (if Known) ( ) ___________________________

Did this doctor refer you?  Yes  No If no, how did you find us? _______________________________________

PRIMARY CARE PHYSICIAN

Name. _______________________________________ Relationship ___________________________

Phone 1 ( ) ________________________________ Phone 1 ( ) ________________________________

EMERGENCY CONTACT

Name. __________________________________ Address _________________________________________________________

PREFERRED PHARMACY (if known)

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the Arizona Dermatology.
I understand that I am financially responsible for all charges for services rendered on my behalf or on behalf of my dependant, whether
or not they are covered by my insurance. I also authorize Arizona Dermatology or insurance company to release any information required 
to process my claims. I agree that a photocopy or scan of this agreement shall be as valid as the original.

___________________________________________________
  Signature of Patient (or Parent/Guardian)

____________________________________________
  Date
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PERSONAL HEALTH HISTORY
All answers are confidential

PATIENT NAME ________________________________________________ DATE ______________________________

REASON FOR TODAY’S VISIT _________________________________________________________________________

Allergies to medications

Current medications, Including over-the-counter drugs, vitamins & supplements

Any medical problems that other doctors have diagnosed

Have you ever had any of the following?

Name of the drug Reaction you had

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

Bleeding Problems ..................   ___________________________________________________________

Blood Transfusion....................   ___________________________________________________________

Diabetes ..................................   ___________________________________________________________

Heart Diease............................   ___________________________________________________________

Hepatitis ..................................   ___________________________________________________________

High Blood Pressure ...............   ___________________________________________________________

High Cholesterol......................   ___________________________________________________________

HIV ..........................................   ___________________________________________________________

Kidney Disease........................   ___________________________________________________________

Yes No If yes, please explain
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MEDICAL HISTORY



Have you ever had any of the following?, continued

Surgeries

Liver Disease ...........................   ___________________________________________________________

Lung Disease...........................   ___________________________________________________________

Skin Cancer.............................   ___________________________________________________________

Thyroid Problems ....................   ___________________________________________________________

Yes

Year Reason

No

Yes No

Yes No Relationship

If yes, please explain

FAMILY HISTORY

______________ _____________________________________________________

______________ _____________________________________________________

______________ _____________________________________________________

Skin cancer   _________________________ Type of cancer __________________________

Psoriasis   _________________________
Other serious   _________________________ Description __________________________
medical problems

What is your occupation? ___________________________________________________________

Has anyone in your family ever had:

HEALTH HABITS

Do you use a tanning bed?   If yes, how many times per week? _______________

Do you smoke?   If yes, how many packs per day? _______________

Do you drink alcohol?   If yes, how many drinks per day? _______________

Do you use recreational drugs?  

Yes No Yes No

FEMALE PATIENTS ONLY

Are you pregnant?   Using contraception?  
Breastfeeding?   Trying to get pregnant?  

COSMETIC CONCERNS (optional)

Lines and wrinkles   Discoloration 
Sun damage   Age spots 
Other: __________________________________________

Some of our patients have concerns about the appearance of their skin, if you would like to discuss any of the
following with your doctor, please check below.
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