NEW PATIENT REGISTRATION FORM

/

PATIENT’S PERSONAL INFORMATION

Name
First Name Initial Last Name Prefer to be Called
Date of birth / / Sex W M Social Security # - -
MM DD Yy QrF

Marital status a Single Q Married Q Divorced/separated L widowed
Phone Numbers
Home ( ) Work ( ) Cellular ( )
Address

Street Apt City State Zip

E-Mail Address

|(
/

PRIMARY MEDICAL INSURANCE

Insurance Co.

Policyholder: Name Date of birth ID#

\Relationship O ser O Spouse O chida Q Other Employer

SECONDARY MEDICAL INSURANCE

Insurance Co.

/

Policyholder: Name Date of birth ID#

\Relationship O seft U Spouse O chid W Other Employer

PRIMARY CARE PHYSICIAN

Full name:. Phone (if Known) ( )

/

Did this doctor refer you? O Yes d No I no, how did you find us?

s

PREFERRED PHARMACY (if known)

Name. Address

EMERGENCY CONTACT
Name. Relationship
Phone 1 ( ) Phone 1 ( )

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to the Arizona Dermatology.
| understand that | 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. | also authorize Arizona Dermatology or insurance company to release any information required
to process my claims. | 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

\\

MEDICAL HISTORY )

Allergies to medications
Name of the drug Reaction you had

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?

Yes No If yes, please explain
Bleeding Problems................... a
Blood Transfusion.................... a4
Diabetes ........ccocoevvrreierreene [ |
Heart Diease.........ccccecvurueuennes a
Hepatitis .......cccocviiiiiriiiiccns ad 4
High Blood Pressure ............... I |
High Cholesterol...................... a
VA g Q
Kidney Disease..........ccccoeueuene. I |
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Ve

Have you ever had any of the following?, continued

Yes No If yes, please explain
Liver Disease .........cccocevrurununnns ad 4
Lung Disease........cccvueuererueune ad 4
Skin Cancer.........ccccveevreeenns a 4
Thyroid Problems.................... ad 4
Surgeries
Year Reason

FAMILY HISTORY

|(
/

Has anyone in your family ever had:
Yes No Relationship

Skin cancer Type of cancer

Psoriasis

Other serious
medical problems

oo0
Yy

Description

|(
/

HEALTH HABITS

What is your occupation?

Yes No
Do you use a tanning bed? g 4 If yes, how many times per week?
Do you smoke? g If yes, how many packs per day?
Do you drink alcohol? g 4 If yes, how many drinks per day?
Do you use recreational drugs? g 4

FEMALE PATIENTS ONLY

|(
<
/

es No Yes No
Are you pregnant? g 4 Using contraception? a 4
Breastfeeding? g Trying to get pregnant? I |

COSMETIC CONCERNS (optional)

|(
/

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.

Lines and wrinkles 4 Discoloration |
Sun damage 4 Age spots |
Other:

s
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Your Rights
Following is a statement of your nghts with respect to your protected health information.

You have the right to inspect and copy your protected health information. Under federal law, however, you may not

inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a
civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits

access to protected health information.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You

may also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the

specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to
permit use and disclosure of your protected health information, your protected health information will not be restricted. You
then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communjcations from us by alternative means or at an alternativ

location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept

this notice alternatively i.e. electronically.

You may have the right to have your physician amend your protected health information. If we deny your request for

amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health

information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to
object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been

violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate
against you for filing a complaint.

This notice was published and becomes effective on/or before_April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Signature Date
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