Consulting Dermatologic Specialists

Patient Registration Form
o Private Pay o Insurance o Medicare o Minor Child

**PLEASE PRINT**

Patient I nfor mation

Social Security #: Drivers License #:

Last Name: First Name: MlI:
Date of Birth: Sex: oM oF o Married o Single o Divorced o Widow
Address: City: State:
Phone # s. tHome oWork nCell

(State)__
Jr. / Sr.(circle)

Zip:

Employer Name:

M ay we contact you by email? o yes o no if yes: email address:

How wereyou referred to our office?

O Internet (website): 0 Newspaper: (specify)

o Magazine (specify) o Friend oOther:

Physician Referral Information: (Please Complete if you have been referred by a physician)

Physician: Number:

Insurance Information (In order to file claim correctly please complete this information)

Primary Insurance Coverage

I nsurance Company Name:
Subscriber Name (Insured):
Subscriber Date of Birth: Social Security Number:

Employer: Relationship to patient:

Secondary I nsurance Coverage

I nsurance Company Name:
Subscriber Name (Insured):
Subscriber Date of Birth: Social Security Number:

Employer: Relationship to patient:

Emergency Contact | nfor mation

In the event of an emergency, whom should we contact?

NAME
Relationship: Phone# ( )

**Please present your insurance card(s) and your photo ID to the receptionist. The receptionist will

make a copy and return them to you.
(OVER)



| UNDERSTAND THAT | AM RESPONSIBLE FOR ANY CO-PAY, DEDUCTIBLE OR CO-
INSURANCE AMOUNT AT THE TIME OF SERVICE. | ALSO UNDERSTAND THAT ANYTHING
THAT ISDENIED OR NOT COVERED BY MY INSURANCE COMPANY BECOMESMY
RESPONSIBILITY AND | WILL PAY IN FULL WITHIN 10 DAYS OF BEING BILLED.

PATIENTSNOT COVERED BY INSURANCE OR WE ARE NOT A PART OF THE PLAN,
PAYMENT IN FULL ISDUE AT THE TIME OF SERVICE.

IT ISTHE POLICY OF THISOFFICE THAT THE ADULT PRESENTING THE MINOR
CHILD FOR TREATMENT ISTHE RESPONSIBLE PARTY FOR THE PATIENT AND
RESPONSIBLE FOR PAYMENT IF APPLICABLE.

| HAVE READ THE ABOVE INFORMATION AND MY SIGNATURE AUTHORIZESTHE
RELEASE OF INFORMATION TO MY INSURANCE COMPANY AND INSTRUCTSTHE
INSURANCE COMPANY TO PAY CONSULTING DERMATOLOGIC SPECIALISTSDIRECTLY
WHEN CLAIMSARE FILED.

PATIENT/PARENT/OR LEGAL GUARDIAN SIGNATURE DATE

| HAVE READ THE ABOVE INFORMATION AND MY SIGNATURE AUTHORIZESTHE
RELEASE OF INFORMATION TO MY SECONDARY/SUPPLEMENTAL INSURANCE CARRIER
AND INSTRUCTS THE INSURANCE COMPANY TO PAY CONSULTING DERMATOLOGIC
SPECIALISTSDIRECTLY WHEN CLAIMSARE FILED.

PATIENT/PARENT/OR LEGAL GUARDIAN SIGNATURE DATE
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