ADULT & PEDIATRIC DERMATOLOGY SPECIALISTS, P.C.

Patient Information

Name: Last First Middle
Address City State Zip
Home Phone ( ) SexOM OF Marital StatusC(1S M [CD [OW BirthDate ___ /_ /_ Age____

Has any member of your immediate family been treated by our physician(s) before? [ Yes [J No

Please give hame

Primary Care MD

Cell Phone ( ) Email

Emergency Contact Telephone # ( )

Employer: Name

Address Work Phone ( )
Insurance Information: Primary Insurance

Insurance Name Subscriber ID

Insurance information: Secondary Insurance

Insurance Name Subscriber ID

Patient (or Guardian): Read, sign and date section

Release of Information: | authorize Adult & Pediatric Dermatology Specialists, P.C. to release any medical information nec-
essary to process insurance claims to billing service and to the insurance companies and/or case management organizations
that are providing my health insurance.

Assignment of Benefits: | authorize payment of all medical benefits directly to Adult & Pediatric Dermatology Specialists, P.C.

Patient’s Responsibility for Payment: | understand that | am responsible for payment for services that are not covered by
my insurance plan.

| acknowledge the opportunity to review Adult & Pediatric Dermatology Specialists, P.C. Notice of Privacy Practices.

Signed: Date:

CERTIFIED
REORDER # 01400-23
1-800-220-5114
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