Date: ________________

Intake and History Form

Email Address: ____________________

Name: _______________________________________ Gender: Male/Female Marital Status: Married/Single/Other
Street Address: _________________________________________ City/State/Zip Code: _______________________
Date of Birth: ____/____/____ Home Phone Number: _________________ Cell Phone Number:
Preferred Language: _____________________ Race: __________________ Ethnicity:
Emergency Contact: ______________________________________ Relationship to Patient:
Phone Number: ______________________________ Email Address:
Referring Doctor: ____________________________________ Phone Number: ______________________________
Primary Care Physician: _______________________________ Phone Number: ______________________________

Preferred Pharmacy
Name: _______________________________ Phone Number: __________________City/Zip Code: ______________

Medical History: Circle any of the following medical conditions you currently have










Anxiety
Asthma
Atrial Fibrillation
Bone Marrow Transplant
BPH
Breast Cancer
Colon Cancer
COPD
Coronary Artery Disease











Depression
Diabetes
End Stage Renal Disease
Hearing Loss
Hepatitis
Hypertension
HIV/AIDS
Hyperthyroidism
Hypothyroidism










Leukemia
Lung Cancer
Lymphoma
Prostate Cancer
Radiation Treatment
Seizures
None
Other ________________

Past Surgical History: Have you had any of the following surgeries?







Heart Transplant
Joint Replacement: Hip (Right, Left, Bilateral)
Joint Replacement: Knee (Right, Left, Bilateral)
Kidney Transplant
Liver Transplant
Skin: Basal Cell Carcinoma







Skin: Squamous Cell Carcinoma
Skin: Melanoma
Skin: Other
None
Other ___________________________

Skin Disease History: Have you had any of the following?








Acne
Actinic Keratosis
Basal Cell Skin Cancer
Blistering Sunburns
Dry Skin
Eczema
Flaking or Itchy Scalp








Melanoma
Precancerous Moles
Psoriasis
Squamous Cell Carcinoma
None
Other ___________________________

Do you wear sunscreen? Yes No If yes, what SPF? _______________

Do you tan in a tanning salon? Yes No

Do you have a family history of Melanoma? Yes No If yes, which relative?


Mother



Daughter



Father



Son




Sister
Brother




Grandmother (Maternal, Paternal)
Grandfather (Maternal, Paternal)

Medications
List all current medications:

Allergies
List all allergies and reactions if known:

Social History
Smoking Status (please choose one):
Current, every day smoker
Current, someday smoker
Former smoker
Never smoker

Alcohol Intake (please choose one):
None
1 or less per day
1-2 per day
3 or more per day

HIPAA NOTICE of PRIVACY PRACTICES
At Surgical Dermatology & Laser Center, we are committed to treating and using protected health information about you responsibly. This notice of
Health Information Practices describes the personal information we collect, and how and when we use or disclose that information. It also describes
your rights as they relate to your protected health information. This notice is effective, and applies to all protected health information as defined by
federal regulations.
Understanding Your Health Record/Information
Each time you visit Surgical Dermatology & Laser Center, a record of your visit is made. Typically, this record contains your symptoms,
examination and test results, diagnoses, treatment, and a plan for the future care or treatment. This information, often referred to as your health or
medical record, serves as a:
- Basis for planning your care and treatment,
- Means of communication among the many health professionals who contribute to your care,
- Legal document describing the care you received,
- Means by which you or a third-party payer can verify that services billed were actually provided,
- A tool in educating health professionals,
- A source of data for medical research,
- A source of information for public health officials charged with improving the health of this state and the nation,
- A source of data for our planning and marketing,
- A tool with which we can assess and continually work to improve the care we render and the outcomes we achieve.
Understanding what is in your record and how your health information is used helps you to: ensure its accuracy, better understand who, what, when,
where, and why others may access your health information, and make more informed decisions when authorizing disclosure to others.
Your Health Information Rights
Although your health record is the physical property of Surgical Dermatology & Laser Center, the information belongs to you. You have the right to:
- Obtain a paper copy of this notice of information practices upon request.
- Inspect and copy your health record.
- Amend your health record.
- Obtain an accounting of disclosures of your health information.
- Request communications of your health information by alternative means or at alternative locations.
- Request a restriction on certain uses and disclosures of your information.
- Revoke your authorization to use or disclose health information except to the extent that action has already been taken.
Our Responsibilities
Surgical Dermatology & Laser Center is required to:
- Maintain the privacy of your health information,
- Provide you with the notice as to our legal duties and privacy practices with respect to information we collect and maintain about you,
- Abide by the terms of this notice
- Notify you if we are unable to agree to a requested restriction, and
- Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations.
We reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain. Should our
information practices change, we will mail a revised notice to the address you have supplied us.
We will not use or disclose your health information without your authorization, except as described in this notice. We will discontinue using or
disclosing your health information after we have received a written revocation of the authorization according to the procedures included in the
authorization.
For More Information or to Report a Problem
If you have questions and would like additional information, you may contact the practice’s Privacy Officer, Jan Medcalf at 702-255-6647. If you
believe your privacy rights have been violated, you can file a complaint with the practice’s Privacy Officer or with the Office for Civil Rights, U.S.
Department of Health and Human services. There will be no retaliation for filing a complaint with either the Privacy Officer or the Office for Civil
Rights. The address for the OCR is: Office for Civil Rights, U.S. Department of Health and Human Services, 200 Independence Ave. S.W., Room
509F, HHH Building, Washington, D.C. 20201.

Acknowledgement of Receipt of Privacy Notice
I hereby acknowledge that a copy of the “Notice of Privacy Practices” is available for my review, and I may receive a copy upon request.

Sign

Date

Print Name

Please allow access to my Protected Health Information (PHI) which includes billing and medical records to my (circle as many as apply):
Spouse

Child

Parent

Guardian

Other

Name

Date

Relationship

Patient Signature

Date

Print Name

FINANCIAL POLICY
Thank you for choosing Surgical Dermatology & Laser Center as your healthcare provider! Our mission is to provide exceptional care and
state of the art treatment to every patient, every appointment, every day. Please read this document in full, initial at each line, and sign in
the space below. A copy can be provided to you upon request.
_____Insurance. We participate in most insurance plans, including Medicare. If you are not insured by a plan we are contracted with,
payment in full is expected at each visit. If you do not have your card and/or we are unable to verify your eligibility and benefits, payment
in full is expected at each visit. Knowing your insurance benefits is your responsibility. Please contact your insurance company with any
questions you may have regarding your coverage.
_____Co-payments and deductibles. All co-payments and deductibles must be paid at the time of service. This arrangement is part of our
contract with your insurance company and is mandatory. Failure to pay for the estimated fees at the time of service, then your appointment
may be rescheduled. Every effort is made to collect accurate payment at the time services are rendered. This is, however, only an ESTIMATE
of benefits. Actual benefits are determined and based by the terms and conditions of your insurance plan or policy. If your insurance
adjudicates your claims differently, our office will adhere to the policies set forth by your insurance. Occasionally, this could result in the
need for additional payment.
_____Proof of Insurance/Coverage changes. All patients must complete our patient information form before seeing the provider. We must
obtain a copy of your driver’s license and current valid insurance to provide proof of insurance. If you fail to provide us with the correct
insurance information in a timely manner, you may be responsible for the balance of a claim. We will verify eligibility and benefits copay,
coinsurance, and deductible amounts prior to your appointment, so it is imperative that you provide any updated insurance or personal
information.
_____Cash Pay Patients. Every effort is made to collect accurate payment at the time services are rendered. However, the totals provided
upon check-out are only an ESTIMATE of the cost of services rendered in our office, and self-pay patients may be subject to receiving an
itemized bill after the date of service. All estimated payments for services rendered must be paid at the time of service. Failure to not pay
for the estimated fees at the time of service, then your appointment may be rescheduled.
_____Claims submission. We will submit your claims as a courtesy. If your claim is denied, we will assist you in any way we reasonably can
to help get responsible payment to comply with their requests. Please be aware that the balance of your claim is your responsibility whether
or not your insurance company pays your claim. Your insurance benefit is a contract between you and your insurance company; we are not
party to that contract. Please be aware that some—and perhaps all—of the services you receive may be non-covered or not considered
reasonable or necessary by Medicare or other insurers. You must pay in full for these services at the time of visit.
_____Nonpayment. If your account is over 45 days past due, you will receive a call or email stating that you have 14 days to pay your account
in full. Please be aware that if a balance remains unpaid, we may refer your account to a collection agency. If your account is assigned to a
collection agency, you agree to pay all expenses we may incur in collecting the delinquent balance. Collection fees are between 40% and
70% of the balance owing, and will be due in addition to the outstanding balance. Accounts in collections that are 90 days past due will be
subject to interest rate of 2% per month by the collection agency.
_____Missed Appointments. If you fail to show for a scheduled appointment and do not cancel or reschedule at least 24 hours in advance,
you may be charged a $25.00 “No Show Fee”.
_____Medical Records/FMLA. For all FMLA paperwork, there is a $25.00 fee. However, this does not guarantee the FMLA paperwork will
ensure your time off will be approved, as the majority of our services do not require an extended amount of time away from work. For all
general medical records requests, there is a $.60/page fee to be charged at 5 or more pages.

I have read and understand the payment policy and agree to abide by its guidelines:

________________________________
Patient Name or Responsible Party

_________________________________
Signature

________________________
Date

TERMS OF SERVICE
Please initial:
______ I authorize Surgical Dermatology and Laser Center to send any specimen obtained through the course of my treatment to an
outside lab. These labs analyses are separate services from those received in this office and will be billed separately by the lab. Surgical
Dermatology & Laser Center will make every effort to send specimens to labs within my insurance network, however, it is my
responsibility to inform Surgical Dermatology and Laser Center of the lab that is contracted with my insurance. I understand that I will
be billed separately from both Surgical Dermatology & Laser Center (for the service of obtaining any specimen) and the lab (for the
analysis of said specimen).

______ I authorize Surgical Dermatology & Laser Center to receive, mail, fax, and/or e-mail my records to another physician or medical
facility in the course of my diagnosis and treatment.

______ I will present my most current insurance card(s) and photo ID when I check in for each appointment.

______ I understand that it is my responsibility to notify Surgical Dermatology & Laser Center of any changes to my information
including, but not limited to: mailing address, phone number(s), insurance policies, or any other information that Surgical Dermatology
& Laser Center needs to be able to contact me, collect payment, and/or otherwise carry out my treatment.

______ I authorize Surgical Dermatology & Laser Center to access my pharmaceutical records and history.

______ I acknowledge that it is my responsibility to understand my insurance policy and benefits. I am responsible for ensuring that
the provider I am receiving services from is contracted (in-network) with my insurance. It is my responsibility to obtain a referral
and/or prior-authorization/precertification if required by my insurance. Failure to understand my policy, benefits, network, and/or
insurance requirements will not relieve me of my financial responsibility to Surgical Dermatology & Laser Center. Surgical Dermatology
& Laser Center will make every effort to understand and explain my benefits, confirm the provider is contracted with my insurance,
obtain any necessary referrals and/or prior authorization/precertification, and satisfy all insurance requirements for service. However,
I acknowledge that is my responsibility to ensure that everything is satisfied correctly and I will not hold Surgical Dermatology & Laser
Center liable for any failure on my part.

______ I authorize Surgical Dermatology & Laser Center, and their agents, to contact me by any method that I provide contact
information for including: telephone calls (landline and wireless), voicemails/voice messages, text messages, emails, and mail. I
understand that if I do not want Surgical Dermatology & Laser Center, or their agents to contact me in a certain way, then I will not
provide the applicable telephone/wireless cellphone number, email address, or mailing address. If I provide any contact information,
then I expressly consent my authorization for Surgical Dermatology & Laser Center, and their agents, to contact me by these means.

__________________________________
Print Name of Responsible Party

__________________________________
Signature

___________________
Date

