NEW PATIENT FORM

medical, surgical, and
cosmetic dermatology

PATIENT DEMOGRAPHICS
Prefix: Patient's First Name: Preferred Name: M.L.: Last Name:
Mailing Address: Apt: City: State: Zip Code:
Social Security No. (necessary for billing): Marital Status: Birth Date: Age: Sex:
/ /

Guardian's Last Name (if patient is a minor):

Guardian's First Name:

Relationship to Patient:

Guardian's Social Security No.:

Please mark the box of your preferred phone contact

O Home Phone:

( )

O Work Phone:

( )

O Cell Phone:

( )

Driver's License No. / State:

Email address:

Other Family Members Seen Here:

/
Occupation Status: Occupation: Employer:
O  Full-Time O Student
O  Part-Time O  Retired Preferred Pharmacy.: Pharmacy Phone No.:
O  Currently Unemployed O Disabled ( )

How did you hear about us?

O Referring Physician O Family Member O Friend O Google O Yelp O TV/Magazine O Insurance Plan O Close to Home /Work O Other

Please provide names and/or details when appropriate:

IN CASE OF EMERGENCY

First Name of Contact:

Last Name of Contact:

Relationship to Patient:

O Home Phone:

( )

O Work Phone:

( )

O cCell Phone:

( )

INSURANCE

Insurance Plan Name:

Insurance I.D. Number:

Insured's Policy Group:

Insured's First Name:

Insured's Last Name:

Insured's Date of Birth: Insured's Sex:

/ /

Name of Insured's Employer:

Relationship of Insured to Patient:

Is there another health benefit plan?
0 No [ Yes:

(If yes, please answer the next line and give the subscriber card to the front desk staff.)

Is the primary insurance subscriber's information the same as the patient information filled-out above?

O Yes 0O No

(If no, please fill out the information below.)

Insurance Plan Name:

Insurance I.D. Number:

Insured's Policy Group:

Insured's First Name:

Insured's Last Name:

Insured's Date of Birth: Insured's Sex:

/ /

Name of Insured's Employer:

Relationship of Insured to Patient:
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