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PCLE AL NEW PATIENT ESTABLISHED/RETURNING PATIENT  REFERRED WORK COMP
PATIENT |NFORMATION -Circle Apphcable Angwors
Patlent’s FIRST Name, MI: Fatlent’s LAST Name:
[ o (Il CWork J
Street Address: Primary Phom_a___#: {4
City: State: g gmn%n‘.y!‘%hnﬁe () _|
SSH: Marital Status: M/5/D/W E-mall: ‘ J
PreferredPharmacy o
Date of Birth: hender: MF Advanced Care Pharmacy  Other:. S
F%eferred by: Physiclan Web Site Insurance Company -~ |
Employment Status:  Fulltime -Parttime Retired Student N/A IFamlhrfFriendfPatIent (name) |
Ocrupation: Does your Insurance require referrals? Yes /No ,l
Company or |
hool Name: Did your physiclan refer you to us? Yes /No
Clrcle Race: African-American Aslan Caucasian Hispanic Other Referring Physiclan Full Name: |
CetlE l
Ethnlcity. Cuban Not Hispanic or Latino _ Other: Primary Care Physiclan Full Name: [
Language: English Spanish Other: Physically Impalred: No Hearing Vision Other: |

ing Hospice/Home Heslth Care7 NO  YES ™

T oma el { Jbort
o Primary Phone #; (

Date of Birth:

JLOTHER THAN PATIENT - COMPLETE REQUIRED INFORMATION BELOW ONLY IF WE ARE TO FILE ¥ OUR INSURANCE

PRIMARY INS, SUBSCRIBER/CARDHOLDER Circle Relationship to Patlent:  Seff Spouse Child Other

Co-pay Amt

L‘ﬂmaw Ins. Name:

|Efl’ecﬂw Date: - Group # Policy/1D #;
| NN H
: ubscriber’s DOB: r

Gender: M F |

Subscriber’s Narme:
SECONDARY INSURANCE_-- COMPLETE INEORMATION BELOW
SECONDARY INS. SUBSCRIBER/CARDHOLDER Circle Relationship to Patient: Self Spouse Chlld Other

|

Secondary Ins. Name: Co-pay Amt |
ffective Date: Group #: Pollcy/1D #; ,'

Elbscriber‘s Name: Lo I!Subscrlber's DOB: Gender: M F Il

Mobile ® South Daphne CR-64 @ Bay Minette & Miramar Beach/Destin @ Niceville ® Panama Chty Beach ® Panama City adlied /812017
(251)631-3570 @ (251)621-2244 @ (850) 502-5989 @ Tol Free; 1-855-MyDermDoc (1-855-693-3763) editad 2/28/18
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Medical History

(% Advanced Dermatology
& Skin Care Centre

A FOREFRONT DEE'HATOLQGY_ {W‘Fﬁg_

Name: Datz of Birth:

Medications

LIst ail current medications:

Allergies

List all silergles and reactions if known:

Past Medical History

Selact any of the following medicat conditions you curremtly hawe:
D Arciaty I: Dizbatas J tung Cancer
) anahitis 1 End Stage Ranal Disanse ] Lymphoma
- 0 aeno () rostate cancer
E} Aarial Fibriliztion I:j Haaring Loss 'wi Radixtien Trastmant
L_J Bone Marrow Trarsplent I:J Hapatitis O Beizures
{_leon | sypartansion ..z
1) raast Cancer () b s () e
D Cofon Cancer l:l Hypercholasterolemia L:' OCther
[:J COPD ';J Hyperthvyroidiom
D Coronary Astary Dissasa D Hypothyroidism
D Deprassion D Laukemés

Past Surgical History
Huva you had any surgeries on the foliowing organs?
(1 AppandxAppandeciomy) ) Maae: Coranary Aveary Bypass Surpury
L.} Biadder toysoactomy) () aer: eart Transplant

O Bresst: Branst Blopsy

O Brapst: Lumpectonty (Right, Left, Bluveral)

O Breast: Mastectomy (Right, Left, Blxtaral)

CJ coton (Codectorny): Calon Cancer Resaction

r—:J Colon {Calectony): Diverticulitis

|_J coton {Colectomy: Inflammatory Bowet Dissase
! ot Colostoray

D.ﬁ-uunu- {Choiecystactoemy)

’:l Haart: Machanicat Vialve Raplacemant

| bremre: PrCA

D loint Raplacament

D Kidney: Biopsy, stone removai, Nephrectomy
|:—| Liver: Hepatectomy, Trensplant

L e s
D Ovaries: Endometricsis




D Owarles [Dophorectanmy]: Ovarian Cancer
D Cvariss {ODophorectomy): Ovarian Cyst
I:] Ovarias: Tehal Ligation
I:I Pancrass: Pancreatactomy
D Prastate (Prostatectory): Prostate Biopay
[j Prostate [Prostatectomy: Prostabe Cancer
L Prostate tProstatectonmyl: TURP
D Ractum: APR
D Racturm: Low Antarior Rasection
I---] Skin: Banal Call Cardnoma
D Sidn: Malanoma

SKpe DISEASE WISTORY

Hava you had any of the following?

C] Acna L—-] Huy favarfAllergies

I:j Actinic Kerstosas lj hMelanom:s

L‘_! Baxal Cell Skin Cancar IZJ Precancerous Moles

D Blistaring Sunbums l:l Psorfasis

' Dryskin IZI!q:nrmmC!ﬂC!rdmnl!l:ln

i — I vone
I—J Faldng or itchy Scalp CJ Other,
Do you wesr Sunscreend
C)‘I’u C::'Nu
I yes, what SPF?

nzwuunll_nmm
UYB UNO

Do you have a famBy history of Malanoms? Om Ou.

-

([ ot £ 50 o) Grandmather
Oeater - e ) Grandstr
T i Grancdaughias
U Brother t. arariaon

C'nmu— - (2 ot

&{ Advanced Dermatology
= _‘ & Skin Care Centre
 AFOREFRONT DERMATOLOGY PRACTKCE

Ej Skin: Squsmous Cell Carcinoma

L Splwen {Splanactomy)

D Testices {Orchlactonay)

l-__:] Uterus {Hysteractonay). Fbroids

[—i Utarus {Hysterectomy}: Uterine Cancar
I:' Uterus {Hysteracsonw): Carvical Cancer
E—:‘ NOMNE

C! other

SOCIAL HISTORY
Smoking States [Please choose one):
C‘ Currant avery dsy smoker
i-:' Cuwrunt somaday smoker

l:] Formar smoker

L——i MNevar smokar
i—-i' Unknown I sver smokes
Start smoking: mm/ddfyvyy:
Guit Smoking: mm/dd fyyyy:
Mumber of Packs per Day:
Tota! Years Smoking:

Alnolu_n! Intake lp!mq: choose one):
L-thne j-—'lnr!u:pgdav
Dl—nplrdly D!nrmmpnrdq

Are you pregeant or currently breastfeeding?
e Uno

Famfly History: {Plaase inclucle only first dugree relstivas)




9{ Advanced Dermatology
& Skin Care Centre Patient Communication & Financlal Policles
A FOREFRONT DERMATOLOGY PRACTICE

The Following are internal policies set In place by the administration of Forefront Dermatology, 5.C., 4/b/a Advanced Dermatelogy & Skin Care
Cantre {“Forefrent”). Signetyre is required before services can be provided.

Confidential messages may be left on your volkcemail or answering machine at the preferred number(s} you have
provided to Forefront or with a friend or famlly member who answers the telephone at one of the preferred numbers or at your residence and who
can verify your address and date of birth. Such message may include, without limitation, reminders of upcoming scheduled appointments
Information ragarding your pathology or laboratory tests, billing information, or answers to medical questions you may have Inquired about to our
staff. Forefront may also communicate with you via e-mall, text message, or post eard to your horne address provided such method complies with
applicable HIPAA communication stendards. You understand that you are not required to agree to this provision in order to receive treatment.

Besearch: | authorize Forefront to contact me regarding any research study in which { may be eligible to participate relating to my care,

insurance Fllin: As a courtesy we wili bill your insurance company for charges Incurred at our clinic. Piease remember your health insurance Is'a
contract between you and your insurance company. Our office will make two attempts to settle any outstanding blll with your Insurance company.
i your Insurance deerns a service to be not covered by your Insurance plan you will be responsible for the balance of this service and yoy,d'&sresslv
agree to pay for such non-covered services. Claims not pald by your insurance carrier within 90 days will be considared a non-covered uhﬁae# We
will furnish information required by the insurance company to receive payment. Benefits should be paid directly to the Practice from yiout' &
insurance company, i your insurance company pays copays, colnsurance, or other similar charges. | hereby assign to Forefront all my rights and
claims for relmbursement under my health nsurance policy. | agree to provide information as needed to establish my eliglbility for such benefits.

Bad Debit & Dankruetcy Account Status; | realize that If my account Is in bad debt or bankruptcy status | will be required to pay $150.00 prior to
my scheduled appointment. This payment will serve as a down payment toward services to be rendered at the future encounter, If, after the
provider has bllled for services and/or the insurance has responded, the practice determines that | do not ows the $150.00 for the current
encounter (and 1f | am not currently under bankruptcy or any other insolvancy protection from coilection on past debt} the practice wii! review my
account to see i | owe a balance on any other recent encounters or If | owe anything to Americollect, the practice’s collaction agency. it ls
determined that | do owe on past balances and am not protected from collection by applicable law, the practice will apply the remaining amount
towards such amounts owed. If | owa less than what was ovarpald on the account a refund will be returned to me for the appropriate amount. {
realize that if my account Is sent to collections, Forefront may alternatively elect to dismiss me as a patient from the practice. if | pay off my
account with Americollect, my account will be returned to good standing status with the practice and | will not be required to pay $150.00 prior to
appointments unless | am placed Into collections in the future.

Non-sufficlent Funds; A $35.00 charge will be added for any non-sufficient funds notice from the bank. If your account is sent to collections and we
have to Htigate in court, your visit/s with our office may become a matter of public record.

MIRCCHIG InsUrance COVarane 44 RENSREE MMt I I out!

At this time |, _ warrant and represent that | (DO) or {DO NOT) have Medicald health insurance coverage.
Print Your Name circle one

If we find at a later time that you did not provide accurate Information above, you will be responsible for the balance of the charges incurred, It Is

your responsibliity to Inform our office If you acquire any type of Medicald coveraga at a {ater time. If you don’t provide the updated information to

our office you may be responsible for the balance of your bill. Not all locations and providers participate In Medicald programs. The patlent will be

responsibie for the full amount of services provided when this circumstance is applicable.

Non-insured Patients: Non-insured patients will be charged a fee prior to seeing a provider on the date of service. These funds will be allocated to
the services rendered by the provider for that day however these fees serve only as a down payment and are not considered payment in full. The

down payments are as follows:
New patient Office Visit: 5178 Established Patient Office Visit: $150 Excision Visit: $800 MOHS Visit: $1,000

Final charges will be determined after the provider sees the patient and a complete assessment Is made. The provider may require payment in full
for procedural services prior to rendering such a service. Additional fee Information is avallable upon the patlent’s request. A statement with the
balance due for sarvices provided will be malled to you within a few days. If the balance is paid In full within two weeks from the date of the
statement, a 20% discount for cash/check or a 15% discount for credit card will apply. This discount does not apply to Cosmetic procedures and
injectables. inidal

O-pavIGants. iance. besuctine, & Cosmaetic Procedures: Payment is due on the date of service prior to seeing the provider, Deductible
amounts may be collected prior to the physiclan compieting the service. Payment for a cosmetic procedure Is due In full prior to treatment. There
are no returns on cosmetic products sold unless such products are defective or, In the opinion of your provider, caused an adverse reaction.

Ce LY

Erpcgdure Pricinx )
| understand that procedure estimates are only provided In writing. Written estimates must be requested prior to the appointment.

K . S /. until revoked
Signature of Patient or Legal Representative Relationship to Patient Date

DOB:

£l M s




T ——

Advanced Dermatology
<‘_9£ 4 %kin Care Centre Consent to Clinical Procedures
A FOREFRONT DERMATOLOGY PRACTICE

fatient Name: Date of Birth:

i hereby consent to the medical and surgical care and treatment, as may be deemed necessary or advisable In the judgment of my
physician or other provider. This may Include, but is not limited to laboratory procedures (including diagnostic testing such as lab draws
and skin blopsies), medical and surgical treatment or procedure {including wart treatments, surgical removals, or excislons), or other
services rendered during my visit with Forefront Dermatology, $.C., d/b/a Advanced Dermatology & Skin Care Centre (“Forefront”),

in order to ensure that you understand all aspects of your vislt, you are encouraged to ask any questions or clarlfy any procedures prior
to them being performed. Our dermatology providers will answer any questions and discuss any procedures, concerns and goals with
veud in regard to the followlng:

e Benefits of the proposed procedure.

» The way the treatment or procedure Is to be performed.

e  Alernative treatment options. "
¢ FProbable consequences of not recelving the treatment. e

*  The right to withdraw informed consent at any time, in writing. : oy
a AR

Risk and side effects involved with the procedure.
e  Potential for additional incurred charges.

Should a biopsy be performed, or any other procedure in which a section of your skin Is removed, the specimen will be sent to a

pathology lab for an accurate diagnosis, unless otherwise recommended by your clinician. This process will involve any testing necessary

including speclal stalning or outside consuitations which wlll incur additional charges. (Iinitials)

| acknowledge that some medical diagnoses (such as warts) will require multiple treatments with one or more methods that may
change throughout the course of treatment and each office visit and procedure will be billed accordingly. {initials)

with any procedure, there are risks involved which include, but are not limited to the following:

®  Scar-Scarring Is possible with any procedure of the skin. We will do everything we can to provide you with the best cosmetic
result possible, but the final cosmetic outcome is not guaranteed.
* Infection — The entire procedure will be done In a sterile and/or clean fashion. Still, a small number of people will get a wound
infectlon.
¢ Bleeding ~ Some procedure may create some bleeding. Rarely will someone have significant bleeding after they leave such
that they would have to come back to have us treat it.
®  Nerve damage —This will be thoroughly discussed with you by your physician If it is a potential during your procedure.
® lauthorize pictures to be taken before, during and after the procedure. These pictures will become part of your medical
record. They may also be sent to your famlly physician and/or referring physician. They will not be used for any other purpose
without a proper consent.
it 2 complication after the procedure would arise, there may be a charge for the medical management that will be submitted to your
Insurance company. | recognize that the practice of medicine Is not an exact science and acknowledge that no guarantees or assurances
have been made to me concerning the results of such procedures.
Since each insurance company has Its own policies regarding the coverage of procedures, | also acknowledge that | am responsible for
payment In full for the charges Incurred for procedures regardless of the coverage provided by my Insurance carrier. If ! am concerned
about the cost assoclated with treatment, it Is my responsibllity to request a procedure estimate prior to starting treatment.

{inltials)

! have read the consent form In its entirety. | understand the risks associated with procedures that may occur during my vislts at
Premier Dermatology. | do not Impose any limitations on Premier Dermatology and Its staff. i understand that | should discuss any
guestions or concerns with my dermatology provider prior to any procedure and therefore; with my signature, agree to have any
necessary procedures performed.

Fatiant signature / Date Witness signature / Date
The undersigned hereby provides consent as the parent or guardian of the above referenced minor patient.

Parent or Guardian signature/ Date Relationship to Patient
6/1/2018
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9{ Advanced Dermatology NOTICE OF PRIVACY PRACTICES |
A FQREFRQNT_ DERMATOLOGY R'HCE ACKNOWLEDGM ENT OF RECEIPT ‘
Patlent Name (PLEASE PRINT) — T ——

By signing this form, you acknowledge receipt of the “Notice of Privacy Practices” (the “Notice”) of Forefront Dermatology, S.C.,
d/b/a Advanced Dermatology & Skin Care Centre. Our Notice provides information about how we may use and disclose your
protected health information. We encourage you to read it in full.

Our Notice is subject to change. If we change our Notice, you may obtain a copy of the revised Notice by contacting

our practice at §55-535-7175. ;

Please note that Forefront Demmatology may communicate with you in the following ways, unless you instruct us otherwise:

¢  In Forefront Dermatology’s discretion, a confidential message may be left on your voicemail or answering machine at the
prefmrednmber(s)hdica&dbdowmwi&aﬁhndmfamﬂymmbeiwhomswmﬁeuhphmﬂeoftheprefexred
numbmmatyomwsidencemdwhocanveﬁfyyouraddmssmddnteofbh‘th.Suchmessagemayinclude,without .“
ﬁmimﬁMNdemoflmmmhgwhmmWMMmmMngmpamologymhbommm, 5

bﬂhginfomaﬁmormwmmmedicalquesﬁomyoumayhaveinqumdabomwommfﬂ o §
Preferred Number Il [ Mobite cel) [CIWork  [J Home 4 " '
Preferred Number | O'Mobile(cel) DOlwWork [ Home

Preferred Emall Address

»  Forefront Dermatology may also communicate with you via e-mail, text message, or post card to your home address provided
such method complies with applicable HIPAA communication standards.

®  Uniess you check below, you specifically authorize and give your express consent to receive autodialed and/or pre-recorded
calls—including, but not limited to, voice and short message service (SMS) text messages and other electronic messages—
from or on behalf of Forefront Dermatology and its representatives at the residential or ceflular telephone number provided
above or an appropriate e-mail address, not only in order to communicate appointment reminders, and notifications regarding
the availability of pathology or laboratory results, but also for marketing or advertising messages offering products or
services that may be of interest to you. Forefront Dermatology may receive direct or indirect payment for these marketing or
advertising messages, You understand that by providing your telephone number and/or e-mail address to Forefront
Dermatology, you consent to being contacted using the sbove-described methods. You understand that you are not required
to sign this agreement in order to receive treatment. Youﬂmherunderstandthatyouu'enotraquiredtogiveﬂxis consent and
that your consent is not a condition of purchasing or using any services offered by Forefront Dermatology.
Marketing Related Opt-Qut: (Check all that apply) [1Do NotText []Do Not Email

* Ifyou have any questions about our Notice, please contact our compliance department — Phone: 920-663-0505, e-mail:
compliance(@forefrontderm.com

T acknowledge receipt of the Notice of Forefront Dermatology. I understand and agree to how Forefront Dermatology may
communicate with me, as stated above.

X e

Flgmltura of Patient or Legal ieprasentatlve) Date
Parents may not sign for children over the age of 18.
Tf signed by someone other than patient, indicate relationship: e =
Printname _ =
(Legal representative)
| for Office Use Only —I
Complete this section if this form is not signed and dated by the patient or patient's representative.

Reasons why the acknowledgement was not obtained:

O  Patient refused to sign this Acknowledgement even though the patient was asked to do s0 and the patient was given the
Notice of Privacy Practices.

O Other =

Employee Name ' . Date




Messages/Volce If | am unreachable, Advanced Dermatology physicians or staff D may D may NOT leave messages

PERSONAL RELEASE OF INFORMATION — You consent to verbally releasing authorlzed contacts of your medical information to
Advanced Dermatology employees. You may also elect to RESTRICT OR ALLOW Advanced Dermatology from discussing medical
information Including but not limited to appointments, treatments, diagnosis, prognosis, medications, with the following people
listed. PLEASE INDICATE BELOW:

[:] RESTRICTED — DO NOT RELEASE INFORMATION D ALLOW = RELEASE INFORMATION TO PERSON(S) BELOW
YOU MUST LIST FULL NAMES OF EACH PERSON(S)

| and/or deductible prior to each visit. Payment can be made by cash, check or credit card, or a sayment plan may be arranged.

PATIENT RESPONSIBILITY — Our physicians participate In many Insurance plans and managed health care programs. Our office will submit a
clalm for services rendered for patients participating In those plans for which our physicians are providers. *Provide our office with accurate and
complete Insurance Information. You are responsible for payment of any resulting denied claims. *Federal (Red Flag Rules}) prevent us from filing
to Insurance without proof of identification. We will mot blll your Insurance carrier. *Present phote ID and Insurance card(s) to every office visit.
We will not blll your Insurance carrler without valid photo ID. *Pay all amount(s} due, including but not limited to balances, co-pay, coinsuranca

| responsible for payment for all costs of treatment.

REFERRALS/AUTHORIZATIONS — | understand it Is my responsibllity to request & to notify Advanced Dermatology of any referrals or prior
authorlzations required by MY Insurance company. If | do not have the correct authorization/referral my visit may be rescheduled or | will be

CONSENT TO MEDICAL SERVICES — | authorize Advanced Dermatology to render treatment to me/my dependents for Dermatological care as
may be deemed necessary. [ understand any procedure including but not limited to laser treatments, cryotherapy, blopsy, chemical peel; may
result In discoloration or scarring; the risk Is significantly Increased with sun exposure 4 weeks prior to treatment, | understand ! am to notiy &
return to clinic If any lesion or rash dees not Improve and resolve within 2 weeks for further examinatlon/treatment. | understand surgical
orocedures Including repair may be asslsted/performed by a surgical RN or CRNP.

DIGITAL PHOTQOGRAPHY/VIDEO —| authorize physiclans and staff of Advanced Dermatology to take digital photographs that relate to my care.
Advanced Dermatology will only disclose information relevant to MY treatment. Advanced Dermatology may use Images that do not disclose
Identlty In professional publications, teaching purposes, or textbooks unless stated otherwise. | am aware there Is video surveillance at all bullding

sites at Advanced Dermatology.

PERSONAL PROPERTY — | understand & agree to Advanced Dermatology, physicians and staff harmless from any and all liability and relleve
Advanced Dermatology, from any and all responsibility for loss or damage of any personal property, valuables, money or any other personal
belongings located In or on the premises.

MISSED APPOINTMENTS — Our office requires 24-hour notice for cancellations/appointment/procedure rescheduling. Fallure to do so may
result In a $30 fee for medical apoointments and a $50 fee for cosmetic appointments. —
ADVANCED CARE PHARMACY — FINANCIAL DISCLOSURE TO PATIENTS — This notice Informs you that Gulf Coast Dermatology & Skin Care
Centre DBA Advanced Dermatology & Skin Care Centre has ownership interest In Advanced Care Pharmacy. Physiclans who have ownership
Interest in Advanced Dermatology & Skin Care Centre may indirectly recelve compensation for prescriptions you have filled at this entfty or other

_ttems or products you purchase. You have a choice In pharmacles and are not oblizsted to use this charmacy.

PRIVACY POLICY NOTICE ~ | understand | may request a copy of Advanced Dermatology’s Notice of Privacy Policies detailing how
my information may be used and disclosed as permitted by federal law.

E-RX — | understand as part of my electronlc health record; Advanced Dermatology will transmit my prescriptions electronically as permittad to
the pharmacy that | deslgnate as my primary pharmacy provider.

your skin care needs.

SURESCRIPTS PRESCRIPTION NETWORK DATABASE — | authorize Advanced Dermatology & Skin Care Centre to access my Surescripts
Medication history In order to make more informed clinical declslons regarding my healthcare. 1 understand this Information will become part of
my electronic health record. Surescripts Pollcy Is avaliable upon request.
STATEMENT TO PERMIT PAYMENT OF BENEFITS TO PROVIDER — | hereby assign and authorize payment of my Insurance beneﬂts,
Including authorized Medicare beneflts, sick benefits, Injury beneflts due because of llabllity of a third party, or proceads of all claims resulting
from liablilty of third party, payable by any party, organization directly to Advanced Dermatology & Skin Care Centre to release any medical or
other Informatlon for the purpose of processing clalms to my insurance carrlers, Including Health Care Financing Administration and future
insurance changes. This Includes information as defined by and for the purposes outlined In the Privacy Notice. | have read and understand all of
the above. | understand that In the event I do not pay for services rendered and amounts become dellnquent, | am obligated for all costs Including
collection, court and attorney fees.{ pg : . - g orlg

Advanced Dermatology alms to provide exemplary patlent care durlng each and every Interactlon Your satlsfactlon 1s our primary concern. If
you have any issues or concerns notify us by emall info@AdvancedDermcClinic.com. Thank you for entrusting Advanced Dermatology with all of

Signature of Patient or Authorlzed Representative Date

Witness Signature Date




Advanced Dermatology
& Skin Care Centre

A FOREFRONT DERMATOLOGY PRACTICE Minor Patient Consent Form

Patient’s name: Patient’s date of birth: / /

It is always desirable and recommended that a parent or legal guardian attend a minor child’s appointment. If a parent or legal
guardian is not present at the time of a minor child’s appointment, the child will be evaluated but no treatment will occur
unless authorized by a parent or legal guardian by filling out this form.

1. Treatment authorization by parent/legal guardian only: (Check one box only)

|:| | will be attending the appointment(s) with my minor child and will be present to give consent if a procedureiis
recommended.

|:| I will not be attending the appointment(s) with my minor child and understand my child will be evaluated but request no
treatment be initiated without first contacting me.

[ 1 1will not be attending follow up appointment(s) with my minor child and give consent for ongoing care of a previously
diagnosed condition.

2. Insurance information:

If you are attending the appointment with your minor child, please present the insurance card(s) and photo identification
to thereceptionist.

If you are not attending the appointment(s) with your minor child, please have your minor child bring the card(s) to the
appointmentor attach a copy of the card(s) to this form. Also send along any co-payments.

Name of parent/guardian: Parent/Guardian’s date of birth: / /

Parent/Guardian’s relationship to patient:

3. Payment Policy:

The parent or legal guardian who signs this form will be responsible for all co-payments and deductibles. We do not
forward bills to other parties regardless of court rulings or divorce decrees. We will only respond to a court order that
directs Advanced Dermatology & Skin Care Centre to act in a certain way.

Guardian Signature:

Today’s Date: / /

4. Parent/Guardian Contact information:
Father/Guardian (pleaseprint): First name Last name
Phone (8 am-5pm): - - home / mobile / work (circle one)
Secondary # (8 am-5 pm): - - home / mobile / work (circle one)
Mother/Guardian (pleaseprint): First name Last name
Phone (8 am-5pm): - - home / mobile / work (circle one)
Secondary # (8 am-5 pm): - - home / mobile / work (circle one)

6/1/2018




