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Welcome! 
DERMATOLOGY & CLINICAL SKIN CARE CENTER and ROCKLEDGE SURGERY CENTER INC 

PATIENT INFORMATION 
DATE: ______________________   
     
PATIENT NAME: ______________________________________________________________________ SEX: M    F     AGE: _________ 
       (First)                               (M)                            (Last) 
 
BIRTHDATE: ________________________________                         PATIENT SS#: _____________________________________ 
 
HOME ADDRESS: ________________________________________________________________________________________________ 

(Street) 
_________________________________________________________________________________________________________________ 
(City)             (State)        (Zip) 
 
HOME PHONE: ________________________WORK PHONE: _______________________CELL PHONE: ________________________ 
 
PREFERRED # TO CALL REGARDING LABS/APPOINTMENTS/RESULTS: ______________________________________________ 
 
MAY WE LEAVE A MESSAGE IF UNABLE TO REACH YOU? (MAY CONTAIN PERSONAL INFO): ________YES________NO 
 
EMAIL: _______________________________________________________________________  
 
MAY WE EMAIL YOU PERIODICALLY WITH UPDATES AND NEWS ON THE PRACTICE?    ___________YES _______NO 
 
EMPLOYER: _______________________________________________OCCUPATION: ________________________________________ 
 
SPOUSE (or Parent) NAME: __________________________________________WORK PHONE: ________________________________________ 
 
SPOUSE (or Parent) EMPLOYER: ____________________________________________________________________________________________ 
 
HOW DID YOU HEAR ABOUT US (PLEASE CHECK)? 
 
 Friend/Family ____   Referring Physician ____ Insurance Plan ____   Our Website ____   Internet Search/Other Website _____    
 

Yellow Pages ___   Bethesda Magazine ___ Gazette Newspaper ___   Other (Please specify): __________________________________ 
 
PRIMARY CARE PHYSICIAN: __________________________________________ PHONE #: __________________________________ 
 
REFERRING PHYSICIAN: ______________________________________________PHONE #: ___________________________________ 
 
INSURANCE INFORMATION            PRIMARY INSURANCE              SECONDARY INSURANCE 

 
INSURANCE CO. NAME:                    ___________________________________           __________________________________ 
 
I.D. #:  (if not on card)   ___________________________________              __________________________________ 
 
NAME OF POLICYHOLDER:            Check if policy holder is patient   _______  Check if policy holder is patient   ______ 
 

  ___________________________________  __________________________________ 
 
POLICYHOLDER’S DOB:  ____________________________________  __________________________________ 
 
POLICYHOLDER’S SS#:   ____________________________________  __________________________________ 
 
RELATIONSHIP TO PATIENT: ____________________________________  __________________________________ 
 
 

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT (SELF, SPOUSE, PARENT OR LEGAL GUARDIAN) 
 
NAME: __________________________________________SS#: __________________________ BIRTHDATE: _________________________________ 
 
RELATIONSHIP TO PATIENT: _____________________BILLING ADDRESS: __________________________________________________________ 

(Street) 
_____________________________________________________________________________________________________________________________ 
(City)                                       (State)                         (Zip) 
 
HOME PHONE #: ____________________________WORK #: __________________________CELL #: ________________________________________ 

 

OVER PLEASE ***OVER PLEASE*** OVER PLEASE*** OVER PLEASE ***OVER PLEASE  



Revised 6/25/2010 

IN THE EVENT OF AN EMERGENCY, PLEASE CONTACT 
 
NAME: _________________________________________________ RELATIONSHIP TO PATIENT: __________________________________________ 
 
HOME PHONE #: ________________________WORK #: _______________________________CELL #:_______________________________________ 
 
Assignment of Benefits: I hereby authorize the physicians and staff of Dermatology & Clinical Skin Care Center and 
Rockledge Surgical Center to render treatment to me/my dependents. I further authorize Dermatology & Clinical Skin Care 
Center and Rockledge Surgery Center to release my personal health information for purposes of treatment, payment or 
operations by phone, mail or fax. I assign and authorize payment of medical/surgical benefits directly to Dermatology & 
Clinical Skin Care Center and Rockledge Surgery Center, Inc.  
 
Financial Policies: I understand that any unpaid balances or non-covered services will be my responsibility. I understand that if 
I provide incorrect or expired insurance information I will assume full financial responsibility for all charges incurred. I 
understand I will be charged a missed appointment fee of $25.00 per visit should I fail to provide 24 hours notice of cancellation 
or rescheduling. I understand that if my copay is not paid at the time of service, I will be charged a $10 billing fee. I also 
understand I will be charged a $30.00 collections fee should my account be referred to a collections company for non-payment 
and a $35.00 fee for any and all returned checks. We accept cash, checks, MasterCard, Visa and American Express as forms of 
payment. 
 
By my signature, I certify that the information I have reported with regard to my insurance coverage is correct and acknowledge 
that I have read and understand the above financial policies (if patient is a minor, signature of responsible party): 
 
SIGNATURE: ___________________________________________________DATE: _______________________________ 
 
Initial____________________ Date_____________________  Initial____________________ Date_____________________ 
Initial____________________ Date_____________________  Initial____________________ Date_____________________ 
 
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain rights to 
privacy regarding my protected health information. I authorize the employees of Dermatology & Clinical Skin Care Center and 
Rockledge Surgery Center and other contracted entities to view this information and to use this information to: 
 
• Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that 

treatment directly and indirectly. 
• Obtain payment from third party payers. 
• Conduct normal healthcare operations such as quality assessments and physician certifications. 
• Authorize third party to verify insurance benefits and eligibility. 
 
I have been offered a copy of your Notice of Privacy Practices containing a more complete description of the uses and 
disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy Practices 
from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice 
of Privacy Practices. 
 
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out 
treatment, payment or health care operations. I also understand you are not required to agree to my requested restrictions, but if 
you do agree then you are bound to abide by such restrictions. 
 
Patient Name: _________________________________________________ Signature: ________________________________ 
 
Relationship to patient ___________________________________________Date: ____________________________________ 
 
    

OFFICE USE ONLY 
I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices Acknowledgement, but was 
unable to do so as documented below:  
Date: Initials: Reason: 

 



Dermatology & Clinical Skin Care Center                   Referring Physician____________________________________ 
 
Patient History Intake Form      

 
Name_________________________________________________________________Age__________DOB____________________ 
 
Are you pregnant at this time?  Yes   No                                    Are you nursing at this time?  Yes   No 
Do you have an allergy to any medications?   No  Yes (List): ______________________________________ 
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Patient ROS and PFS History was reviewed and unchanged, unless otherwise documented 
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