	Advanced Dermatology And Skin Care Specialists, LLC


PATIENT INFORMATION			

Patient Name:  Last ___________________________First___________________________Middle _________________________
Address: _________________________________________________________________________________________________
City: ______________________________________________________State: _____________ Zip: _______________________
Home Phone: (       ) _______________Cell Phone: (       )__________________Work Phone: (     )___________________________
Sex:______ Marital  Status: _______Age _______Birthdate: ____/____/_____ Social Security#: ______/______/______
Race:________________________  Ethnicity_________________________ Prim Language_______________________
Employer:__________________________ _____Retired________  Student ___________ 
Spouse’s Name:_________________________Employer:__________________________ Phone:___________________________
Person to notify in case of emergency: _________________________________________Phone:_________________________                                                                                                                             

May we leave a message on your answering machine at home?       Y         N     Leave a message at your place of employment?            Y             N

May we discuss your medical condition with a member of your household?         Husband        Wife      
	Other-Name__________________________ Phone __________________   Relationship___________________________


IF PATIENT IS A MINOR PLEASE ENTER RESPONSIBE PARTY INFORMATION (NOTE: WE DO NOT BILL ABSENT PARENTS, THE ADULT PRESENTING THE MINOR FOR CARE IS THE RESPONSIBLE PARTY)
Name:  Last _______________________First ___________________________MI _______SS#________/_______/________
Address: _________________________________________________________________________________________________
City: ______________________________________________________State: _____________ Zip: _______________________
Home Phone: (       ) _______________Cell Phone: (       )__________________Work Phone: (     )___________________________
INSURANCE POLICY INFORMATION
Insurance Company (Primary): ________________________________________________________________________________
Policy holder’s name: _______________________________________________Birthdate: ____/____/____	Sex_____
Employer of Policy holder: __________________________________________________________________________________
Policy Holder’s work phone:_______________________________________ Policy holder’s SS#________/________/_________
Contract #_________________________________________________Group # :______________________________________
Relation of patient to policy holder:  __________________________________________________________________________
Insurance Company (Secondary): ___________________________________________________________________________
Policy holder’s name: ____________________________________________________ Birthdate: ___/____/_____   Sex_____
Employer of Policy holder: __________________________________________________________________________________
Policy Holder’s work phone:_______________________________________ Policy holder’s SS#___________________________
Contract #_________________________________________________Group # :______________________________________
Relation of patient to policy holder:  __________________________________________________________________________




Patient Financial Policy
Advanced Dermatology and Skin Care Specialist, L.L.C. files only with plans with which we are contracted.  Your copayments or coinsurance amounts, deductible or non-covered services with these plans are required at time of service. If we do not participate with your plan, payment is due in full at the time of visit.
Please verify prior to your visit.  Someone from our Business Office will be happy to discuss any costs about which you have question or concerns, prior to your treatment if you desire.  For your convenience in paying we accept cash, checks most major credit cards or debit cards.  For services rendered by Advanced Dermatology and Skin Care Specialists, LLC, I hereby guarantee payment.  For payment of said accounts for services, I hereby waive all claims of exemption under the State of Alabama and agree to pay, if necessary, all costs of collection, including attorney’s fees.  Note: All accounts over 90 days will incur interest at the rate of 36% and will be submitted to collections after 120 days.
Signature____________________________________________________________________________________________________________
Medicare Patients
     Y        N      Do you or your spouse work in a company which has more than 20 employees and have coverage through insurance at  that job?
    Y         N     Do you belong to Medicare HMO?
    Y         N      Are you covered by another insurance that makes Medicare Secondary?
               Please be aware we do NOT participate with All Medicare HMO/PPO type plans. We do not accept Medigap policies only secondary insurance
  I hereby authorize release of information needed to process any claim, and request payment be made to Advanced Dermatology and Skin Care Specialists, L.L.C .  for any services or items furnished to me by the physician. I authorize any holder of medical information about me to release to Center of Medicare and Medicaid Services and its agents any information needed to determine these benefits or benefits payable for related services.  
Signature___________________________________________________________________________________________________
All Other Patients
I authorize Advanced Dermatology and Skin Care Specialist, L.L.C. or (Skin Pathology Associates) to furnish any medical information requested by insurance companies with whom I have coverage, any public agency which may be assisting in payment of care, or my employer who is providing payment of my medical bills due to an on the job injury.  I request payment be made to Advanced Dermatology and Skin Care Specialist, L.L.C. or (Skin Pathology Associates) for all claims filed, if any.
Signature____________________________________________________________________________________________________________

How did you hear about this practice?       Doctor___________        Friends ___________         Relatives_____________
What doctor referred you? ___________________________________________________
[bookmark: _GoBack]      Y         N   Have you appointed a durable power of attorney?               
