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Patient Information

Name:

Date of Birth:

Sex: __ Male __ Female

Address:

City: State: Zip code:
Cell: Home:

Email Address:

Primary Care Physician:

Primary Care Physician Phone Number:

Parent/Guardian information (for minors only)

Name:

Date of Birth:

I hereby authotize payment, directly to Derm360 of benefits due to me from my insurance company, otherwise payable to me, |
further authorize the release of any medical information requirad by my insurance carrier, | understand that I am financiaily
responsible for charges, lab work and vaccinas not covered by my insurance contract as performed in the office, and for any co-

payment an/or deductible amount as specified in my insurance contract, | acknowledge that private health information rmaterial
(HIPAA) is posted and available upon reguest,
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Primary Insurance

Insurance company:

ce Inf

ati

Insured/card holder name:

Relationship:

Phone:

Member ID:

Secondary Insurance

Insurance company:

Group:

Date of birth:

Insured/card holder name:

Relationship:

Phone:

MemberID:

Pharmacy Information

Name:

Address:

Phone:

Group:

Date of birth:
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Patient Name: Date of Birth:

You are responsible for providing accurate information regarding your health
insurance and for knowing your health insurance plan benefits. Prior to your visit, our office
has checked:

* Insurance is active
* Deductible and copay amount for an office visit

If a procedure is performed, you may be responsible for payment if is not covered by
your insurance. Please review all insurance correspondence.

All insurance copays and deductibles must be paid at the time of service.

Patient’s signature Date
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Patient Name: DOB:

Reason for visit today?

Duration:

Past treatments:

Current treatments:

Medical Conditions:

Prior Surgeries or hospitalization and dates:

Current medications:

Allergies:

Family History: Skin Cancer: Basal Cell/Squamous Cell/ Melanoma
___Abnormal Moles __Eczema
__ Diabetes ___Asthma

___High Cholesterol —Hyper/Hypo Blood Pressure




E-rmail Consent & Acknowledgment Form

Dermatology360, LLC
1 RAISK OF USING E-MAIL TO COMMUNICATE WITH YOUR PROVIDER:

Pravider ofters patents the opportundy 10 communicate by e-rmai Transmutting patient wnformation
by e-mail has a number of risksthat patients should cansider befare USIg B-mai. communicat.on,
These include, but not limited to, the following risks:

£-mails can be cweulated, forward, and stored in numerous paper and electronic files
E-mails can be immediately broadcast woridwide and be receved by uninterded
recipients

€ E-malserders can easily type mthe wrong email address

d  E-mailiseasier tofaisify handwritten or signed documents

2. Backup copies of e-mail May exist even after the sender or recipient has deleted his or her
topy

f  Employers and on-lire services have a right to archive ang Inspect e-maiis transmitted
through their system.
E-mail tan be ntercepted, altereg, forward, or used without authorization of detection,
k. E-mailcan be usedro Introduce viruses :ntg the computer system.

i Emalcan be used as evidence in coyrt.

2. CONDITIONS FORTHE usE OF E-MAL:
Provide: will ysa reasonable meanstp protect th

3 Al e-mais iy or from the patient concerring dia
made part of the patient’s mag

mdwidyais authorized 1o acces

8NOSis of treatment wilt be bnnted out and
wcal record. Becayuse they are part of the medica. recorg, other
S the medical record will have access to thosee-mais.
Provider may forward e.mals internally to Provider's staff ang agent necessary for diagnoss
treatment, reimbursement, angd other handling. Proviger wil: not, however, forward emails to
irdependent thirg Parties without the patient's ity

prior writien consent, exce, ta i
O required by e Pt 35 avthorized

T any thirg party.

atis ulawful, such a5 untfawfuily
e lineg,

e .
t15 the patieng's responstbility 1o Follow-up and/or scheduie an appo ntment

3. PATIENT RESPONSIBII.H'I'SS AND INSTRUCTIONS.



E-mail Consent & Acknowledgment Form

To communicate by e-mail, the patient shall:

Limit or avoid using tus/her employer's computer.

irform Provider of changes in his/her e-mail address.

a
b
c. Confirmthat he/she has recaived and read the e-mail fram the Provider.
g. Putthe patient’s name in the body of the e-mail.

e

Include the category of the communication nthe e-mail s subtect line, for routing
purposes (8.g biltingand questions).

Take precautions to preserve the contidentiality of e ma, such as usIng screen savers and
safeguarding his/her computer password.

-

9. Withdraw consent only by e-mail or written communication 0 Provider.

4. TERMINATION OF THE E-MAIL RELATIONSHIP
Tre Provider shall have the right ta immeciately terminate the e rmail relationshup with you if

deterntined in the sals Provider's discretion, that you have violated the terms ang conditions set forth

Above or otherwise breached this 2greement, Or have engaged in conduct which the Provider
determines to be unacceptable.

PATIENT ACKNOWLEOGEMENT AND AGREEMENT

thave discussed with the Provider or hus/her representative and | acknaw

edge that I1have read ang
fully understand this consent form. junderstand the risks associated with

the commurnication of e-
mail between the Provider and me, and cansent to the conditions haren,

lagree to the instructions
outhred herein,

aswell as any other nstruchors that my Provider may IMPOSE tO COMMuniCate with
Patients by e-mail. Any questions | M3y have had were answered.

HOLD HARMLESS

ndemnify and hold harmiess the Provider and its trustees,
nformation providers and suppliers, and w
all losses, expenses, damages ang Costs, i

I agree to

officers, diractors, employees,
agents,

ebsite designers 3

Patient Name (Print) -

Patient Signature -

Date :

Patient Emay:




Notice of Privacy Practice Acknowledgement
Dermstology360,L1.C

| understand that under the Health Insursuce Porability and Accountabilicy Act (HIPAA), | have
cernin nghts 16 privacy regazding my protected health information. 1 acknowiedge that I have
received or have been given the opporrunity to ceceive a copy of your Notice of Privacy Practices. |
also undersnd that this practice has the right to change its Notice of Privacy Practices and that |
may cuntact the practice st any time to obain s curtent copy of the Nodee of Privacy Practices.

Patent Name or Legal Guardian (peins)

Signatuce

Office Use Only

{

Ve bave made the following , o

:—_"'—“'-'--—-—- AuemP(;




CONSENT FOR VOICE AND
TEXT MESSAGING COMMUNICATION

In anefiort to relay Nommal restlts faster to our patients we heve impiementsd Elsctronic Medical Reoonds.
| understand that in order for 3 wave detalled
MMWMI“W’&'D”WMW \ I

|mwmmmmm¢muc o text detailed
mwhbmwmelemwmujpnu '
undetsiand that my hesithcars indormation st

messages coniaining specific
1o (Dermetiogy 380,L1L.C) ) sise
Privacy Pructices is svallable upon my request.

permasion
{Dormetology3€0.LLC) is protected and a copy of the Nofice of

Consent for Messages
| prva My written express consent to mucmmmmmm i
volcemailianewering
mechine MwﬂOﬂMhhm.ﬂgmhmMym.m%.umm
mmmwnmmwmwm
pMNlﬂb(Ple-oPrim)
F‘msm o
Coll #;
"bwmbm m
W be Conaidersa vans oMM U0 10 dete, e 1 > o
'M'Mmmm?.ﬁm;bm' fm"-p;.'vm-wm




CONSENT, PERMISSION AND RELEASE
FOR USE OF PHOTO, VIDEC AND/OR AUDIO

e, ical likengss
t Mereby give consent and permission to Dermatology360,LLC 1o nx::“‘ thmm m':“ i
and/or voice on videotape, on film, or digital video disk, of other oy llfwl
aopearance of [peint name) minor

Notwithstanding any prohibition as may be muh:'d n Scum:‘ﬁ::':,“ F::d;;::m | heteby !l'e!;:
iy Consert 0 the yse and publicaton my name, \ nd/or kkenesy
m%uc and/or &5 employees and/or agents, 35 wedl s the m sei:::\:d mt:mm
Otogr ideo and/or audis for any and all puTpOses ndudnn: . wduca
:mﬁown:ls.' ::mum #nd trade, through any medium or tarmat, including, but nat kimited to, fim,

photogragh, teiewson. radio, digital, internet, or exhibition, at any time from this date forward untl |
TEvCkE this CONsent in writing.

Dermatokogy360, LLC has the fight, among ather things, to edh and/or otherwise aiter the visual or sound
recording, or photograph i i
the above-nameq

5. 3
2 mwrormmuummwm.lwuwmmmucm

the contents, meaning and Impace of 1
conseny. lumsumtfmlmfmemmwwﬁcmtnrumdhmdmmnﬂﬂwml
this Consent.

Karne:
Addreys: —
Teleohone. Email acdress.
Signature- _ Date:
Name of Parent/Legal Custogian funder age 18)
Signature of ParentALegal Custodian {under age 18)
Witness Name
Witness Signature Date:
lammokingws consent, | mmmtmeﬂmﬂh
:cu;:n A reasony fmeframe. | a1 understand thyy this file Mmmmmmhwm Mmﬂu o
M0 N I hoig maqucmw.hrimmuthmvuaﬂms
Sgnature-
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