Dermatology Associates of Virginia, P.C.

PLEASE PRINT

Date: _____________________

     



       Account #:______________________

SECTION 1:  PATIENT INFORMATION

Patient’s Name: __________________________________________________________________________________     

     


(First Name)
  
  
     (M.I.)     
               
   (Last Name)

Nickname/Preferred Name: ​​​​​​​​​​​_______________________________________________ 

Address: _______________________________________________________________________________________
                   
        (Street)                                                     (City/State)                                                    (Zip Code)

***Please Check Preferred Daytime Contact Phone Number***

( Home Phone: (_____) ___________________________   ( Work Phone: (_____) _________________________

( Cell Phone: (_____) ____________________________ 

Sex:    ( M      ( F      Date of Birth:  _______________________________             Age: ___________

Email: _______________________________________________   


SECTION 2:  PRIMARY CARE/REFERRING PHYSICIAN INFORMATION

Did a Physician Refer You?    ( NO    ( YES        Name: ________________________________________

Primary Care Physician: ____________________________________________________________________


SECTION 3:  PARENT OR LEGAL GUARDIAN INFORMATION – FOR MINORS ONLY

LEGAL GUARDIAN or PARENT NAME: __________________________________________________________

Home Phone: (_______) ___________________________    Work Phone: (_______) _________________________

Cell Phone:  (_______) ____________________________     Date of Birth:  ________________________________


SECTION 4:  INSURANCE INFORMATION

PRIMARY Insurance Carrier: ____________________________________________________________________

Name of Policy Holder: ______________________________Policy Holder’s Date of Birth: ______________   M     F

Policy Holder’s ID #: _____________________Patient’s Relationship to Policy Holder: □Self  □Spouse  □Child  □Other

SECONDARY Insurance Carrier: _________________________________________________________________

Name of Policy Holder: ______________________________Policy Holder’s Date of Birth: ______________   M     F

Policy Holder’s ID#: _____________________Patient’s Relationship to Policy Holder: □Self  □Spouse  □Child  □Other




  

PLEASE COMPLETE THE FRONT AND BACK OF THIS FORM
Dermatology Associates of Virginia, P.C.
PLEASE PRINT

SECTION 5:
1)   Race:      ( American Indian or Alaska Native        ( Asian         ( Black or African American       ( White

         
          ( Native Hawaiian       ( Other Pacific Islander        ( More than One Race        ( Refused to Report

2)   Ethnicity:    (  Hispanic or Latino        (  Not Hispanic or Latino

3)   Preferred Language:  _______________________________________

4)   Preferred Notification Method:        ( Postal Mail             ( Phone       
( Web Message 


SECTION 6:  EMERGENCY CONTACT INFORMATION

In case of emergency, whom should we notify? _________________________________________________________

Relationship to Patient: ____________________________________      Phone: (_____) ________________________


SECTION 7:  PATIENT EMPLOYMENT INFORMATION

Patient’s Employer: _______________________________________________
     ( Full Time    ( Part Time    

     ( Retired        ( Not Employed


SECTION 8:  DISCLOSURES TO FAMILY MEMBERS AND FRIENDS

I hereby give my permission to disclose personal medical information about my treatment to the following individuals:

( Same as Emergency Contact.

(  I do NOT give permission to disclose personal medical information about my treatment to family members or friends.

Name: _______________________________Relationship: ___________________Phone #: (___) ________________

Name: _______________________________Relationship: ___________________Phone #: (___) ________________

Name: _______________________________Relationship: ___________________Phone #: (___) ________________  


SECTION 9:

MAY WE LEAVE PERSONAL MEDICAL INFORMATION ON YOUR ANSWERING MACHINE?  

( YES          ( NO

SECTION 10:  PHARMACY INFORMATION

Local Pharmacy Name: ________________________________________ Phone #: (___) _______________________  
Address:  _______________________________________________________________________________________

Mail Order Pharmacy Name: ___________________________________ Phone #: (___) _______________________
Address:  _______________________________________________________________________________________


PLEASE COMPLETE THE FRONT AND BACK OF THIS FORM

Dermatology Associates of Virginia, P.C.

Patient Name:  _______________________________________         Account #:  __________________
CONSENT FOR TREATMENT, ASSIGNMENT OF BENEFITS, FINANCIAL POLICIES

· Consent for treatment


I authorize Dermatology Associates of Virginia to render treatment to me/my 

      dependents for dermatological care.

· Assignment of Benefits/Release of medical information

      I request that payment for authorized Medicare or other applicable private insurance

      benefits be paid directly to Dermatology Associates of Virginia for services

      provided under their care. I also authorize Dermatology Associates of Virginia to

      release necessary medical information to my insurance company, its agents, or any 

      third party in order to determine payable benefits for the services rendered.

· Digital Photography


I authorize the physicians/staff of Dermatology Associates of Virginia to take 

      digital photographs that relate to my care. Dermatology Associates of Virginia will 

      only disclose information relevant to current treatment.

· Financial Responsibility

      I understand that I am ultimately responsible for any unpaid balance or non-covered 

      service.

· Referrals/Authorizations

            I understand that if my insurance company requires a referral, I am responsible for

            obtaining a referral prior to my visit. If I do not have a referral at the time of 

            service, no services will be rendered until I obtain a referral or sign a waiver 

            of financial responsibility. Payment in full is required at the time of service.

· Missed Appointments


Our office requires 24 hour notice for cancellations. Failure to do so may result in 

      a $20.00 fee.

· HIPAA Disclosure form
I acknowledge that I have reviewed a copy of Dermatology Associates of Virginia’s Notice of Privacy Practice which includes electronic access to medication history. I understand that Dermatology Associates has the right to change its Notice of Privacy Practices from time to time and that I may contact Dermatology Associates at any time to obtain a current copy of the Notice of Privacy Practices.

I have reviewed the statements above and understand my responsibilities.

______________________________________________

______________________

Patient Signature





       Date

    (Or Parent/Legal guardian of minor)

      ______________________________________________



             Print Name


Dermatology Associates of Virginia, P.C.

CURRENT MEDICATIONS
Name:_______________________________________Chart#______________________________





      MEDICATION ALLERGIES

Medication
_____________________________  Reaction: __________________________________

Medication      _____________________________  Reaction: __________________________________

Medication
 _____________________________ Reaction:__________________________________

Medication
_____________________________  Reaction: __________________________________

Medication  ______________________________   Reaction: ___________________________________

**PLEASE INCLUDE OVER-THE-COUNTER NON-PRESCRIPTION MEDICATIONS,  VITAMINS AND HERBAL DIETARY SUPPLEMENTS**

	Medication
	Dosage
	Frequency
	Reason for Taking

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Review Date:___________________
Review Date:_________________Review Date:________________

Review Date:___________________ Review Date;________________ Review Date:________________

