Today's Date: = = pgtlentinformation Form @ "7 «._ dicol Record #:

Last Name; Flrst Name: M.IL:

Address-Street: _

City: State: Zip Code: ___

E-mail address: Eocial Security B - =

Phone Nofs)*: Home: { } - Work: | } - CellfOther: | ] -

Date of Birth: / ! Age: Gender; pMale o Female Marital Status: oM oS o

Eimployer's Name:
Referring Physiclans Name:

Primary Insurange: Company. Insured’s Mamme:
If NOT the patient, provide Insured’s Date ef Birth: _ /[ Insurad’s ID/SER:

Insured’s Emphloyer Name (i not the patient);

Secondary Insurance: Company. Irsured’s Mame:
If NOT the patient, provide Insured’s Date of Blrth: __/ __/ Insurad’s IB/55#:

Insured’s Employer Name (If not the patient):

Emergency Contact Information / Designate d Individuals Release: DESSC may releate 1o, of dissuss my personal health
infrremation (PHI) fexcest regarding treatment 0, payment g, andor sdminlstrative epesations 0}, with the individuals listed below,
verbally or in writing. | understand that DESSC willmake the best efforts to verify the ldentity of the desipnated parties before
disclosing FHIL

Mame: Relationship: Fhid: | ] -

Mame: Aelationzhip: Phif: | } -

Identify any person{s) 1o whom PHI may NOT be pravided:

| hereby authorize payment of madicad banetits billed to my Innrance sompany 1o be pald directly 1o Dermatelogy & Skin Sungery

center of York. | hereby agree to premnptly pay for any services) provided to me not covered by my insurance policy. 1agrée to pay
all copayments, colnsurance, and deductibles, and for coamaetic services, ot the time service Iy rendeced. | also mgree te provide at
least bwo [2) Bullfétd days Aotles I | nead T2 cancel / recchedula 5n sppalmment

Dermatclogy & Skin Surgery Canter of York's Netlee of Information Practices has been made avallable ta me.

Iffwhen any of the abave information changes, | will pravide the updated Infarmation pramptly. 12lse understand thar | may change
any of the Emevgency Contact Infarmation / Designated Indhiduals Relesse Information at any time, by asking for and completira a

niew Dreslpnated Indiidual Reléasa farm.

| understand that my provider and | will discwss and agree on any appropriate treatment plon, and consent o such treatment as
discussed. If the patient is 2 minor, and presents to be evaluated and/or treated by a provider at this practice without an
accompanying parent/legal guardian, | hereby give my permission to eva uate and treat the patlent.

I have read and understand the above,

Signoture of potient [if over 18) or patient’s parent or legal auardion ' Date
if signed by o porent J/ legal guordian, nome of legor guerdan:

*Pleasc Inform receptionist of any phone number {s) where we may not leave a message




