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Patient Registration Form 
Patient Information 

Name:                                                                                                                                                   Sex:  Male    Female     
                                       First Name                                                           Middle                                                           Last Name  
Social Security Number:                                                              Date of Birth:                                                                               

Local Mailing Address:                                                               City / State:                                   Zip code:      
 
Patient Email Address     Phone Number:   
(Your Email Address is kept CONFIDENTIAL - Check box if you do not wish to receive email from our practice)                                      

Emergency Contact Name:    Phone:    Relationship:    
 
How did you hear about us?     Website/Internet     Newspaper     Yellow Pages    Mailer    Referral Friend/Family 
(Check option(s))                                Doctor      Window sign       Insurance Plan        Other ___________________ 

 If referred by a friend/Doctor, can you provide his/her name?                          

Primary Care Physician            Referring Physician   
                                                                                               (First & Last Name)                                                                                                      (First & Last Name) 
Reason for today’s visit:      

Are you Hispanic or Latino(1):? Yes   No      Primary Language Spoken: English  Spanish  Other    
 
Please select the category with which you most closely identify(1):  
White     Black/African American     Asian    Native Hawaiian/Other Pacific Islander   American Indian/Alaska Native  

Insurance Information (Guarantor, Parent, or other Responsible Party) 

Primary Insurance:    Group #:    ID #:    

Secondary Insurance:    Group #:    ID #:    

 Only complete the next four lines if the information is different from above 

Name (First, Middle, Last):    Relationship to patient:    

Date of Birth (Month/Day/Year):    Social Security Number:    

Local Address:      

Local Phone Number:    Other Phone Number:    

 

Social History: 
1. What is your occupation?    

2.  What are your hobbies?      

3.  Marital Status?     Single      Married     Widowed   Other          Household Members:                                                                                                      
                                                                                                                                                                                                                                                            (including yourself)  

4.  Do you drink alcohol?  Yes    No   If yes, how often? Daily     Weekly    Occasionally 

5.  Do you use IV drugs?  Yes    No   If yes, what type and how often?    

6.  Do you smoke?            Yes    No   If yes, how much?    
(1) Privacy Act Statement: Ethnicity and race information is requested under the authority of 42 U.S.C. Section 2000e-16 and in compliance with the Office Management and Budget’s 1997 Revisions to the 
Standards for the Classification of Federal Data on Race and Ethnicity. Providing this information is voluntary and has no impact on your treatment, but in the instance of missing information, your medical 
practice will attempt to identify your race and ethnicity by visual observation.  
This information is used as necessary to plan for equal treatment opportunity throughout the Federal government. It is also used by the U.S. Office of Personnel Management to locate individuals for personnel 
research or survey response and in the production of summary descriptive statistics and analytical studies in support of the function for which the records are collected and maintained..  

initiator:info@abramsderm.com;wfState:distributed;wfType:email;workflowId:041d44f66ee58b4698fa6874670f9b06
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Medical History Form 

Are you allergic to any medications?  Yes  No   If yes, list below: 
1.   2.   

Have you ever had dental anesthesia (Novocain)?  Yes  No Any bad reaction?  Yes  No 

List all medications you are currently taking (including prescriptions, over-the-counter meds, vitamins and herbal treatments): 

1.   2.   

3.   4.   

5.   6.   

Do you have now, or have you ever had any of the following diseases or conditions? 
Lungs:                     Yes No 
Bronchitis                 
Emphysema                 
Asthma                 
Chronic Cough     
Morning Cough    
Shortness of Breath    
Wheezing                
 
Cardiovascular:          Yes No 
High Blood Pressure    
Chest Pain                
Heart Attack                    
Heart Murmur                
Irregular Heartbeat    
Phlebitis               
      Inflammation of vein   
      Blood clots    
Pacemaker                

Other Systemic:                                            Yes    No            
Diabetes                                                                  

Excessive thirst/hunger                                    
Thyroid                                                                    
Kidney                                                                     
Bladder                                                                         

Frequency/burning                                           
Gastrointestinal Stomach absorptive disorder                                      
Nausea, vomiting, diarrhea with antibiotics              
Yeast infection when taking antibiotics                     

 
Arthritis/Joint Deformity Arthralgia  bbbbbbbbbbbbbbbb                                                               
        Limited motion                                         
         Artificial joint                                         
Convulsions, Epilepsy, or Seizures                          
Fainting spells                                                       
Bleed easily                                         
Hepatitis                                         
Exposed to, had, or currently have HIV (AID)          

       
      Are you pregnant (women)?                                   Yes      No        Maybe       Due Date:         

When you are exposed to the sun do you:                Tan only       Tan & Burn       Burn 
 
Has anyone in your family had skin cancer?           Yes        No       If yes, what type and whom? 
  
Do you have a history of any other skin disease?   Yes        No         
If yes, please list:         
 
Have you ever been diagnosed with skin cancer?   Yes        No       If yes, what type and when? 
   

Do you develop skin rashes in reaction to:              Medications       Food       The Environment  
Please explain:                                        

List any other diseases or medical conditions: ________________________________________________ 
List surgical procedures that you have had in the last 6 months:                                                            _   
 
Patient Signature:                                      Date:   

      
      Reviewer Signature:                                                                                  Date:   
 
Form Completed by:  Patient  Nurse/MA - Initials:     
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Authorization and Payment Terms 

I authorize the release of medical information to my primary care or referring physician, to consultants if needed, and as 
necessary to process insurance claims, and prescriptions.  I also authorize payment of medical benefits to the physician. 
In order to avoid any misunderstanding regarding our payment policies, please review our Financial Policy below.  Payment is 
required for all services at the time they are rendered unless you are in a prepaid plan in which we participate.  For those 
patients, applicable co-payments and deductibles will be collected at the time of service.  

 We accept payment via cash, check, debit cards, Master Card, Visa, Discover or American Express. 

Your signature below authorizes the release of your medical information and payment as listed above, and signifies your 
willingness to comply with our financial policy (attached).  Please present your insurance card(s) and a photo ID to the 
receptionist.  These will be copied and placed in your medical record for identification purposes and for protection of your 
Private Health Information. 

By law, we are only permitted to discuss your diagnosis and treatment with you (the patient).  In the event that a spouse, 
family member, or close friend may need this information, please list their name in the space provided below. 
Name:    Relationship:    

By listing the individual above, you have given us permission to discuss your medical history and treatment with this person.  
We cannot disclose any of your private health information to anyone who is not listed on this form. 

Financial Policy and Notice of Privacy Practices 

We ask that you read and sign the following form to acknowledge your financial responsibility for the medical services 
provided here as well as our policy on the protection of your private health information.  We would be happy to provide further 
clarification if necessary.   

Medicare Patients:  We bill Medicare directly for you.  However, you are responsible for charges applied to your deductible, 
any co-insurance, or charges not covered by Medicare.  We do not bill supplemental insurance carriers.  Therefore, if your 
secondary insurance does not crossover with Medicare, you are responsible for that portion of your charges at the time of 
service (normally 20% of the covered charges).   

Participating Insurance:  We are a provider for a variety of commercial insurance carriers and we bill them as a courtesy to 
you.  Prior to your visit, you will be informed whether or not we are a provider for your insurance plan.  We accept payment for 
covered services from these insurance plans in accordance with our contracts.  You are responsible for co-insurance and 
deductible amounts as well as payment for services that are not covered by insurance at the time of service. 

Non-participating Insurance:  If we are not a provider for your insurance you are responsible for payment of all charges at 
the time of service.  We will provide you with a receipt for reimbursement. 

Uninsured:  All charges are to be paid in full at the time of service. It is your responsibility to know and understand the 
guidelines of your insurance plan.  You should attempt to seek medical care with physicians participating in your plan when 
possible.  Insurance may not cover all fees.  To be fully aware of your benefit limitations, please read your insurance policy 
thoroughly or talk with your insurance representative.  Please note that you may be billed separately for laboratory analysis if 
we are required by your insurance to send specimens to an external laboratory.  

Refund Policy:  We do not offer refunds for medical and cosmetic procedures. 

Notice of Privacy Practices:  We understand that your medical information is personal to you, and we are committed to 
protecting the information about you.  As our patient, we create paper and electronic medical records about your health, our 
care for you, and the services and/or items we provide to you as our patient.  We need this record to provide for your care and 
to comply with certain legal requirements. We may use and disclose medical information about you for one or more of the 
following reasons; medical treatment, payment, internal operations, appointment reminders, others involved in your care, as 
required by law, to avert a serious threat to health or safety, organ and tissue donation, public health risks, worker’s 
compensation, government activities, lawsuits and disputes, law enforcement, coroner or medical examinations. 

You have the right to inspect and copy the medical information that we maintain.  To inspect a copy of your medical record, 
you must submit your request in writing.  In some cases there may be a fee associated with your request.  A complete copy of 
our Notice of Privacy Practices is available for you in our lobby. I understand that I have financial responsibility for payment of 
medical services provided and hereby assume payment of all expenses incurred during my office visit.  Should legal action be 
required to secure payment of this account, I agree to pay the legal expenses incurred by this office. 
I have read and understand this financial policy and notice of privacy practices and agree to accept responsibility as 
described. 
 _________________________ _____________________________________ __________________ 
              Printed Name                           Signature of Patient/Responsible Party                           Date 
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