
[bookmark: _heading=h.gjdgxs]Last Name:			 First Name:	 MI:__ Date of Birth:		Sex: F □	M □
Home Address:				 City:	 State:	 Zip Code:	_
Home Phone:		Cell:	Work:	 OK to Leave Message: Home □	Cell □       Work □
Email Address:					 Marital Status:  Married □	Single □	
Primary Care Physician: 		 _ Pharmacy Name:	 Phone:		_ Address/Location:		_
Insurance Information:
Primary Insurance:______________________ID#:______________________	Group#:	
Policy Holder Name:_______________________________________DOB:		 Patient's Relationship to Policy Holder:			
Secondary Insurance:_____________________ID#:______________________Group#:	
Policy Holder  Name:_______________________________________DOB:		 Patient's Relationship to Policy Holder:				
Responsible Party (If other than self): 
Last Name:____________________   First Name:		                              Ml:	          Home Address: _________________________________________________________________
City: _______________________________ State:_________________ Zip Code:		 
I give permission for Advanced Center for Skin Dermatology, LLC to speak with _________________________ regarding my medical information. I understand that I may revoke this permission at any time.
[image: ]
Signature:		Date:	

HIPAA PATIENT CONSENT FORM
ACS Dermatology, LLC's Notice of Privacy Practices provides information about how we may use and disclose protected health information about you. The Notice contains the Patients Rights section describing your rights under the law. You have the right to review our Notice before signing this consent. The Terms of our Notice may change. If we change our Notice, you may obtain a revised copy by asking our front desk.
You have the right to request that we restrict how protected health information about you is used or disclosed for treatment, payment, or health care operations. We are not required to agree to this restriction, but if we do, we shall honor that agreement.
By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment, and health care operations. You have the right to revoke this consent, in writing, signed by you. However, such a revocation shall not affect any disclosures we have already made in reliance on your prior consent. This Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).


This Patient understands that:
· 	Protected Health information may be disclosed or used for treatment, payment, or healthcare operations.
· The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this notice.
· The Practice reserves the right to change the Notice of Privacy Practices.
· 	The patient has the right to restrict the uses of their information, but the Practice does not have to agree to those restrictions.
· 	The patient may revoke this Consent in writing at any time and all future disclosures will then cease.
· The Practice may condition receipt of treatment upon execution of this consent.


This consent was signed by: 	__
       Print Name

[image: ]
Signature:			Date: 		 Patient Signature {   }	Guardian or Power of Attorney {   }
Intake and Medical History Form
Patient Name: 			 DOB:___/___/	Primary Care Primary Physician: 	
Pharmacy Name: 	 Pharmacy Phone: 		Pharmacy Location (City/State): 		

Past Medical History: (check all that apply)

	__ Anxiety
__ Arthritis
__ Asthma
__ Atrial Fibrillation
__ Bone Marrow Transplant
__ Enlarged Prostate
__ Cancer (type):
_______________________
_______________________
__ COPD
__ Coronary Artery Disease
__ Depression
	
	__ Diabetes
__ Kidney Disease
__ GERD (Acid Reflux)
__ Hearing Loss
__ Hepatitis / Liver Disease
__ High Blood Pressure
__ HIV/AIDS
__ High Cholesterol
__ Hyperthyroidism
__ Hypothyroidism
__ Radiation Treatment
	__ Seizures
__ Stroke
Other: ________
 	
 	
 	
 	
_______________________
_______________________

__ None
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Past Surgical History: {check all that apply)

	__ Appendectomy

	__ Bladder Surgery

	__ Breast Biopsy

	__ Breast Lumpectomy

	__ Mastectomy (Indicate Site):

	__ Diverticulitis

	__ Inflammatory Bowel     
     Disease

	__ Colostomy Bag (Colon)

	__ Cholecystectomy 
       (Gallbladder)

	__ Joint Replacement: 
        Left Hip

	__ Joint Replacement: 
        Right Hip

	

	__ Joint Replacement: 
         (Left Knee)

	__ Joint Replacement:       
         (Right Knee)

	__ Kidney Biopsy

	__ Kidney Stone Removal

	__ Nephrectomy

	__ Hepatectomy

	__ Endometriosis

	__ Oophorectomy

	__ Ovarian Cystectomy

	__ Ovarian Cancer

	__ Vale Replacement

	__ Pancreatectomy (Pancreas)

	__ Angioplasty/Stents

	__ Prostate Biopsy

	__ Prostatectomy

	__ TURP (Prostate Resection)

	__ Lower Anterior Resection:

	      (Colon)

	__ Melanoma Excision

	__ Splenectomy

	__ Orchiectomy

	__ Fibroidectomy of Uterus

	__ Hysterectomy

	__ Coronary Artery Bypass Graft

	__ Transplant

	       (Indicate Which Organ):

	________________________






Other:		__ No	Previous Surgeries
Skin Disease History: (check all that apply)
__ Acne 
__ Eczema 
__ Psoriasis
__ Actinic Keratoses

__ Abnormal Moles
__ Malignant Melanoma 
__ Basal Cell Carcinoma
__ Squamous Cell 
Carcinoma

__ Dry skin
__ Itchy/Flaking Scalp 
__ Rash
__ Blistering Sunburn

Other:  ______________________

Do you wear Sunscreen?: _Yes _No 
If Yes, what is the SPF?: __________
Tanning Salon History?: _Yes  _ No

Have you received the Influenza (Flu) Vaccine: 	_ Yes	_ No 

Family History:
Do you have a family History of Melanoma?: _ Yes _No 
If yes, which Relative?: 	

Medications: (Please list all Medications and Supplements taken)



 Allergies:



Social History:
Smoking Status: (Please Check One)
              __Never Smoked                   __ Former Smoked                Current Everyday Smoker
Do you use: smokeless tobacco? Y or N                Do you use vaping products? Y or N







Alcohol Use: __none  __ Less than 1 drink per day __1-2 drinks per day __3 or more drinks per day

How many times in the past year have you had 5 or more drinks in a day for men, or 4 or more drinks in a day for women or any adult older than 65?  ___


Review of Systems:

	Problems with Healing
Problems with Scarring
Blood Thinners
Artificial Heart Valve
History of MRSA
	_ Yes
_ Yes
_ Yes
_ Yes
_ Yes
	_ No
_ No
_ No
_ No
_ No
	    Problem with Bleeding
Pacemaker/Defibrillator
Artificial Joints
Immunocompromised
Allergy/Sensitivity to Adhesives
	_ Yes
_ Yes
_ Yes
_ Yes
_ Yes
	_ No
_ No
_ No
_ No
_ No




Allergy/Sensitivity to Lidocaine?	_ Yes
_ No


Do you need antibiotics	_ Yes
prior to Surgery?	_ No







Fill out the following sections if you are OVER 65 years of age:

  Have you received a pneumonia vaccine?  Y or N

Do you have a health care proxy to assist you in medical decisions on your behalf? 
_Yes _No 

If Yes:
Name of Health care proxy: 			Contact phone number: 		

  Do you have a living will or an advance care directive?  __Yes     No
Please choose the statement that best applies to your wishes regarding your advance directive:
__ Do Not Resuscitate (No CPR)
__ Do not intubate (no breathing tubes)
__ Intubate (breathing tubes)

__ Full Cardiopulmonary Resuscitation (CPR/Defibrillation)





Missed Appointments

· If you are unable to keep your appointment, please notify our office at least 24 to 48 hours in advance. 

· A NO-SHOW fee of up to $100 may apply. 

· For all cosmetic procedures a $200 deposit is required.


By signing this form, I acknowledge understanding and agree to enforcement of this policy.


Print Name: _______________	                                             Signature: _________________                                                               


Date:___________                        
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