Advanced Dermatology
PATIENT REGISTRATION
Date __________________ Referring Physician: _____________________________

Patient Name:_____________________________________________________________________________________


First




Middle



Last

Address, Apt. #____________________________________________________________________________________

City:____________________________________________________State:________________Zip Code:____________
Home Phone (        ) ____________________ Cell Phone (       ) __________________Bus. Phone (     ) ____________

Date of Birth_____/______/_____ 
Age: ________
    Sex: 
     ( Male     ( Female    Race:   __________________
Social Security Number: ____________________________ 
Marital Status:    (  S     ( M    ( D     ( W         
                                                    (required)
Employer: _________________________________________  Occupation: ___________________________________
Employer Address: _______________________________________Business Phone (      )________________________
Email Address: ____________________________________________________________________________________

Emergency Contact Name: ____________________ Relationship to patient: ____________Phone (    )  ___________
RESPONSIBILITY PARTY
 (Must be completed if patient is a minor)
Person responsible for account: ______________________________________________________________________





First



Initial



Last
Relation to patient: ______________ Date of birth: _____________Social Security number: ____________________







              (required)



                    (required)
Address (if different from patient):____________________________________________________________________

City: _____________________________________________ State: __________ Zip code:_______________________
Responsible party employer: ____________________________________ Occupation: _________________________

Business Address: ________________________________________ Business phone: (     ) _______________________

Insurance Company: _______________________________________________________________________________

(A copy of your insurance card(s) is required)

Acknowledgement of Receipt of Privacy Practices:  I acknowledge the practice has provided me a copy of the Notice of Privacy Practices which provides a detailed description of the uses and disclosures allowed, as well as other rights I have regarding my protected health information.
If unable to reach me by phone, I give permission to the physicians or staff at Advanced Dermatology to release my test results or appointment information and discuss account/financial information with:  (initial all that apply)
___ Spouse    ___ Parent    ___Child    ___ Answering Machine    ___Other:__________________________________

Patient or Parent/Guardian Signature: ____________________________________________  Date: ___________________

