GERMAIN DERMATOLOGY
NEW PATIENT REGISTRATION

Last Name, First Name ________________________________________________________Middle Initial_________
Nickname________________________
SSN#: ______________________________________    Date of Birth: _____________________   Age: ____________
Sex: M / F      Marital Status:  S M D W    Military: Y / N    If yes, are you Retired?    ( Yes  ( No
Address: __________________________________________________________________________________________
City: __________________________________ State: _______________ Zip Code: ____________________________
Home Phone: ___________________ Work Phone: ___________________ Cell Phone: ________________________
Preferred Contact Method:  Cell phone_____  Home Phone _____  Work Phone _____
Email Address: _______________________________Can we send you email regarding specials and events? ( Yes  ( No
Employer: ___________________________________________ Occupation: __________________________________
Guardian /Parent Name (if patient is under 18):_________________________________________________________
Guardian/Parent SSN#: __________________________ Guardian/Parent Date of Birth: _______________________
Spouse’s Employer: _____________________________ Spouse’s Work Phone #: _____________________________
Emergency Contact: ____________________________________ Phone Number: _____________________________
Do you have a Primary Care Physician? 
( Yes
     ( No
If so, who? ______________________________________
 Phone Number: _______________________________
Were you referred by a Physician to our practice?  ( Yes
( No
If so, who? _______________________________________        Phone Number: _______________________________
Primary Insurance: _________________________________   Policy Holder’s Name: __________________________
Policy Holder’s SSN# (required): __________________________ Policy Holder’s DOB (required):______________
Secondary Insurance: ________________________________ Policy Holder’s Name: __________________________
Policy Holder’s SSN# (required): _________________________ Policy Holder’s DOB (required): _______________
PLEASE PRESENT ALL INSURANCE CARDS TO THE RECEPTIONIST
I hereby authorize the physician to provide information to insurance carriers concerning my medical care and I hereby irrevocably assign to the doctor all payments for all the medical services rendered. I understand that I am financially responsible for all charges whether or not covered by insurance. A copy of this authorization shall be considered as the original. I also give consent for my photo to be taken and used as part of my plan of treatment and confidential medical record.
Signature of Patient or Parent/Guardian: ____________________________________Date: ___________________

Germain Dermatology Medical History
Patient: _____________________________________________ Date of Birth: ____/_____/_____ Chart#: ____________
Do you have now or have you ever had any of the following past medical history?

	
	Y
	N
	
	Y
	N
	
	Y
	N

	Abnormal Bleeding
	□
	□
	Heart Murmur
	□
	□
	Seizures/Fainting/Epilepsy
	□
	□

	Alcohol/Drug Dependency
	□
	□
	Hepatitis B or C-
	□
	□
	Please specify__________
	
	

	Anxiety/History of Anxiety
	□
	□
	Please Specify____________
	
	
	Stomach Issues/Crohn’s/
	□
	□

	Arthritis/Joint Pain
	□
	□
	High Blood Pressure
	□
	□
	IBS/GERD-
	
	

	Asthma
	□
	□
	High Cholesterol
	□
	□
	Please specify__________
	
	

	Cancer (what type) _________
	
	
	HIV/AIDS
	□
	□
	Stroke
	□
	□

	Defibrillator
	□
	□
	Kidney Disease
	□
	□
	Thyroid Disorder
	□
	□

	Depression/History of
	□
	□
	Liver Disease
	□
	□
	Tuberculosis/History of TB
	□
	□

	Diabetes
	□
	□
	Lupus/SLE
	□
	□
	Other Medical Condition
	□
	□

	Glaucoma
	□
	□
	Mitral Valve Prolapse
	□
	□
	Please Specify__________
	
	

	Hay Fever/Allergies
	□
	□
	Multiple Sclerosis
	□
	□
	
	
	

	Heart Attack/Heart Disease
	□
	□
	Pacemaker
	□
	□
	
	
	


Do you have now or have you ever had any of the following past medical skin history?

	
	Y
	N
	
	Y
	N

	Acne
	□
	□
	Actinic Keratosis (pre-cancerous 
	□
	□

	Eczema
	□
	□
	lesion(s))
	
	

	Fever Blisters/Cold Sores/Herpes Simplex
	□
	□
	Biopsy-Proven Atypical/Dysplastic 
	□
	□

	Keloid(s)/Scars/Healing Problems
	□
	□
	Moles
	
	

	Skin Allergies/Sensitive Skin
	□
	□
	Melanoma
	□
	□

	Psoriasis
	□
	□
	Basal Cell Carcinoma
	□
	□

	Rosacea
	□
	□
	Squamous Cell Carcinoma
	□
	□

	
	
	
	Proven Skin Cancer-Unknown Type
	□
	□


Do you have a family history of the following?
	
	Y
	N
	
	Y
	N
	
	Y
	N

	Acne
	□
	□
	Endocrine Disease
	□
	□
	Psoriasis
	□
	□

	Abnormal Bleeding/Hemophilia
	□
	□
	Heart Disease
	□
	□
	Skin Disease
	□
	□

	Autoimmune Disorders
	□
	□
	High Blood Pressure
	□
	□
	Please Specify ____________
	
	

	Cancer
	□
	□
	Hemophilia
	□
	□
	Skin Cancer- Melanoma
	□
	□

	Diabetes
	□
	□
	Kidney Disease
	□
	□
	Skin Cancer- Basal Cell
	□
	□

	Eczema
	□
	□
	Liver Disease
	□
	□
	Skin Cancer- Squamous Cell
	□
	□

	
	
	
	
	
	
	Skin Cancer-Type Unknown
	□
	□


Please List all previous surgeries:

1.__________________________ 2.___________________________ 3._________________________

4.__________________________ 5.___________________________ 6._________________________
Are you allergic to any medications?  □ y □ n   If yes, list below:

1.___________________________2._____________________3._________________________
List all current medications (ie: prescriptions, acne medications, OTC medications, and vitamins):

1.___________________________2.________________________3.______________________

4.___________________________5.________________________6.________________________

Are you allergic to any of the following?

Local Anesthetic (lidocaine)
□ y □ n
    Latex   □ y □ n    Adhesive Tape   □ y □ n

FEMALE PATIENTS ONLY

Are you pregnant?  □ y □ n    
Are you nursing? □ y □ n     
Are you trying to become pregnant? □ y □ n
Type of Contraception (please choose at least one option):

	None-trying to get pregnant
	□
	IUD
	□

	Abstinence (not sexually active)
	□
	Oral Contraceptive (birth control pills)-
	□

	Condoms
	□
	Please specify pill name________________
	

	Hormone Implant
	□
	Post-Menopausal
	□

	Hormone Shot (Depo or Other)
	□
	Tubal Ligation
	□

	Partner Vasectomy
	□
	Vaginal Ring (NuvaRing)
	□

	Hysterectomy
	□
	Other- Please Specify __________________
	□


Do you drink alcohol?  □y □n     
Do you smoke?  □y □n     # of packs per day: ______

What is your reason for being seen today?______________________________________________________
Patient/Guardian Signature: _____________________________________ Date ___/___/___

Pharmacy Name: _______________________________ Phone: _______________________
Patient Name: _____________________  Date: ______________________
What is your reason for your visit today?____________________________

_____________________________________________________________
Other than the services we have already provided for you, what additional services would you like to learn about? Please check all that apply.
	· Skin care advice

· Skin care products

· Injectable treatments

· Facial fine lines/wrinkles

· Thin lips

· Blotchy skin

· Facial peels

· Make Up

· Dry skin
	· Botox/Dysport

· Facial veins

· Facial redness/Rosacea

· Brown spots/age spots/freckle

· Drooping brow

· Drooping eyelids

· Facial fullness/drooping

· Scar(s)
	· Neck wrinkles

· Fat Bulges

· Hair Restoration

· Body Contouring

· Unwanted Hair

· Length/Fullness of Eyelashes

· Stretch Marks

· Acne

· Dermal Fillers


How did you hear about us?

	· My physician
	Full Name:

	· My insurance company provider
	Name:

	· The yellow pages
	

	· A friend or family member
	Name:

	· Internet
	Website:

	· Seminar
	Date/Location:

	· Skirt Magazine
	

	· TV
	


	· Approval to contact you
	Best phone number to reach you:

	· Approval to send you information on products and services(including special offers)
	Email address:


· I’m not interested in any additional services provided at this time.

Financial Policy
Germain Dermatology is dedicated to you and your well-being.  We promise to do our best to provide you with the highest possible care available. As a private practice, we are not subsidized by any government or private programs.  We offer our service to you at a competitive price that is comparable to any other Dermatology practice in the area
 Medical patients fall into 1 of 2 financial categories:

1. An insurance company provides payment through a healthcare policy purchased by an employer for an employee, or purchased by an individual. (Insured)

2.  A patient pays the physician directly for healthcare services. (Self-Pay)

Insured Patients
Insurance coverage will normally cover payment for some of the healthcare services we provide. Most insurance plans have co-pays, deductibles, or co-insurances that are paid by the patient. 
For the plans that Germain Dermatology participates with, we will honor the amount allowed by your insurance company.  We will file your claim with them for reimbursement of the charges associated with the services we provided, and we will write off the amount we have agreed to discount.  If your plan has a co-pay/deductible/co-insurance, we are required by the agreement, to collect it at the time of service.  

We cannot pre-determine what your insurance carrier will/will not define as necessary care.  We believe that should be determined by your physician.  If, for whatever reason, the company does not pay for the services, please understand you will be responsible for the unpaid balance.  You will receive a detailed statement including your insurance companies’ response.  Due to the delay in receiving payment for the services, and the cost of communicating with them and you, we would appreciate your timely response to any balance remaining.  For your convenience, we accept all major credit cards.
Self Pay Patients

For patients that are presently without insurance coverage, we want you to know that both your physical and financial interests are considered as we treat your illness, however, we are primarily dedicated to treating that illness as effectively as we can. For us to remain efficient and viable, we ask that you pay for treatment at the time of service.  Unfortunately, it is impossible to determine what the cost of the care will be prior to the date of service.  We will do our best to inform you of what to expect along the way, but please understand that we do not have control over the cost of many of the elements involved in that care. We are working hard to try and keep our costs down.  Please know that when we see you face-to-face, your best care is our only objective.  In return, we ask that you treat our staff with the same kindness and respect they offer you, and that you pay for the services you have received before you leave the clinic. We are contracted with an outside collection agency to help collect outstanding, past due balances. If you are sent to collections, or if you have a returned check, you will be charged a $30.00 billing fee. 
We are devoted to your care and well-being. Thank you for your cooperation and understanding of our financial policy.
Patient/ Guardian Signature ___________________________________ Date _____________________
ASSIGNMENT OF BENEFITS
ALL INSURANCE EXCEPT MEDICARE

I authorize my insurance company to pay benefits on my behalf directly to Germain Dermatology Associates.  I authorize Germain Dermatology Associates to provide to my insurance company any information necessary to process claims for services rendered to me.

___________________________________________      

_________________________

                Signature of Patient/Guardian                                   
                     Date
___________________________________________________________________________________
MEDICARE
I authorize medical or other information about me to be released to the Social Security Administrations and Health Care Financing Administration or its intermediaries or carrier needed for this or a related Medicare claim.  I permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits either to myself or the party who accepts assignment.  Regulations pertaining to Medicare assignment of benefits apply.
Are you covered by any other insurance that makes Medicare secondary?   Y / N

If Medicare is your secondary insurance, please circle the type of coverage you have:

1. Working Aged/Spouse Group Plan

6.   Veteran’s Admin
2. ESRD         





7.    Disabled
3. No Fault/Auto Primary          


8.    Beneficiary Under age 65
4. Worker’s Comp




9.    Other Liability Ins is Primary
5. Public Health Service/



10.   Black Lung
   Other Fed Agency


 
Do you or your spouse work in a company which has more than 20 employees and have coverage through insurance at that job?       YES _______     NO ________

_________________________________________                  __________________________

Signature of Patient/Guardian                                                Date
___________________________________________________________________________________
MEDIGAP
If you have a supplemental policy and it is a MEDIGAP policy to which you’re Medicare Carrier automatically “crosses over”, we are required to keep a separate signature on file:

I request authorized MEDIGAP benefits be made on my behalf for any services furnished to me.  I authorize any holder of medical information to release to my MEDIGAP carrier any information needed to determine these benefits or the benefits payable for related services.

__________________________________________         
___________________________

 Signature of Patient/Guardian                                   

Date

Dr. Marguerite Germain and her Staff Want You to Know How We Will Protect Your Private Health Information
When you visit our office it is very important that you feel safe in telling your doctor personal information that may be required to fully diagnose or treat a problem. As medical professionals, please be assured that our practice has always had strict policies and procedures to protect the confidentiality of the information that you have entrusted us.  However, on April 14, 2003, new regulations became effective under a federal law called the Health Insurance Portability and Accountability Act (“HIPAA”). HIPAA regulations cover physicians and all other health care providers, health insurance companies and their claims processing staffs. In general, HIPAA was enacted to establish national standards to:
●   Give patients more control over the health information

●   Set boundaries for the use and release of health records
· Establish safeguards that physicians, health plans and other healthcare provider must                        have in place to protect the privacy of health information
· Hold violators accountable, with civil and criminal penalties
· Try to balance need for individual privacy with requirement for public responsibility that requires disclosures to protect the public health.

The HIPAA rules require that our practice provide all our patients that we see after August 2005 with attached Notice of Privacy Practices.  The notice describes how the medical information we receive from you may be use or disclosed by our practice and your rights related to your access to this information.

Please sign below that we have provided you with a copy of the attached notice to review.  You are entitled to a personal copy of the Notice at any time to review and keep for your records.  If you have any questions about our Privacy Practices, please feel free to contact our Office Manager.
Thank you for your cooperation.

I acknowledge that I have received a copy of the practice’s Notice of Privacy Practices and have been given an opportunity to ask questions.

Patient Name: ______________________________________________________________________

Signature of Patient or Personal Representative:
________________________________________________________ Date: _____________________

If Personal Representative, state relationship to patient:

_________________________________________
CONSENT TO DISCLOSE INFORMATION TO FAMILY MEMBER 
AND/OR PERSONAL REPRESENTATIVE

· Do you authorize Germain Dermatology to discuss your medical treatment with anyone other than yourself (including but not limited to prescriptions, lab results, etc.)?  Please check one of the following:

□YES 


□NO

If yes, please indicate representative below:
***if name is not listed, we CANNOT disclose any of your information to anyone other than yourself***
1. Family Member/Personal Representative: ___________________________________________________ 
    Relationship to Patient: _______________________________

    Phone Number: _____________________________
2. Family Member/Personal Representative: ___________________________________________________ 
    Relationship to Patient: _______________________________

    Phone Number: _____________________________

· What is the best number to reach you during working hours (8am-5pm)?

Home ________________________Work _______________________ Cell _______________________

Conditions for Disclosure:  (please check the item(s) that apply)

· The practice may disclose my personal health information to the individuals above only in my presence.

· The practice may disclose my medical information to the individuals above in discussions in my presence and when I am not physically present, including disclosures by telephone, fax, email or regular mail.  
· Other Conditions of Disclosure: _____________________________________________________
      I, _________________________, understand I am designating the above mentioned person as my representative.  I acknowledge that Germain Dermatology has my authorization to disclose my private health information to my designated representative for all purposes while lawfully observing all HIPPA privacy rules and regulations.  I also understand that designating someone as my representative is an optional choice and I may choose not to do so at this time by leaving the above form blank.  This consent may be revoked by me at any time by written notice to the practice and will expire in one year.

________________________________________


________________________

Signature of Patient





           Date
PATIENT CONSENT FOR MEDICAL PHOTOGRAPHY

Patient Name: _____________________________________________  Date: __________________________

I consent for medical photographs to be made of me or my child (or for person whom I am legal guardian). I understand that the photos will become a part of my medical record. 

I agree to the use of my images for medical records.

Patient Signature____________________________________________ Date __________________________

