NEW PATIENT REGISTRATION FORM
/%,K
GREENBRAE

DERMATOLOGY

Date: / /

Patient (Legal) Name: Nickname:
SSN (>Age 18): Date of Birth: Sex: O Male O Female
Mailing Address:

(Street/PO Box, City, State, Zip Code)

Home Address:

(Street, City, State, Zip Code)

Marital Status: O Single O Married O Domestic Partner O Divorced O Widowed
Home Phone: Cell Phone:

E-Mail:

Emergency Contact: Phone #:

Employment Information
Employer:

Occupation:
Work Address:
Work Phone: E-Mail:

Primary Insurance

Name of Primary Insurance Co.: Phone:

ID/Policy No.: Group No.:

Subscriber/Insured: Relationship: Sex:
Date of Birth: SSN:

Employer Name: Employer Phone:

Secondary Insurance

Name of Primary Insurance Co.: Phone:
ID/Policy No.: Group No.:
Subscriber/Insured: Relationship: Sex:
Date of Birth: SSN:
Employer Name: Employer Phone:
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PATIENT QUESTIONNAIRE
A}K
GREENBRAE

DERMATOLOGY

SECTION |

What is your ethnicity?

Please check one or more boxes.

O Hispanic or Latino O Not Hispanic or Latino O Decline to specify
Please select the racial category or categories with which you most closely identify with.
Check as many as apply.

O American Indian or Alaska Native O Black or African American

O Asian O Native Hawaiian or Other Pacific Islander

O White O Decline to specify

What is your native language?

O English O Spanish O Decline to specify
Do you require a translator?

O Yes O No

SECTION I

How did you first hear about the practice? (Please check one)

O Doctor Referral. Name of doctor:

Insurance Directory. Please specify:

Patient referral. Name of patient:

Employee of Greenbrae Dermatology. Name of employee:

O0O0Oa0

Internet. Please check which website you originally found us on:
O Google O Yahoo O Yelp O Facebook O Instagram
O Google+
O Other website. Please specify:

O

Other referral source not listed above. Please specify:
O Walk-in

SECTION lli

What is the best way to contact you? (Please check one)
O Phone O Email O Text
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HIPPA CONSENT &

P S ACKNOWLEDGEMENT
GREENBRAE

DERMATOLOGY

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information
about you. The Notice also contains a Patient Rights section describing your patient rights under the law. You have a
right to review this Notice before signing this Consent. The terms of the Notice may change. If we change our Notice,
you may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you is used or disclosed for
treatment, payment, or healthcare operations. We are not required to agree to this restriction, but if we do, we shall
honor the agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for:

e Treatment (including direct and indirect treatment by other healthcare providers involved in your
medical care)

e Payment from your insurance company or third party payers

e The day-to-day healthcare operations of our practice

You have the right to revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior to
the date you revoke this consent is not affected. The practice provides this form to comply with the Health Insurance
Probability and Accountability Act of 1996 (HIPAA).

The patient understands that:

Protected health information may be disclosed or used for treatment, payment or healthcare operation
The Practice has a Notice of Privacy Practices, and 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

The Practice may condition receipt of treatment upon execution of this consent

Please provide us the name(s) of family members or other persons, if any, to whom we may release information
regarding your general medical condition, financial account, or who have permission to pick up information you have
requested.

Name: Relationship:
Name: Relationship:
Patient Name: Date of Birth:
Signature: Date:
O Self O Parent O Legal Guardian
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FINANCIAL POLICY & AGREEMENT
A&
GREENBRAE

DERMATOLOGY

Our office is committed to providing excellent, affordable medical care. If you have health insurance and even if we bill
your insurance company directly, you will be responsible for copayment, coinsurance, deductible, and non-covered
amounts. For your convenience, our office accepts personal checks, credit cards, and cash, and when appropriate,
can provide you with mutually agreed upon payment plan. It's also important to note that all cosmetic treatments are
not covered by any health insurance plan and are due at the time of service. Please read the following carefully, as it
outlines our financial policy.

It is important that insurance patients understand how insurance billing works; insurance companies require us to
break down every component of your office visit into universal, numerical procedure codes, and charge for each code.
The insurance companies will arbitrarily change, combine, and disallow procedure codes, and then apply their
company’s individual fee schedule. The result is the insurance company’s determination of “reasonable and
customary” charges in the amount they are willing to cover. The insurance company usually reduces the actual
reimbursement further by the individual policy’s annual deductible, copayment or coinsurance.

This method of billing, designed by the insurance industry, forces us to bill at full price procedure codes that the
insurance company will likely reduce, combine, or simply deny. This system in fact, has the insurance company
determining our fees. If we have a contract with your insurance company, we write off the amount over the
“reasonable and customary”, and bill you for your coinsurance and deductible. If we do not have a contract with your
insurance carrier, you are responsible for that amount as well as any deductible and coinsurance.

We are required by all insurance carriers to collect from patients any deductible and copayment or coinsurance
amounts. These fees can be reduced only in those cases where true financial hardship can be demonstrated. If you
feel that you are in a position of financial hardship, please discuss your financial hardship with our Business Manager.
In the unlikely event you stop payment, are notified of Non-Sufficient Funds or your account is turned over to
Collections, you will be responsible for all related costs.

Should you not be able to make a schedule appointment, we ask that you provide us at least four hours advance
notice. If you do not contact our office, a $50 no show fee will be applied to your account.

| have read and understand Greenbrae Dermatology’s financial policy as outlined above. The following constitutes an
agreement between the undersigned patient/guarantor and Greenbrae Dermatology.

In the event Greenbrae Dermatology agrees to seek payment initially from my insurance company, | request payment
to be made directly to them of all medical benefits otherwise payable to me for services rendered. | understand any
final obligations for payment are mine. Any portions of my bill not paid by insurance are my responsibility and are due
and payable upon demand. | hereby authorize Greenbrae Dermatology to release all information necessary to secure
payment of benefits.

Patient (Legal) Name:

Signature: Date:
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Patient Name:

A’N
GREENBRAE

DERMATOLOGY

Age:

Referred by:

Primary Care Physician:

** preferred Pharmacy:

City/Street:

Reason for today’s visit:

History of skin cancer:
(If yes, what type, location on body, when):

Family history of cancer:
(1f yes, what type and what relationship to you):

Tanning bed history: o None
Tobacco Intake: o Never
Alcohol Intake: o None
Vaccines Received: 0O Influenza

Medications:

Are you experiencing?

yes/no

yes/no

O In the Past 0 Current Use

o Daily o0 Some days 0O Former smoker
o Daily o Some days O Rarely

O Pneumonia 0 COVID

Drug Allergies (and reaction):

Yes/No Fevers/chills

Yes/No Hay fever - Seasonal Allergies / Asthma

Yes/No History of Cancer (other than skin):

Yes/No Do you have a pacemaker or history of transplants:
Yes/No Irregular menstrual cycle

Yes/No Pregnant/nursing/trying to conceive (circle one)

Occupation:

Employer:
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