PLEASE PRINT									Date:_______________

Patient’s Name: _________________________________________________               Sex:  Male   Female
		      First 		Middle			Last

Birth Date: _______________________  AGE: _______   Marital Status:  Married     Single    Widowed    Divorced

Mailing Address: ______________________________________________________________________________________________

Place of Employment:__________________________________________________________________________________________
	
Name of Health Insurance: _______________________   Employer Health Insurance is With:  _____________________________

Subscriber Name:_________________________  DOB:________________  Relationship to Patient:_________________________

Subscriber ID #:  _________________________________   Group #:  __________________________________________________

Secondary Insurance: _______________________  Policy Holder Name:________________________  ID #: _________________



Home Phone: _______________________________   Cell Phone:____________________  Work Phone:_______________________

Emergency Contact: _____________________________  Emergency Contact Phone: ______________________________________

Primary Care Provider: _____________________________________  Address:___________________________________________

Current Medications: _________________________________________________________________________________________

Pharmacy: __________________________  Pharmacy Phone: _________________________________________________________

Over the Counter Medications/Supplements:______________________________________________________________________

Do you take medications that make you bleed easily?  Aspirin   Coumadin   Plavix  Ibuprofen  Other__________________________

Medication Allergies:  _________________________________________________________________________________________

Family Medical History (circle):  Melanoma   Basal/Squamous Cell Carcinoma   Atypical Moles   Psoriasis   Eczema

Your Past Dermatology Medical History (circle):  Melanoma   Basal/Squamous Cell Carcinoma   Atypical Moles  Psoriasis   Eczema  

Other_______________________________________________________________________________________________________

Your Past General Medical History (circle):  Diabetes   Hepatitis   HIV   Cancer  Asthma   Hay Fever   Other:   

____________________________________________________________________________________________________________    

Past Surgeries:  _______________________________________________________________________________________________

Are you pregnant?   Yes    No    Are you breast feeding?  Yes    No

Do you use tobacco products?  Yes    No

How many times in the past year have you had 5 (for men) or 4 (for women and all adults older than 65 years) or more drinks in a day (circle)?  0      1      ≥2


New Hampshire Derm Clinic, PLLC

Statement of Patient Financial Responsibility

Patient Name: ______________________________________________________ DOB: _______________________

New Hampshire Derm Clinic, PLLC appreciates the confidence you have shown in choosing us to provide for your health care needs.  The service you have elected to participate in implies a financial responsibility on your part.  The responsibility obligates you to ensure payment in full of our fees.  As a courtesy, we will verify your coverage and bill your insurance carrier on your behalf.  However, you are ultimately responsible for payment of your bill.

You are responsible for payment of any deductible and co-payment/co-insurance as determined by your contract with your insurance carrier.  We expect these payments at time of service.  Many insurance companies have additional stipulations that may affect your coverage.  You are responsible for any amounts not covered by your insurer.  If your insurance carrier denies any part of your claim, or if you or your physician elects to continue past your approved period, you will be responsible for your balance in full.

I have read the above policy regarding my financial responsibility to New Hampshire Derm Clinic, PLLC, for providing healthcare services to me or the above named patient.  I certify that the insurance information is, to the best of my knowledge, true and accurate.  I authorize my insurer to pay any benefits directly to New Hampshire Derm Clinic, PLLC, the full and entire amount of bill incurred by me or the above named patient; or, if applicable any amount due after payment has been made by my insurance carrier.

Patient Signature __________________________________________________	Date ___________________________

Guarantor Signature ________________________________________________	Date ___________________________
(If guarantor is not the patient)

Co-Pay Policy

Some health insurance carriers require the patient to pay a co-pay for services rendered.  It is expected and appreciated at the time the service is rendered for the patients to pay at EACH VISIT.  Thank you for your cooperation in this matter.

Patient/Guarantor Signature __________________________________________	Date ____________________________

Consent for Treatment 

I hereby authorize New Hampshire Derm Clinic, PLLC, through its appropriate personnel which may include medical assistants, nurse practitioners, and/or physicians, to perform appropriate assessment and treatment procedures on me or in the case of a legal guardian, on the above named patient.

Patient/Guarantor Signature _________________________________________

Cancellation / No Show Policy

We understand there may be times when you miss an appointment due to emergencies or obligations to work or family.  However, we urge you to call 24-hours prior to canceling your appointment.

I understand if I no show for two consecutive appointments, no show for three appointments or cancel for a total of four appointments, I may be discharged from care.  

The Practice will notify you in writing, via certified mail, if you are discharged from care.

I have read and understand the above information, and I agree to the terms described:

Patient/Guarantor Signature __________________________________________	Date ____________________________

Self-Pay

I do not have health insurance and will be responsible for services rendered here at New Hampshire Derm Clinic, PLLC.  I agree to pay New Hampshire Derm Clinic, PLLC, the full and entire amount of treatment given to me or to the above named patient at the time of each visit.

Patient/Guarantor Signature __________________________________________	Date ____________________________



New Hampshire Derm Clinic, PLLC
Brian P. Cromer, MSN, NP



RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGMENT FORM

I, ______________________________, have received or have been given the opportunity to receive a copy of New Hampshire Derm Clinic’s Notice of Privacy Practices.



Signature of Patient												Date


I also give permission to share my medical information with:

________________________				______________________
Name (Please Print)						Relationship
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452 Old Street Road
Peterborough, NH  03458
Telephone: 860-800-3376

