
Dermatology Associates, Inc.
Please Print
Appointment Date and Time_____________________________________ Chart #________________

REGISTRATION FORM

Patient Name___________________________________________________________________________________________
Last First Middle Maiden

Permanent Address
(not P.O. Box)__________________________________________________________________________________________

Street City State ZIP

Mailing Address (if different)______________________________________________________________________________

Home Phone #_______________________Cell Phone #______________________Work Phone #_______________________

Email Address____________________________________

Place of Employment or School____________________________________________________________________________
Name City State ZIP

Birth Date_____/_____/_____ Sex: M q F q Soc. Sec. #_______________________________________

Patient Marital Status:   Single q Married q Divorced q Widowed q Separated q

Insurance Company_______________________________

Insurance Cardholders Name _______________________      If a minor, please fill in responsible party information below.

Cardholders Birth Date____________________________      Responsible Party_____________________________________

Cardholders Soc. Sec. #____________________________     Relationship_________________________________________

Cardholders Employer_____________________________     Address if different from above

Patient Relationship to Cardholder ___________________     ____________________________________________________

Race                                  Ethnicity
___Caucasian/White                  ___Latino/Hispanic

–––African American/Black      ___Other

___Asian                                    ___Not Reported/Refused

___Other                                    Language Spoken___________

AUTHORIZATION TO TREAT MINOR
I authorize the doctors of Dermatology Associates,  Inc.

to treat and prescribe medication to:
________________________________________________
Minor Child Relationship to Minor

________________________________________________
Signature Date

Authorizer’s Social Security_________________________

Emergency Contact______________________________________________________________________________________
(not at same address) Name Relationship Phone #

PLEASE READ & SIGN INSURANCE and FINANCIAL POLICY ON BACK!

Primary Care Physician
____________________
____________________



$50.00


