INTEGRATED
DE

RMATOLOGY
DATE: OF TIDEWATER
|PATIENT INFORMATION
LAST NANE FIRST NAME M |DATECFBIRTH SEX: () MALE () FEMALE
STREET ADDRESS, CITY, ST, ZIP
RACE: ( JWHITE ( JISPANIG/LATING { JASIAN HOME # WORK # IMOBILE#
( YBLACK/AFRICAN AMERICAN ( ) OTHER ( ) DECLINE RESPONSE
MARITAL STATUS: ( IMARRED ( JSINGLE EMAIL ADDRESS

{ JDIVGRCED ( )SEPARATED ( ) WIDOWED ( ) OTHER

RESPONSIBLE PARTY INFORMATION ({f other than self)

LAST NAME |FIRST ] HOME # IMOBILE#

ADDRESS, CITY, ST, ZIP

EMPLOYER OCCUPATION WORK #

EMPLOYER'S ADDRESS, CITY, ST, ZIP

RELATIONSHIP TO RESPONSIBLE PARTY ()SPOUSE () CHILD () OTHER

REFERRING MD INFORMATION

NAME PHONE #

SPECIALTY

EMERGENCY CONTACT INFORMATION

NAME RELATIONSHIP PHONE #

AODRESS, CITY, 8T, ZiP

INSURANCE INFORMATION

|PR[MARY INSURANCE COMPANY

|MEMBER NUMBER EFFECTIVE DATE

ISEGONDARY INSURANCE COMPANY

MEMBER NUMBER EFFECTIVE DATE
PHARMACY INFORMATION
[NAME PHONE #

ADDRESS , CITY, ST, 2IP

ASSIGNMENT OF BENEFITS AND RECORDS RELEASE

1 hereby authorkze direct payment of fl medical and/ar surgical benefits, tacluding majer medical, privats insurance, and other health plans to tntegrated Oermatology of Tidewater LLC of any medical benefits payable to ma for the services provided at
Integratad Darmatology of Tidewatar LLC. | 2iso authorize the release of all medica! ifformation necessary to process insurance cizims, This authorization shail remain b effect as long as charges are belng submitted for insurencs clalms processing or
as long as dictated by payor. | undarstand it is my responsibiZty to pay any deductible amount, co-Insurance, or any other bakence deemed patiant respansibiy by thsurance company. | urderstand i Is my responsibly to pay the balance in full [Fthe
Insurancs information provided praves false or otherwise ineffective.

I also undarstand that ¥ my Insurance plan requires a referral authorization for my appolntmants, it Is my responsibiity to obtain a referal prior to appointment. | will bs responsibis for the unpaid balance dus any bills if this Is not done. i this account Is
assigned to an atiormey for collection andfor sult, the prevailing party shall be entitied to attomey’s fees and costof colecton.

I aiso understand that ths automated appolntment confimution system used by (DT will send ma an emall, call my primary home phane and text me prior to my appointment for confirmation purposes. | also understand that # 1 do not cancel my
appointment within 24 hours of my appointment ims | 2m subject to up to a $50 fee.

Lifetime Signature on File and Lifetime Consent - (for Medicare Patients Cnly)

1 request that payment of authortzed Mediczre benefits be made on my behalf to integrated Denmixtology of Tidewater LLC. | suthorize any holder of medical information ebout me to release to tha Health Care Rnancing Administration and Its agents any
{nformafion neaded to determina thosa benefits or the benefits payabls for related services, | request that payment of authorized Medigap or Secondary insurance benefits be mads on my behe!f to Integrated Denmatology of Tidswater LLC. | authorize
any holder of madical information about ma to refsase to the Health Care Financing Administration and its agents eny Information needed to detamming these benefits or the benefits payabls for related services.

X Date

Patient Signature or Signature of Guardian or Parent




