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Integrative Dermatology & Laser Spa
Vindhya L Veerula MD, FAAD

(Fort Wayne Integrative Dermatology, Veerula MD,LLC)
www.drvskin.com

Patient Information:

FULL NAME: First _________________________ Last _________________________ MI _____       Marital Status: S M D W

SOC SEC NUMBER: _________ - ______ - _________ DATE OF BIRTH: ______ / _______ / ________

EMPLOYER: __________________________ How did you hear about us? (facebook, friend, prior patient, other) ______________

ETHNICITY: NON-HISPANIC _____ HISPANIC _____ PREF LANGUAGE: _____________ RACE ____________ GENDER: M    F

Would you like a text or phone call reminder for future appointments (please circle one):  Text / Phone Call

ADDRESS:    ______________________________________________ HOME PHONE____________________________

_______________________________________________________     WORK PHONE: ___________________________

__________________________ZIP CODE:_____________________    CELL / MOBILE PHONE: _____________________

EMAIL ADDRESS: ________________________________________________________________    IS IT OK TO EMAIL YOU?  Y   N

Would you like to receive our newsletter?    Y    N. PREFERRED PHARMACY  (NAME, ADDRESS, PH)

_________________________________________ ________________________________________________________

PROVIDER INFORMATION:

PRIMARY CARE PHYSICIAN: ______________________________ REFERRING PHYSICIAN: ________________________________

Insurance Information (Please present hard copy of insurance card)
Guarantor Information (Please fill out if patient is not primary on insurance):

GUARANTOR NAME: _______________________________________________ RELATIONSHIP TO PATIENT: ________________

ADDRESS:_____________________________________________________________      Date of Birth:_____________________

Emergency Contact Information:

NAME: __________________________________________________________________

ADDRESS:__________________________________________________________________ MOBILE ______________________

PHONE: ________________________________ RELATIONSHIP TO PATIENT: _________________________________________

Please Initial the following :AUTHORIZATION TO RELEASE MEDICAL INFORMATION & ASSIGNMENT OF
INSURANCE BENEFIT
X__________I authorize the release of any medical information necessary to process my insurance claim(s) and
assign all medical and/or surgical benefits including major medical benefits, Jefferson Park Pediatrics, PC (JP)  &

VeerulaMD,LLC & Vindhya Veerula, M.D. This assignment will remain in effect until revoked by me in writing. A
photocopy of this assignment is to be considered valid as an original. Even though I have provided all of my
insurance information, I understand that I may be financially responsible for any balance not covered by my
insurance. I agree to provide my most current insurance information and if any bills are not paid by insurance
because of outdated or inaccurate information, I agree to pay my entire bill in full – even though the bill might have
been paid by insurance had I provided the correct information. I understand that holistic treatments are not a

substitute for medical diagnosis and treatment, and no medical claims are made regarding these treatments. (March 1,
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2018)

FINANCIAL AGREEMENT
X__________All JP & VeerulaMD,LLC’s account balances are due at the time of service. I understand and agree
that, (regardless of insurance coverage), I am ultimately responsible for any professional service rendered. I certify
that this information is true & correct to my best knowledge. I will notify you of any changes in my insurance
coverage, address, or health status. I accept this statement as notice from you that my insurance plan may not pay
for any service that you provide to me because the service or procedure may not be covered by the plan or may
not be considered medically necessary by the plan. I agree that all services and procedures that I receive from you
have been requested by me with full knowledge that my insurance plan may not cover them.
CREDIT CARD CHARGES:
X_______ Due to the rising costs of credit card fees, I understand that a 3% fee will be added to any and all
credit/debit card fees. There is no additional fee for payments paid with checks or cash.

COSMETIC TREATMENTS
X________I also agree that certain treatments are not covered by insurance and are considered cosmetic. These
will not be billed to insurance. These require payment IN FULL at the time of, or prior to the procedure. Cosmetic
procedures are paid in full with and without package options. We offer no refunds on cosmetic services
However we  are more than happy to offer other treatment options and/or a plan to better assist your top
concerns and help you achieve your skin goals. I understand that Dr. Veerula sends all specimens to pathology for
verification, and this fee is separate from the removal fee.

LATE PAYMENTS
X________All past-due account balances may be assessed a LATE PAYMENT FEE equal to 18% per annum on the
delinquent balance. A LATE PAYMENT FEE can be avoided by paying the account balance within 30 days of the
mailing of the patient statement. Subject to such limitation as may be imposed by applicable law, if I have not made
payment on my account as required, my account may be sent to an attorney or collection agency for collection, I
will pay the reasonable fees of such attorney or collection agency, and all court costs to the extent provided by law
as well as my total outstanding bill. No waiver by JP & VeerulaMD,LLC or any default hereunder shall constitute a
waiver of any other default. The construction and enforcement of this Agreement shall be governed by the State of
Indiana. Any provision of this agreement that may be prohibited by law shall be ineffective only to the extent of
such prohibition. From time to time, JP & VeerulaMD,LLC may amend this Agreement by giving of such notice, if
any, as may be required by applicable law. JP f & VeerulaMD,LLC may assign the Agreement, or it’s right hereunder,
without notice to me.

NO SHOW/CANCELLATION POLICY:
When you make an appointment, we are reserving time in our clinician’s schedule that is no longer available to
other patients. If you are unable to make it to an appointment, VeerulaMD,LLC requires that you cancel (or
re-schedule) your appointment at least 48 hours in advance (excluding weekends and holidays). If you cancel an
appointment with less than 48-hour notice or fail to appear in a timely fashion for an appointment,
VeerulaMD,LLC will charge the patient $100.00. This applies to new patients as well (government plans are
excluded, unless we do not accept your plan). Failure to show for your appointments (or violation of this
cancellation policy) on two or more than three consecutive occasions can be grounds for discharge from the
clinic . X  ______  If you fail to adequately cancel 3 times, you will be subject to not being accepted for further
treatment.
Note that the cancellation fee may be waived in special circumstances, determined on an individual basis (eg:
medical emergency- patients may be asked to provide documentation for the same).

CONSENT TO CARE
X_______ I request and give consent to Dr.Veerula, the nurse practitioners, their associates and assistants who may
provide me medical care to perform such medical-surgical care, tests, procedures, and other necessary services as
well as provide drugs and supplies as they consider necessary or beneficial for my health and well-being. I
acknowledge that no representations, warranties or guarantees as to the results or cures have been made to me or
relied upon by me. In addition, I understand there may be adverse effects or complications from some
treatments/procedures/drugs, etc.
Check all that apply: I agree to be contacted at: ______Home ______Work ______Cell ______EMAIL
Signature of Responsible Party: __________________________________________________ Date__________

VeerulaMD,LLC, Jefferson Pediatrics PC
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COVID SCREENING AGREEMENT:
X_______ I agree to following proper COVID protocol, with use of a mask, hand washing and sanitation prior to and after any
contact of personnel, equipment, handles, and agree to fever and COVID screening check. If I develop fevers above 101.4F,
shortness of breath, or have a known COVID exposure I will inform one of the team members, reschedule my appointment,
and leave the workspace immediately.
X __________ I have not had a history of COVID exposure or COVID positive test in the last 14 days.
If so, please document date : _____________________
If I develop fevers above 101.4F, shortness of breath, or have a known COVID exposure I will inform one of the team
members, reschedule my appointment, and leave the workspace immediately.

FOR MEDICARE PATIENT ONLY:

STATEMENT TO PERMIT PAYMENT OF MEDICARE BENEFITS TO PROVIDER, PHYSICIANS AND PATIENTS
I request that payment of authorized Medicare benefits be made either to me or on my behalf for any services furnished me by
Vindhya L Veerula, MD, JP, & VeerulaMD,LLC., including physician, nursing or lab services. I authorize any holder of medical or
other information about me to release to the Health Care Financing Administration and its agents, any information needed to
determine these benefits or benefits for related services.

Signature _______________________________________________________Date_____________________

------------------------------------------------------------------------------------------------------------------------------------------------------------------------

HIPAA PRIVACY RECEIPT ACKNOWLEDGEMENT
Date:   Month ________ Day _______ Year __________
VeerulaMD,LLC’s “Notice of Privacy Practices” has been offered to me. It is available from the front desk of the
VeerulaMD,LLC as well as on the website.I understand I have the right to review the “Notice of Privacy Practices”
prior to signing this document. By signing this document, I acknowledge my receipt of and my agreement with and
understanding of the above mentioned privacy practices.
JP, & VeerulaMD,LLC reserves the right to change the privacy practices that are described in the
Notice of Privacy Practices.
Updated “Notice of Privacy Practices” is available at the front desk or on the website.

_____________________________________________________________________
Printed Name of Patient OR Printed Name of Patient Representative

_____________________________________________________________________
Signature of Patient OR Signature of Patient Representative

_________________ _________________________________
Patient Date of Birth Description of Personal Reps. Authority

□ Check if the patient is a minor

I authorize the following individuals to have access to my Protected Health Information (PHI):

Name Relationship Date of Birth         Phone Number
_______________________ ________________ ______________ ___________________

_______________________ ________________ ______________ ___________________

_______________________ ________________ ______________ ___________________

Patient Signature: ___________________________________________________
For authorization to release PHI to the above listed individuals.

VeerulaMD,LLC, Jefferson Pediatrics PC
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HIPAA email consent VERY IMPORTANT! PLEASE READ!

We use a patient portal for labs, messaging, and telecommunications.

HIPAA stands for the Health Insurance Portability and Accountability Act. HIPAA was passed by the U.S.
government in 1996 in order to establish privacy and security protections for health information.
Information stored on our computers is encrypted

When we send you an email, or you send us an email, the information that is sent is not encrypted. This
means a third party may be able to access the information and read it since it is transmitted over the
Internet. In addition, once the email is received by you, someone may be able to access your email
account and read it.

Email is a very popular and convenient way to communicate for a lot of people, so in their latest
modification to the HIPAA act, the federal government provided guidance on email and HIPAA

The information is available in a pdf (page 5634) on the U.S. Department of Health and Human Services
website ‐ http://www.gpo.gov/fdsys/pkg/FR‐2013‐01‐25/pdf/2013‐01073.pdf

The guidelines state that if a patient has been made aware of the risks of unencrypted email, and that
same patient provides consent to receive health information via email, then a health entity may send
that patient personal medical information via unencrypted email.

OPTION 1 – ALLOW UNENCRYPTED EMAIL
I understand the risks of unencrypted email and do hereby give permission to VeerulaMD,LLC  to send
me personal health information via unencrypted email. I also understand that if I send an email to
VeerulaMD,LLC, then my consent to receive an email response is provided.

Signature                                                                             Date_____________________

Printed name (parent or guardian if patient is a
minor)_________________________________________

OPTION 2 – DO NOT ALLOW UNENCRYPTED EMAIL

____ I do not wish to receive personal health information via email

Signature & Date_____________________________________________________________

Printed name (parent or guardian if patient is a minor)

Please bring completed form to your visit

Please print email address ____________________________________________________

Telemedicine/TeleHealth visits

___ We also offer telehealth visits. We recommend checking with your insurance prior to your
appointment, as you may be billed if it is not a covered service.

VeerulaMD,LLC, Jefferson Pediatrics PC
3919 West Jefferson Blvd, Fort Wayne, IN.46804 O(260)450-1313
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HISTORY & REVIEW OF SYSTEMS QUESTIONNAIRE:

Reason for visit:
____________________________________________________________________________________________

____________________________________________________________________________________________
Rate your pain 1-10: _______ How long have you had this? __________________________________________

What makes condition better or worse:
____________________________________________________________________________________________

____________________________________________________________________________________________

_______________________________________________________Does stress make it worse? Y   N

What treatments have you tried? __________________________________________________________________

____________________________________________________________________________________________
PAST MEDICAL & PAST SURGICAL HISTORY:

Have you ever had?
___ Asthma/Hay Fever   ____Arthritis          ___Bleeding problems     ____Diabetes    ___Cancer   ___Heart Disease
____Hepatitis          ___Hormonal conditions   ___Hives                  ____Heart murmur    ___ Xray /radiation
____ Eczema            ___ Fainting spells               ___Pregnancy      ____  Back injuries        ___Cold Sores/Fever Blisters
___ High blood pressure   ___ Tuberculosis           ___Autoimmune conditions (lupus, RA, thyroid other)

Please list any other medical history (including surgeries):
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Have you had a knee or hip  replacement? When? _________________________________________

When did you last see a dermatologist?  ___  Never  ___ 6 months  ___1 year  ___2 years

Who did you see? ____________________________________________________________________

List any prior biopsies, excisions, light treatment, chemo cream, botox, fillers, lasers, or peels
here:_______________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

List any oral or topical medications, birth control, and supplements you are currently taking:
LIST MEDICATION, DOSE, & FREQUENCY
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Allergies: List allergies to anesthesia, steroids, or antibiotics and food intolerances
____________________________________________________________________________________________

VeerulaMD,LLC, Jefferson Pediatrics PC
3919 West Jefferson Blvd, Fort Wayne, IN.46804 O(260)450-1313
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To cancel, you must provide a written request, unless performed in person at the office.
We will charge your card in the case of No Show or <48 hour cancellations.
Standard Patient Photographic Consent Form

● I hereby consent to the taking of photographs and/or film and sound recordings of me or parts of my body

(hereinafter referred to as the “Materials”) and grant  VeerulaMD, LLC and/or Vindhya Veerula MD and/or their

designee (Dr.Veerula) permission to publish, distribute, and otherwise use such Materials in any and all of its

publications.

● I understand and agree to transfer any and all rights I may have in and to these Materials, and that they will

become the property of Dr.Veerula  and will not be returned.

● I understand that the Materials may be published by Dr.Veerula or a third party such as the American Society for

Dermatologic Surgery in any print, visual or electronic media, specifically including, but not limited to, newspapers,

magazines, medical journals and textbooks, pamphlets and the Internet, for the purpose of informing the medical

profession or the general public about dermatologic surgery and/or dermatologic surgery methods.

● I hereby authorize Dr.Veerula  to edit, alter, copy, exhibit, publish or distribute these Materials for purposes of

publicizing Dr.Veerula’s  services or programs or for any other lawful purpose including, but not limited to:

_______Ø Medical purposes related to case.

_______ Ø Scientific purposes, including seminars, medical articles or educational presentations such as the
American Society for Dermatologic Surgery Annual Meeting, website or other venue.

_______ Ø Before-and-after photo album (digital or printed) for cosmetic patients to view in office.

_______ Ø Before-and-after photographs and/or digital images to be included in newsletter to be sent to
patients.

_______ Ø Before-and-after photographs and/or digital images to be included in our website for cosmetic
surgery.

Patient’s Signature __________________________________  Date _________________

Print Name  ______________________________________________________________

Visit Notes:

VeerulaMD,LLC, Jefferson Pediatrics PC
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