UNIQUE

Dermatology & Wellness Center
WHERE BEAUTY & HEALTH MEET

Dear New Patient:

Welcome to our Practice! Thank you for allowing us to serve your health care
needs. The following information is provided to introduce you to our practice and
our practice policies.

Please complete the forms and bring them with you to your first appointment to
help speed up the check in process. You will need to arrive 15 minutes prior to
your appointment time, so that we may get all your paperwork together and set
up your chart to be ready for your appointment time.

If you have medical insurance, please bring all of your current insurance
identification cards with you to the appointment. We recommend that you

contact your insurance company prior to your appointment to verify that our

office is contracted with your particular health plan. You may do this by calling

the (800) telephone number on the back of your card and giving them our Tax ID#
73-1724449. Please check to make sure that your cards are not expired. You will
also need to bring a valid photo identification card to be seen in our office.

It is necessary for you to bring any copayments, coinsurance and or deductible
monies you will owe, according to your insurance benefits, to your office visit and
it will be collected at the time of check in. For self pay patients, payment in full at
the time of service is required. We accept cash, debit and credit cards. No
Checks Are Accepted.

Thank You! We look forward to meeting you soon.

Dr. Dyan Harvey-Dent
Medical Director

Unique Dermatology & Wellness Center
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;E UNIQUE

Dermatology & Wellness Center
WHERE BEAUTY & HEALTH MEET

COSMETIC PATIENT REGISTRATION FORM

PATIENT INFORMATION (Please Print)

Name: Today’s Date; [ [/
Last First M

Preferred Name: Drivers License #:

Date of Birth: Social Security #: Gender: Male or Female

Marital Status: Single / Married / Divorced / Separated / Widow

Address:

Street City State Zip Code
Home Phone:( ) Cell Phoney( ) Work Phone: ()
Preferred Method of Contact (Please circle one): Home Phone Cell Phone Work Phone Email

Is it OK to leave a detailed message on your voice mail? Yes or No

Preferred Language (Please circle one): English Spanish Other:

Race (Please circle one): American Indian/Alaskan Native Asian Black/African American
Native Hawaiian/Pacific Islander White/ Caucasian Unknown

Ethnicity (Please circle one): Hispanic of Latino Not Hispanic or Latino Decline to specify

PATIENT EMPLOYMENT INFORMATION
Employment Status: Employed Student Self-employed Retired

Employer’s Name: Occupation:

EMERGENCY CONTACT INFORMATION

Emergency Contact: Relationship:

Phone #1: ( ) Phone#2:( )

Would you like your medical information released to any family member? Yes No

If yes, whom? Relationship to you: Phone#:

HOW DID YOU HEAR ABOUT US?

Physician / Family / Friend / Yellow Pages/ Insurance Carrier/ Internet/ Newspaper Ad/ Exterior Signage
Other:
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UNIQUE

Dermatology & Wellness Center
WHERE BEAUTY & HEALTH MEET

COSMETIC MEDICAL HISTORY

Are you allergic to any medications? If yes, please list:

WOMEN ONLY: Are you pregnant and/or breastfeeding?
Do you have a history of cold sores/ fever blisters?
Have you had any recent facial waxing or used depilatories?

Have you been on Accutane in the last 6 months?

O OO0 00 &
O 0 000 Uz

Do you use Retin-A, Glycolic acid products, Hydroquinone bleaching agents?

If yes, please specify:

L]
[]

Do you have any difficulty swallowing or any known muscle disorders?

My skin is:(Please circle) Oily / Dry / Combination / Sensitive

Please indicate if you are interested or would like to learn more about any of the following services
below: (Circle all that apply)

Botox injections Dermal Fillers

Fat Reduction Chemical Peels

Laser Hair Removal Spider Vein Treatment
Brown spot/ Age Spot Removal Acne Scarring

Skin Care Products Skin Tightening

Facial Redness/ Rosacea Treatments Treatment of Wrinkles
Weight Loss Program Other (Please Specify):

Would you like to join our email list to receive exclusive information about Special Offers and Events?

[ ] VYes Please provide your current email address:

|:|No

Patient(Print Name): Date:

Patient (Signature):
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UNIQUE

——— Dermatology & Wellness Center
— WHERE BEAUTY & HEALTH MEET

HIPAA PATIENT CONSENT FORM

The federal government requires all medical offices to make patients aware that they have rights
regarding the use of their personal health information. A copy of our Notice of Privacy Practices is available for
your review at the front desk.

By signing this form, you consent to our use and disclosure of protected health information according to
the Notice of Privacy Practices available to you at our front desk. You have the right to revoke this consent at any
time, in writing. However, such a revocation shall not affect any disclosures we have already made in reliance on
your prior consent. Unique Dermatology & Wellness Center provides this form to comply with the Health
Insurance Portability and Accountability Act of 1996 (HIPAA).

You have the right to request a restriction or limitation on the medical information we use or disclose
about you for treatment, payment or health care operation. This request must be done in writing. Whenever
possible we will honor your request.

The patient understands that:

e  We will not release information to any future doctor, attorney, life insurance company, workman’s comp
company without your written consent.

e  Protected health information may be used for treatment through one of you current doctors, payment
with your insurance company or healthcare operations within our office.

e Unique Dermatology & Wellness Center has a Notice of Privacy Practices that is available for review.

e Unique Dermatology & Wellness Center reserves the right to change the Notice of Privacy Practices.

e The patient has the right to restrict the use of their information, but Unique Dermatology & Wellness
Center does not have to agree to these restrictions if, for example it interferes with payment, daily
operations or providing quality health care.

e The patient may revoke this consent in writing at any time and all future disclosures will then cease.

e Unique Dermatology & Wellness Center may condition treatment upon the execution of this consent.

e You have the right to be notified of a protected health information breach

e Unique Dermatology & Wellness Center cannot sell your health information without your permission.

e  Certain uses of your medical data, such as use of patient information in marketing, require prior
disclosure and your authorization. Uses and disclosures not described in the Notice of Privacy Practice
will only be made with your authorization.

| acknowledge that | was provided with a copy of the Notice of Privacy Practices.

Patient (Print Name): Date:

Patient (Signature): Relationship to Patient:

FOR OFFICE USE ONLY

Complete this section if this form is not signed and dated by the patient or patient’s personal representative.

I have made a good faith effort to obtain a written acknowledgement of receipt of Unique Dermatology & Wellness Centers
Notice of Privacy Practices but was unable to for the following reason:

[J Patientrefusedtosign  [] Patient unable to sign O other

Employee Name: Date:
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UNIQUE

Dermatology & Wellness Center

WHERE BEAUTY & HEALTH MEET

OFFICE POLICIES ACKNOWLEDGEMENT FORM

I acknowledge that | have received and have read and understand the stated Office Policies of
Unigque Dermatology & Wellness Center.

Patient (Print Name): Date:

Patient/Parent/Guardian (Signature):

Relationship to Patient:
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