
REGISTRATION FORM
	(Please Print)

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle Initial:
	 Mr.
 Mrs.
	 Miss
 Ms.
	Prefers to be called:

	
	
	
	

	Is this your legal name?
	If not, what is your legal name?
	If under 18, guardian’s name:
	Birth date:
	Age:
	Sex: 
 F

	 Yes
	 No
	
	
	/          /
	
	 M
	other____

	We send text reminders for appointments.  Please share cell phone #:
	Would you like access to your patient portal? Yes or No

OK to send test results to patient portal?   Yes or No
	

	Street address:
	Email address:
	Preferred phone:

	
	
	(          )

	P.O. Box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer:
	Employer phone:

	
	
	(          )

	Other family members seen here:
	

	If you are under 18 years old, we need your height and weight to send certain prescriptions.
	                          Height __________   Weight __________

	IN CASE OF EMERGENCY

	Name of Emergency Contact:

	Relationship to patient:
	Home phone:
(          )
	Work phone:
(          )

	
	
	
	


Do we have permission to leave a message regarding your care at the preferred phone number above?
O Yes  O No
Do we have permission to leave a message regarding your care on your voicemail at work? 
O Yes  O No
[bookmark: _Hlk27750952]Is there anyone you approve for us to discuss your medical care with?  If so, please list name(s), for example: spouses, parents, children, caregivers, living facilities. ______________________________________________________________________________________________________________________________________________________________________________________________
I have read Twin Ports Dermatology’s Notice of Privacy Practices.  I know that I can ask for a copy at any time. 
_______initials
I have read Twin Ports Dermatology’s Patient Financial Policy. We do require a 24-hour notice for cancellations please. Failure to do so will result in a $50 fee.
_______initials
I have read Twin Ports Dermatology’s HIPAA Acknowledgement Form
_______initials

Assignment of Benefits and Related Release of Information:  I request payment of authorized benefits directly to the provider for services furnished to me at this facility or any other facility owned or utilized by Twin Ports Dermatology.  I consent to the release of medical and other information related to such services for healthcare operations; and to Medicare, my insurance company, other third party payers, in order to process and pay claims, determine benefits and perform quality of care reviews.  In the event that my health plan determines a service to be “not covered”, I will be responsible for those charges in full. 
	The above information is true to the best of my knowledge.

	
	Patient/Guardian signature___________________________________
	
	Date______________________
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MEDICAL HISTORY
(Patients under 18 must be accompanied by a parent or guardian at the initial visit.)
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Patient Name:____________________________________________________________________________

			First			MI			Last	

Primary Care Physician:____________________________________________________________________

Pharmacy (Name, Street, City):_______________________________________________________________



Please list all prescription and over-the-counter medications (i.e. pain relievers, vitamins/supplements or baby aspirin) you are currently taking including dose & frequency:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Have you had your Flu vaccination this season (October-March)? O Yes O No

If you are 65 or older, have you had a Pneumonia vaccination? ○ YES  ○  NO 

Do you have a health care directive? O Yes O No



PLEASE LIST all known allergies: ___________________________________________________________ ________________________________________________________________________________________

Do you have a history of the following: 

Skin History:

· Malignant Melanoma

· Squamous Cell Carcinoma

· Basal Cell Carcinoma

· Actinic Keratosis 

· Biopsied atypical mole

· Acne

· Eczema 

· Psoriasis 

· Rosacea

· Thickened Scars/Keloids

· Blistering sunburn





Medical History:

· Allergies/Seasonal Allergies/hay fever

· Anxiety

· Asthma

· Arthritis

· Artificial joints______

· Bleeding Disorders

· Blood thinners

· Cancer__________

· Radiation________

· Diabetes Type 1 or 2

· Depression

· Epilepsy/seizures

· Emphysema/COPD

· Fainting

· GERD

· Hepatitis/liver disease

· HIV/AIDS

· Hypothyroidism 

· Hyperthyroidism 

· Kidney Disease

· Organ Transplant

· Heart Attack

· Coronary Artery disease

· High blood pressure 

· High cholesterol 

· Atrial fibrillation (AFib)

· Artificial heart valves 

· Pacemaker/Defibrillator

· TIA/Stroke

· Tuberculosis

· Yeast Infection with Antibiotics

· Ulcerative Colitis

· Crohns 

· IBS









Other medical conditions:_______________________________________________________________



Family history of: O Skin Cancers  	O Pre-cancers  O Malignant Melanoma  O Atypical Moles  

Family history of Psoriasis, Eczema, Asthma, or Allergies:O Yes	O No	

Details: _____________________________________________________________________________





Are you pregnant? 

O Yes	  O No

How many weeks pregnant?:_______________



Are you nursing?

O Yes	  O No



 

Hobbies: ________________________________________________________________________________________________________________________(OVER)







Tanning bed use:

O Current	   O Former	O Never

Tobacco use:

O Current	   O Former	O Never

Alcohol consumption:

O Occasionally  O Daily	O None
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                           MEDICAL HISTORY     Patient Name:____________________________________________________________________________         First       MI       Last     Primary Care  Physician: ___________________________________________________________________ _   Pharmacy (Name, Street,  C ity): _____________________________________________________________ _ _     Please list all prescription and over - the - counter medications   (i.e. pain relievers, vitamins /supplements or baby  aspirin)   you are currently taking including   dose & frequency:   ___________________________________________________________________________________________ __________________________________________________________________________________ _________ ___________________________________________________________________________________________     Have you had your Flu vaccination this  season ( October - March ) ? O Yes O No   If you are 65 or older, have you had a Pneumonia vaccination?  ○   YES   ○    NO    Do you have a health care directive? O Yes O No     PLEASE LIST  all known allergies :  ___________________________________________________________   ___________________________________________________________________ __ _____ ______________   Do you have a history of th e following:     

Medical History:   O   Allergies/Seasonal  Allergies/hay fever   O   Anxiety   O   Asthma   O   Arthritis   O   Artificial  joints______   O   Bleeding Disorders   O   Blood thinners   O   Cance r__________   O   Radiation________   O   Diabetes Type 1 or 2   O   Depression   O   Epilepsy/seizures   O   Emphysema/COPD   Skin  Hi story:   O   Malignant Melanoma   O   Squamous Cell  Carcinoma   O   Basal Cell Carcinoma   O   A ctinic Keratosis    O   Biopsied atypical  mole   O   Acne   O   Eczema    O   Psoriasis    O   Rosacea   O   Thickened  Scars/Keloids   O   Blistering  sunburn      

Other medical conditions : _______________________________________ _______________________ _     Family history   of:  O   Skin Cancers     O   Pre - cancers   O   Malignant Melanoma   O   Atypical Moles     Family history   of Psoriasis, Eczema, Asthma, or Allergies: O   Yes   O   No     Details:   __________________________________________________________________ ___________      

Tanning bed use:   O   Current        O   Former   O   Never   T o ba cc o use:   O   Current        O   Former   O   Never   Alcohol  consump t ion:   O   Occasionally   O   Daily   O   None        

Are you pregnant ?     O   Yes      O   No   How many weeks pregnant?: _______________     Are you nursing?   O   Yes      O   No    

    Hobbies:   ______________________________________ ____ ____________ _____________________________________________________________ _____( OVER )    

O   Fainting   O   GERD   O   Hepatitis/liver disease   O   HIV/AIDS   O   Hypothyroidism    O   H yperthyroidism    O   Kidney Disease   O   Organ  Transplant   O   Heart Attack   O   Coronary Artery disease   O   High blood pressure    O   High cholesterol    O   Atrial fibrillation (AFib)  

O   Artificial heart valves    O   Pacemaker/Defibrill ator   O   TIA/ Stroke   O   Tuberculosis   O   Yeast Infection with  Antibiotics   O   Ulcerative Colitis   O   Crohns    O   IBS          


