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NEW PATIENT INFORMATION 
 
PATIENT 
 
LAST       FIRST      MIDDLE INITIAL 
 
STREET ADDRESS 
 
CITY       STATE       ZIP 
 
HOME PHONE      WORK PHONE    CELL PHONE  
             M  /  F 
EMPLOYER / SCHOOL           SEX  
 
SOCIAL SECURITY #     MARITAL STATUS   DATE OF BIRTH 
 
 
 
 
 
 
POLICYHOLDER OF INSURANCE 
 
LAST       FIRST      MIDDLE INITIAL 
  
ADDRESS (IF DIFFERENT FROM PATIENT) CITY    STATE   ZIPCODE 
 
HOME PHONE      WORK PHONE    CELL PHONE 
 
EMPLOYER         RELATIONSHIP TO PATIENT  
 
SOCIAL SECURITY NUMBER       DATE OF BIRTH 
 

 
GUARANTOR OF PATIENT (IF NOT POLICYHOLDER) 
(PERSON BRINGING CHILD IN ie: PARENT, GUARDIAN, POWER OF ATTORNEY) 
 
 
LAST       FIRST      MIDDLE INITIAL 
  
ADDRESS (IF DIFFERENT FROM PATIENT)  CITY   STATE   ZIPCODE 
 
HOME PHONE     WORK PHONE    CELL PHONE 
 
EMPLOYER         RELATIONSHIP TO PATIENT  
 
SOCIAL SECURITY NUMBER       DATE OF BIRTH 
 

 
Dermatology Associates of Indiana 

8433 Harcourt Rd. Ste. 310 • Indianapolis, IN 46260 • 317-338-9393 • Fax 317-338-9399 

 
 
REFERRING PHYSICIAN    ADDRESS     PHONE 



Dermatology Associates of Indiana – HEALTH HISTORY 
 
Welcome to our office!  Good skin health requires a broad understanding of your past and present health.  Please 

complete the following questionnaire.  Thank you! 
  
 

Name: ________________________________ DOB: _____________ Age: _____    Sex:    M    F   
What is the reason for your visit today?________________________________________________ 
Occupation: ______________________________________ Today’s Date ____________________ 
 
  
Have you had any of the following conditions in the past?  Please place a check mark next to them.  
Skin Cancer 

 
 

 
Melanoma 

 
 

 
Atypical Moles 

 
  

Basel Cell Carcinoma 
 
 

 
Squamous Cell Carcinoma 

 
 

 
Actinic Keratosis 

 
  

T-Cell Lymphoma 
 
 

 
Other Cancer 

 
 

 
Diabetes 

 
  

Sarcoid 
 
 

 
Heart Disease 

 
 

 
Stroke / TIA 

 
  

Seizures / Epilepsy 
 
 

 
Thyroid Disease 

 
 

 
Lupus 

 
  

Hepatitis / Liver Disease 
 
 

 
Herpes Simplex 

 
 

 
Bleeding Disorder 

 
  

Chrohn’s / Colitis Disease 
 
 

 
Heart Valve 

 
 

 
Pacemaker 

 
  

Hip Replacement 
 
 

 
Cataracts 

 
 

 
Glaucoma 

 
  

Kidney / Renal Disease 
 
 

 
GYN Problems 

 
 

 
Depression 

 
 

  
Do you currently have any of the following conditions?  Please place a check mark next to them.  
Itchiness 

 
 

 
Dry Skin 

 
 

 
Oily Skin 

 
  

Irritated Lesions 
 
 

 
Changing Lesions 

 
 

 
Fever 

 
  

Fatigue 
 
 

 
Sweats 

 
 

 
Dry Eyes 

 
  

Nose Bleeds 
 
 

 
Swelling in Hands or Feet 

 
 

 
Wheezing 

 
  

Abdominal Pain 
 
 

 
Joint Pain 

 
 

 
Headache 

 
  

Depression 
 
 

 
Recent Weight Gain 

 
 

 
Recent Weight Loss 

 
  

Swollen Glands 
 
 

 
Itchy Eyes 

 
 

 
 

 
 

  
Please check any of the following conditions a family member (parent, children, grandparent) may have 
had  
Skin Cancer 

 
 

 
Melanoma 

 
 

 
Atypical Moles 

 
  

Acne 
 
 

 
Eczema 

 
 

 
Psoriasis 

 
  

Lupus 
 
 

 
Other Cancer 

 
 

 
Diabetes 

 
  

Sarcoid 
 
 

 
Heart Disease 

 
 

 
High Blood Pressure 

 
 

 

ALLERGIES:  Do you have any medication allergies?  Y   N   _______________________________________ 
            Do you have any other allergies?            Y  N    _______________________________________ 

 

HEALTH Do you smoke?  Yes _____  No ______ How Many Per Day? _________Quit Date __________ 
HABITS: Do you drink alcohol? Yes _________  No ________ How Much?  0-1 ______ 2+ _______ 
                     Do you spend long hours in the sun? Yes _________  No _______ 
                        Have you ever had a blistering sunburn? Yes _________  No ________ 
Female Only: Pregnant? Yes__  No __   Nursing? Yes__  No __  Trying to get Pregnant: Yes _____  No_____ 
  
CURRENT MEDICATIONS 

 
REASON FOR TAKING MEDICATION  

 
 
  

 
 
  

 
 
 

  
PAST OPERATIONS – DATE AND REASON  
 

 
  

 
 
 

 



 
 
ASSIGNMENT & RELEASE: 
 
I, THE UNDERSIGNED, HAVE INSURANCE COVERAGE WITH _________________________________  
AND ASSIGN DIRECTLY TO DERMATOLOGY ASSOCIATES OF INDIANA ALL MEDICAL BENEFITS, IF 
ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED.  I UNDERSTAND THAT I AM 
FINANCIALLY RESPONSIBLE FOR ALL CHARGES, WHETHER OR NOT PAID BY INSURANCE.  I HEREBY 
AUTHORIZE THE PHYSICIAN TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT 
OF BENEFITS.  I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL MY INSURANCE SUBMISSION: 
 
MEDICARE AUTHORIZATION: 
 
I REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE BENEFITS BE MADE TO DERMATOLOGY 
ASSOCIATES OF INDIANA FOR ANY SERVICES FURNISHED BY THE PHYSICIAN.  I AUTHORIZE ANY 
HOLDER OF MEDICAL INFORMATION TO RELEASE TO THE HEALTH CARE FINANCING 
ADMINISTRATION AND ITS AGENTS ANY INFORMATION NEEDED TO DETERMINE THESE BENEFITS OR 
THE BENEFITS PAYABLE FOR RELATED SERVICES.  I UNDERSTAND MY SIGNATURE REQUESTS THAT 
PAYMENT BE MADE AND AUTHORIZES RELEASE OF MEDICAL INFORMATION NECESSARY TO PAY THE 
CLAIM.  IF “OTHER HEALTH INSURANCE” IS INDICATED IN ITEM 9 OF THE HCFA-1500 CLAIM FORM, OR 
ELSEWHERE ON OTHER APPROVED CLAIM FORMS, OR ELECTRONICALLY SUBMITTED CLAIMS, MY 
SIGNATURE AUTHORIZES RELEASING THE INFORMATION TO THE INSURANCE AGENCY SHOWN.  IN 
MEDICARE ASSIGNED CASES, THE PHYSICIAN OR SUPPLIER AGREES TO ACCEPT THE CHARGE 
DETERMINATION OF THE MEDICARE CARRIER AS THE FULL CHARGES, AND THE PATIENT IS 
RESPONSIBLE ONLY FOR THE DEDUCTIBLE, CO-INSURANCE, AND ANY NONCOVERED SERVICES.  
CO-INSURANCE AND THE DEDUCTIBLE ARE BASED UPON THE CHARGE DETERMINATION OF THE 
MEDICARE CARRIER. 
 
PATIENT RESPONSIBILITY (ALL INSURANCES): 
 
I UNDERSTAND THAT I WILL BE HELD FINANCIALLY RESPONSIBLE FOR ANY BALANCES INCURRED IN 
THIS OFFICE OR CHARGES THAT ARE NOT PAID BY MY INSURANCE COMPANY DUE TO ANNUAL 
DEDUCTIBLES, CO-PAY AMOUNTS, CO-INSURANCE AMOUNTS, MISSED APPOINTMENT CHARGES, OR 
NSF/ACCOUNTS CLOSED.  THERE WILL BE A $20.00 SERVICE CHARGE FOR ANY RETURNED CHECKS.   
IF ANY BALANCE IS NOT PAID WHEN DUE, I AGREE TO PAY ALL COSTS OF COLLECTIONS; INCLUDING 
REASONABLE ATTORNEY FEES, COURT COSTS, AND THE COLLECTION AGENCIES FEES.  IF MY 
INSURANCE PLAN REQUIRES A PRE-AUTHORIZATION/REFERRAL FROM MY PRIMARY CARE 
PHYSICIAN, I AM RESPONSIBLE FOR OBTAINING THE PRE-AUTHORIZATION/REFERRAL INFORMATION 
PRIOR TO MY APPOINTMENT.  IF I DO NOT OBTAIN PRE-AUTHORIZATION/REFERRAL INFORMATION, I 
MAY BE ASKED TO RESCHEDULE MY APPOINTMENT UNTIL I RECEIVE THIS INFORMATION, OR I MAY 
CHOOSE TO PAY FOR SERVICES PROVIDED. 
 
 
 
 
 
 
 
 
 
 
SIGNATURE OF 
PATIENT OR LEGAL 
GUARDIAN:  ____________________________________________     DATE: _____________     
 
PRINT  
PATIENT’S NAME: _______________________________________ 

 
8433 Harcourt Road, Suite 310, Indianapolis, Indiana 46260, 317-338-9393, Fax 317-338-9399 

PREFERRED LAB:   
 
CHECK WITH YOUR INSURANCE COMPANY TO DETERMINE IF LAB WORK MUST BE DONE WITH A 
SPECIFIC LAB. THIS INFORMATION IS DUE AT THE TIME OF THE APPOINTMENT.   IT IS OUR OFFICE 
POLICY THAT ALL SPECIMENS REMOVED WILL BE ANALYZED IN THE LAB. 
 
Preferred Lab: __________________________________________________________________ 
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Patient Consent for Use and Disclosure  

of Protected Health Information 
 
With my consent, Dermatology Associates of Indiana may use and disclose protected health 
information (PHI) about me to carry out treatment, payment and healthcare operations (TPO).  Please 
refer to Dermatology Associates of Indiana’s Notice of Privacy Practices for a more complete 
description of such uses and disclosures.   
 
I have the right to review the Notice of Privacy Practices prior to signing this consent.  Dermatology 
Associates of Indiana reserves the right to revise its Notice of Privacy Practices at anytime.  A revised 
Notice of Privacy Practices may be obtained by forwarding a written request to Dermatology 
Associates of Indiana, Privacy Officer at 8433 Harcourt Road, Suite 310, Indianapolis, Indiana 46260. 
 
With my consent, Dermatology Associates of Indiana may call my home or other designated location 
and leave a message on voice mail or in person in reference to any items that assist the practice in 
carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my 
clinical care, including laboratory results among others.   
 
With my consent, Dermatology Associates of Indiana may mail to my home or other designated 
location any items that assist the practice in carrying out TPO, such as appointment reminder cards 
and patient statements as long as they are marked Personal and Confidential.   
 
With my consent, Dermatology Associates of Indiana may e-mail to my home or other designated 
location any items that assist the practice in carrying out TPO, such as appointment reminder cards 
and patient statements.  I have the right to request that Dermatology Associates of Indiana restrict how 
it uses or discloses my PHI to carry out TPO.  However, the practice is not required to agree to my 
requested restrictions, but if it does, it is bound by this agreement.   
 
By signing this form, I am consenting to Dermatology Associates of Indiana’s use and disclosure of 
my PHI to carry out TPO.  By signing this form, I am confirming that I have received a copy of 
Dermatology Associates of Indiana’s Notice of Privacy Practices. 
 
I may revoke my consent in writing except to the extent that the practice has already made disclosures 
in reliance upon my prior consent.  If I do not sign this consent, Dermatology Associates of Indiana 
may decline to provide treatment to me. 
 
__________________________________  __________________________________  
Patient’s Name     Signature of Patient or Legal Guardian 
 
__________________________________  __________________________________ 
Print Name of Patient or Legal Guardian  Date 
 

8433 Harcourt Road, Suite 310, Indianapolis, Indiana 46260, 317-338-9393, Fax 317-338-9399 
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