PATIENT INFORMATION

DATE: ______________

NAME _________________________________________________________________


(Last)


(First)


(MI)

(Male or Female)

ADDRESS______________________APT.____CITY___________STATE____ZIP___

HOME TELEPHONE____________________ WORK TELEPHONE_______________

MARITAL STATUS: S____ M ____ D____W____  BIRTHDATE:_________________

SOCIAL SECURITY #:___________________________

PRIMARY PHYSICIAN:________________________ TELEPHONE:______________

REFERRING PHYSICIAN:______________________ TELEPHONE:______________

EMPLOYER NAME:___________________________ OCCUPATION:_____________

WORK ADDRESS______________________________ CITY___________ ZIP______

NAME OF SPOUSE: ______________________________________________________

(or parent if minor)

(Last)


(First)


(MI)

SOCIAL SECURITY#:__________________________ BIRTHDATE:______________

SPOUSE’S EMPLOYER ________________________ OCCUPATION:_____________

WORK ADDRESS:_______________________ CITY__________ ZIP______________

IN CASE OF EMERGENCY,

NOTIFY____________________________ TELEPHONE:_______________________

PLEASE GIVE INSURANCE CARDS TO RECEPTIONIST TO BE COPIED

ASSIGNMENT OF BENEFITS:


RELEASE OF INFORMATION:

I authorize payment of medical benefits to 

I authorize the release of any medical


myself or the named provider for professional 
information necessary to process this 

services rendered.




claim.

Signed:_______________ Date:___________
Signed:_____________ Date:____​​​__

WE DO NOT RENDER CARE SIMPLY TO COLLECT MONEY, BUT WE MUST COLLECT MONEY TO CONTINUE RENDERING CARE. In the event that any balance remains unpaid, I will be responsible for expenses associated with collection, including reasonable attorney’s fee and/or court costs.

____________________



______________________________

Date






Patient Signature or Parent if Minor

INITIAL VISIT QUESTIONNAIRE

To help give you the best possible care, please, carefully complete all questions on this form. If unaware of an answer, leave it blank. (Circle “yes” or “no” where indicated).

I. HAVE YOU EVER HAD OR BEEN TREATED FOR ANY OF THE FOLLOWING?

1. duodenal or peptic ulcer……………………………………………….yes    no

2. other intestinal disease or colitis……………………………………….yes   no

3. liver disease or gallbladder disease…………………………………….yes   no

4. lung disease (tuberculosis, pleurisy, other)……………………………yes    no

5. heart disease (rheumatic fever, pacemaker, other)…………………….yes    no

6. high blood pressure…………………………………………………….yes   no

7. stroke…………………………………………………………………..yes    no

8. kidney disease………………………………………………………….yes    no

9. urinary or bladder problem or infection……………………………….yes     no

10. venereal disease………………………………………………………yes    no

11. blood disorder or lymph gland disorder……………………................yes    no

12. eye disease (glaucoma, cataract, cataract, cataract surgery, other).......yes    no

13. arthritis, joint problem or bone disease……………………………….yes    no

14. thrombophlebitis……………………………………………...............yes     no

15. cancer………………………………………………………………….yes    no

16. frequent infections (skin or other)…………………………………….yes    no

17. neurological disorder……………………………………………….....yes    no

18. emotional or psychiatric problem……………………………………..yes    no

II. HAVE YOU OR ANY MEMBERS OF YOUR FAMILY (SPECIFY WHO) HAD 

1. asthma………………………………………………………………….yes   no

2. hay fever……………………………………………………………….yes    no

3. eczema…………………………………………………………………yes    no

4. hives……………………………………………………………………yes    no

5. diabetes………………………………………………………………...yes    no

6. psoriasis………………………………………………………………..yes    no

7. skin cancer……………………………………………………………..yes    no

8. glaucoma……………………………………………………………….yes    no

9. other skin conditions (specify) ………………………………………..yes    no

III. HAVE YOU EVER HAD

1. excessive bleeding……………………………………………………..yes    no

2. difficulty with the healing of wounds………………………………….yes    no

3. overgrown scars or keloids…………………………………………….yes    no

4. allergy to local anesthetics……………………………………………..yes    no

IV. HAVE YOU PREVIOUSLY HAD A SKIN PROBLEM OR BEEN UNDER THE CARE OF A DERMATOLOGIST? IF YES, DESCRIBE:

______________________________________________________________________________________________________________________________________________________________________________________________________

V. HAVE YOU EVER BEEN GIVEN X-RAY OR GRENZ TREATMENTS TO YOUR SKIN?...............................................................................................yes    no

VI. DO YOU TAKE ANY MEDICINES, DRUGS OR OVER THE COUNTER PREPARATIONS OR REMEDIES?...........................................................yes    no

VII. DO YOU SMOKE?......................................................................................yes    no

DO YOU DRINK ALCOHOLIC BEVERAGES?.......................................yes    no

VIII. ARE YOU ALLERGIC TO ANY MEDICINES, DRUGS OR OVER THE COUNTER PREPARATIONS OR REMEDIES?.......................................yes    no

If yes, please list ____________________________________________________

IX. HOSPITALIZATIONS AND SURGERY (Please give approximate dates)

____________________________________________________________________________________________________________________________________

X. OUR DOCTORS RECOMMEND FULL BODY SKIN EXAMINATIONS BECAUSE OF THE HIGH RISK OF SKIN CANCER; WOULD YOU LIKE A FULL BODY SKIN EXAM? ……………………………………………..yes    no

XI. FOR WOMEN ONLY:

Have you had vaginal yeast infections?.......................................................yes    no

Are you pregnant?........................................................................................yes    no

Are you currently planning a pregnancy?....................................................yes    no

PLEASE INFORM THE DOCTOR AT ANYTIME IF YOU DO PLAN TO OR BECOME PREGNANT DURING YOUR TREATMENT PERIOD.

____________________________________

PATIENT’S NAME

____________________________________

PATIENT’S SIGNATURE

_____________________________________

PARENT’S SIGNATURE IF PATIENT IS A 

MINOR

Dermatology Consultants of Broward

Dermatology and Dermatologic Surgery

Robert A. Snyder, M.D.

Phi-Van Le, M.D.

Quang Le, M.D.

Anna Drosou, M.D.

    Ewa Kolanko, M.D.  

Diplomates, American Board of Dermatology

                   ACKNOWLEDGEMENT OF RECEIPT OF

                         NOTICE OF PRIVACY PRACTICES

I, _______________________________________________________, have received a copy of this office’s Notice of Privacy Practices.

Name: ________________________________________________________________________

Signature: _____________________________________________________________________

Date: _________________________________________________________________________

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

____ Individual refused to sign

____ Communication barriers prohibited obtaining the acknowledgement 

____ An emergency situation prevented us from obtaining acknowledgement 

____ Other ____________________________________________________________________

603 N. Flamingo Road, Suite 350, Pembroke Pines, Florida 33028

Phone (954)435-5100  Fax (954)435-5816

2625 Executive Park Drive, Suite 7, Weston, Florida 33331

Phone (954)385-1544  Fax (954)385-1533

Dermatology Consultants of Broward

Dermatology and Dermatologic Surgery

Robert A. Snyder, M.D.

Phi-Van Le, M.D.

Quang Le, M.D.

Anna Drosou, M.D.

Ewa Kolanko, M.D.

Diplomates, American Board of Dermatology

CONSENT TO TALK ABOUT BILLING ISSUES

Patient Name: ______________________________   DOB:____________________________

Telephone Numbers ____________________________ or _____________________________

In case the staff needs to discuss insurance issues, or any issues relating to balance due on bills, I give permission to talk to the following:

_______ Spouse       Name __________________________

_______ Other        Name ___________________________

_______________________________________________   _____________________________

Patient Signature





 Date

603 N. Flamingo Road, Suite 350, Pembroke Pines, Florida 33028

Phone (954)435-5100  Fax (954)435-5816

2625 Executive Park Drive, Suite 7, Weston, Florida 33331

Phone (954)385-1544  Fax (954)385-1533

