Name________________________________________________________________   (_______________________)
         	                   First Name	                                                Middle		Last Name                                         	(Maiden)                           

  Address_________________________________________________ Home Phone #_____________________

 City______________________ State___________  Zip Code____________  Cell Phone #__________________

Sex:    M   F         Age______      Date of Birth_______________________   Marital Status___________________

Patient Employer_____________________________________________                 Wk Phone_______________________
Todays copay will be paid by:   cash______    check_____ credit/debit card______     
_____________________________________________________________________________    

Family Doctor:_____________________________________    Referred By:_____________________________
  

Preferred Pharmacy: ____________________________________________        _________________________________
			                            (Pharmacy Name)	                                                                       (Location)
Primary Insurance:
Insurance Co___________________________________  Subscriber Name______________________________

Subscriber DOB:_________________________ Subscribers Employer__________________________________

                         *Relationship to patient:       SELF            PARENT           SPOUSE            

PLEASE READ AND SIGN!!
*Our Team of providers includes: Dr. Alice Joyce-dermatologist;   Danielle Lockard, PA-C- physician assistant; 
and Dr. Patrick McLucas-general practice licensed physician with a special interest in dermatology.
*Patients under the age of 18 must be accompanied by an adult
*It is our office policy that payment for office visits are due at the time of service, and I understand that I am responsible for any amount not covered by my insurance. Also, there will be a service charge of 1.5% per month on balances carried more than 30 days. Minimum finance charge of  $1.00.
*2 or more appointments missed or cancelled without 24 hr notice may result in discharge from our office
*Only minors or handicapped patients may be accompanied by a family member to the exam room
*I authorize Altoona Dermatology Associates to fax or email my medical records to my primary care physician upon request
BY SIGNING BELOW I ACKNOWLEDGE I HAVE READ THE OFFICE POLICIES AND HAVE BEEN OFFERED A COPY OF THE PRIVACY POLICIES
STATEMENT TO PERMIT PAYMENT OF MEDICARE/COMMERCIAL INSURANCE BENEFITS TO ALTOONA DERMATOLOGY:
I certify that the information given by me in applying for payment under title XVIII of the social security act is correct. I authorize my holder of medical or other information about me to release to the social security administration or it’s intermediaries or carriers any information needed for this or a related medical claim. I request the payment of authorized benefits be made on my behalf. I assign the benefits payable for physician services to the physicians furnishing the service or authorize such physician or organization to submit a claim for payment. I request that payment under the medical insurance program be made to Altoona Dermatology Associates.

***I give permission to release information/pathology results to the following family members:
____________________________________________________________________________________________________________________________________________________________________________________________________

Date:____________________________ Signature:X_______________________________________________________
[bookmark: _GoBack]
Altoona Dermatology Associates
1101 Logan Blvd Altoona PA 16602

NAME:________________________________ Date of Birth:_____________

DRUG ALLERGIES:
_________________________________________________

_________________________________________________

ATTACH MEDICATION LIST OR LIST CURRENT MEDICATIONS:

___________________________		___________________________

___________________________		___________________________

___________________________		___________________________

___________________________		___________________________

___________________________		___________________________

___________________________		___________________________

1. HAVE YOU EVER BEEN TREATED FOR A SKIN CANCER?      YES       NO
              IF YES, LOCATION AND DATE OF SKIN CANCER:_______________________________________

2. DO YOU HAVE A FAMILY HISTORY OF MELANOMA?           YES       NO

3. HAVE YOU EVER HAD A REACTION TO NOVACAINE OR XYLOCAINE?    YES       NO

4. DO YOU FAINT EASILY?     YES    NO

5. HAVE YOU RECEIVED YOUR FLU SHOT THIS SEASON     			  YES            NO
6. HAVE YOU RECEIVED YOUR PNEUMONIA VACCINE         			  YES            NO
7. DO YOU HAVE AN ADVANCED DIRECTIVE ON FILE (LIVING WILL) 		  YES            NO

SIGNATURE X_____________________________________DATE:______________________________
              **YOU MAY FAX COMPLETED FORMS TO OUR OFFICE AT (814) 943-1808**
*****************************************************************************

PHYSICIAN SIGNATURE:_____________________________DATE:______________________

