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Jason Green, DO, FAOCD, FAAD

PATIENT INFORMATION

Date:_______________________    Referred By:_______________________________________________________

Patient Name:__________________________________________________________________________________

Circle One:   Male or Female        Circle One:    Married  Single  Divorced  Widowed

Address:________________________________________________________________________________________

Phone Number:___________________________ Mobile Number:_____________________________ Check Preferred

Date of Birth:________________________   Email:______________________________________________________

Primary Care Physician:______________________________________ Phone # _______________________________

If Minor, name of parent or guardian:_________________________________________________________________

Emergency Contact Name:______________________________________Relationship__________________________

Phone Number:_______________________________________________

MEDICAL INFORMATION RELEASE (HIPAA RELEASE)

I authorize the release of information including the diagnosis, records, examinations rendered to me and claims information. This information may be released to:
(  ) Spouse / Name & phone number__________________________________________________________________

(  ) Child(ren) Name/phone number __________________________________________________________________

(  ) Other name/relationship/phone number____________________________________________________________
This release will remain in effect until terminated by me in writing.

MESSAGES
Please call:_______________________________________________________________________________________

(  ) You may leave a detailed message

(  ) Do not leave a detailed message, please leave a message asking me to return your call


Signature:________________________________________________________________________________________

Witness:_________________________________________________________________________________________

Date:_______________________________________________
NOTICE OF PRIVACY POLICIES/ACKNOWLEDGEMENT OF RECEIPT

Date:________________________

I Acknowledge I was provided with a copy of Green Dermatology & Cosmetic Center’s Notice of Privacy Policies.


Name: ______________________________________Signature________________________________________

If completed by a personal representative, please print and sign your name in the space below:


Name: ______________________________________Signature________________________________________


Relationship to patient: ________________________________________________________________________

I have made a good faith effort to obtain a written acknowledgement of receipt of Green Dermatology & Cosmetic Center’s Notice of Privacy policies but was unable for the following reason:

_______Patient refused to sign     ________Patient is unable to sign



Employee name/Signature_______________________________________________Date_____________________



Insurance Information


Insurance Company: _______________________________ID #___________________________________________

Subscriber Name: _________________________________Date of birth_____________________________________



Disclosure Statement

As a courtesy to you, we will file your charges to your insurance company for services our medical providers rendered today. Once payment is received, we will adjust certain balances according to our contracts with your insurance carrier. If we do not have a contract with your insurance carrier, you will be responsible for payment at the time of service.

I have spoken with an employee of Green Dermatology & Cosmetic Center and I understand fully that I am responsible for all amounts not covered by insurance. I also understand that in the event my insurance carrier does not pay, I am responsible for all additional charges incurred by Green Dermatology & Cosmetic Center or its agent to collect any debt.


Patient Signature: ________________________________________________Date_____________________________





Green Dermatology & Cosmetic Center Intake and History Form


Patient Name: ______________________________________________________________________

Preferred Pharmacy: ____________________________ Phone Number: _________________________

City or Zip Code: ________________________________

Medical History:

Please select any of the following medical conditions you have:

___Anxiety     ___ Arthritis   ___Asthma ____ Atrial Fibrillation ___Bone Marrow Transplant ___ BPH   ___Breast Cancer

___Colon Cancer   ___ COPD   ___Coronary Artery Disease   ___Depression ___Diabetes   ___End Stage Renal Disease

___GERD   ____Hay Fever    ___Hearing Loss   ___Hepatitis   ___Hypertension   ___HIV/AIDS   ___Hypercholesterolemia

__Hyperthyroidism   ___Leukemia   ___Lung Cancer   ___Lymphoma   ___Prostate Cancer   ___Radiation Therapy

___Seizures   ___Stroke   ___   NONE   Other: ___________________________________________________________

Past Surgical History:

___Appendix  ___Bladder  ___Breast Biopsy  ___Breast Lumpectomy  ___Mastectomy (right,  left or bilateral)

____ Colon, specify___________________________     ___Gall Bladder  ____Heart, specify ______________________

___ Joint replacement, specify __________________________ Kidney, specify ________________________________

___ Liver, specify  _____________________________  ____Ovaries, specify _________________________________

____Prostate, specify __________________________  Rectum, specify _____________________________________

_____  Spleen   ___Testicles, specify __________________  _____Uterus, specify____________________________

______None      Other:_____________________________________________________________________________

Skin Disease History:

___Acne   ____Actinic Keratoses   ____Basal Cell Skin Cancer   _____Squamous Cell Skin Cancer  ____Melanoma

___Blistering Sunburns  ___Dry Skin  ___Eczema  ___Flaking or Itchy Scalp  ____Poison Ivy  ___Precancerous Moles

___ Psoriasis  ___None  Other: _____________________________

Do you wear Sunscreen?    Yes      No    SPF?  _______________  Do you tan in a tanning bed?  _________________

How often do you exercise? __________________________  Caffeine Intake? _______________________________

Do you have a Family History of Melanoma? Yes    No   If yes, which relative? _______________________________




Medications: ___________________________________________________________________________________
  

______________________________________________________________________________________________


______________________________________________________________________________________________


Allergies: ______________________________________________________________________________________


______________________________________________________________________________________________


Smoking Status:   Circle One:              Current Smoker                Former Smoker             Never Smoker

Packs per day? __________   Total Years Smoking?  _______________________


Driving Status:    _______ Drives during the day                        _________ Drives at night




Signature:________________________________________________________________________________























Green Dermatology & Cosmetic Center

Financial Policy

We are committed to providing quality care to all of our patients. The following is a statement of our financial policy.

All Copayments, co-insurance and deductibles are due at the time of your visit. We accept Cash, Checks, Visa, Mastercard, American Express and Discover.

Insurance: As a courtesy, we will bill your insurance company for your visit and services. It is your responsibility to be familiar with your insurance terms, contract and coverage. It is the patient’s responsibility to understand Deductibles, copayment, co-insurance and what is covered what is not covered. It is the patient’s responsibility to give us accurate insurance information.

HMO/Referrals: It is the patient’s responsibility to obtain referrals from the primary care physician if required for your visit. If you receive treatment without proper referral or authorization, that is ultimately not covered, you will be responsible for all the services rendered.

Collections: Payment is due at the time services are rendered. Should your account become a collections problem, the patient assumes all costs of collection. The collection agency charges a fee of 30% of the balance. If your account goes into collections, you cannot be seen at our office until that balance is cleared with the collection agency.

Non-Covered Services: Cosmetic services are not covered by insurance and payment is due at the time of service. Some medical treatments are not covered by insurance; it is the patient’s responsibility to know whether the services are covered or not. Cosmetic consultations are $150. This fee can be applied toward any cosmetic service provided.

Products/Services: There are no guarantees in medicine. There is not guarantee written or implied that a product or service will satisfy all your needs. There are ABSOLUTELY NO REFUNDS for products or services rendered.

Cancellations/No Shows: Dr Green takes the time necessary to treat his patients as he would want to be treated. We DO NOT over-book, your appointment time is reserved for you. Taking care of patients properly takes time. Therefore, a “NO SHOW” fee of $50 will be charged if an appointment is not cancelled or rescheduled 24 hours in advance. Surgery “NO SHOW” fee is $100.

I HAVE READ AND FULLY UNDERSTAND THE FINANCIAL POLICY. I HEREBY AGREE TO RENDER PAYMENT IN ACCORDANCE WITH THE TERMS AND CONDITIONS SET FORTH ABOVE.

Patient/Responsible Party Name______________________________________________________________


Signature_____________________________________________ Date:  _______________________________
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