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NEW PATIENT REGISTRATION

LAST NAME.: SSN: - - DOB: / /
FIRST NAME: HOME ADDRESS:
MIDDLE: CITY, STATE, ZIP

[— — HOME PHONE: ( )
GENDER: FEMALE MALE

L L1

— — CELL PHONE: ( )

MARITAL STATUS: SING

¥
I

RACE: LANGUAGE!

E MARRIED DIVORCED WIDOWED
L L

REFERRED HERE BY:

DRUGSTORE NAME:

PHONE OR TOWN:

PRIMARY INSURANCE INFORMATION

INSURANCE COMPANY:

PoLicY HOLDER’S NAME:

PoLicy HOLDER’s DOB:

RELATIONSHIP TO PATIENT:

EMERGENCY CONTACT INFORMATION

IN CASE OF EMERGENCY, WHOM SHOULD WE NOTIFY:

RELATIONSHIP TO PATIENT:

WORK PHONE: ( )

I ! I |
WHICH SHOULD WE CALL FIRST? HOME &ELL \)\/ORK
| J | J | J

EMAIL ADDRESS:

PRIMARY CARE PHYSICIAN:

PHONE OR TOWN:

SECONDARY INSURANCE INFORMATION (F APPLICABLE)

INSURANCE COMPANY:

PoLicY HOLDER’'S NAME:

PoLicYy HOLDER’'s DOB:

RELATIONSHIP TO PATIENT:

PHONE NUMBER:( )

PLEASE PRESENT YOUR INSURANCE CARD(S) AND PHOTO |ID TO THE RECEPTIONIST. THE
RECEPTIONIST WILL SCAN AND RETURN THEM TO YOU AT THE END OF YOUR VISIT.

SIGNATURE OF RESPONSIBLE PARTY:

(MUST BE 18 YEARS OF AGE OR OLDER)

DATE:

PLEASE TURN THIS PAGE OVER. SIGNATURE IS NEEDED ON BACK

DERMATOLOGY
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OFFICE PoOLICY REGARDING PATIENT FINANCIAL RESPONSIBILITY

PROVIDING QUALITY MEDICAL CARE FOR OUR PATIENTS IS OUR PRIMARY CONCERN. THE FOLLOWING IS A
SUMMARY OF OUR FINANCIAL POLICY. WE WOULD BE HAPPY TO PROVIDE FURTHER CLARIFICATION IF NECESSARY.
WE ASK THAT YOU READ AND SIGN THE FOLLOWING TO ACKNOWLEDGE THAT YOU HAVE BEEN ADVISED OF YOUR
FINANCIAL RESPONSIBILITY FOR MEDICAL SERVICES PROVIDED HERE.

*PLEASE INITIAL EACH NUMBERED ITEM AND SIGN BELOW*

1. PRIOR TO SEEING A MEDICAL PROFESSIONAL AT THIS OFFICE | CAN REQUEST THAT A STAFF
MEMBER CAN DISCUSS THE LIKELY COSTS INVOLVED IN MY PROCEDURE(S) AND REVIEW MY FINANCIAL
RESPONSIBILITY.

2. THIS OFFICE PARTICIPATES WITH SOME INSURANCE PLANS. IT IS MY RESPONSIBILITY TO
PROVIDE THIS OFFICE WITH AN UP-TO-DATE INSURANCE CARD, AND TO NOTIFY THIS OFFICE OF ANY
CHANGES TO MY INSURANCE PLAN.

3. [ UNDERSTAND THAT INSURANCE MAY NOT COVER ALL FEES. | AM RESPONSIBLE FOR
UNDERSTANDING MY SPECIFIC INSURANCE PLAN AND FOR PAYMENT OF ALL CO-PAYS AND/OR
DEDUCTIBLE CHARGES AT THE TIME OF SERVICE. (A BILLING FORM CAN BE SUPPLIED TO YOU FOR OUT
OF NETWORK INSURANCE SUBMISSION IF REQUESTED.)

4. | UNDERSTAND THAT SOME PROCEDURES PERFORMED AT TROKHAN DERMATOLOGY, LLC ARE
CONSIDERED COSMETIC AND WILL NOT BE COVERED BY INSURANCE. (YOU WILL BE NOTIFIED BEFORE
ANY PROCEDURE IS PERFORMED IF THIS IS THE CASE.)

5. ANY LABORATORY ANALYSIS THAT IS REQUIRED CAN BE SENT TO AN EXTERNAL LABORATORY OF
MY CHOICE AND/OR AS REQUIRED BY MY INSURANCE.

6. THIS OFFICE DOES ACCEPT MEDICARE AND WILL FILE ALL CLAIMS FOR PATIENTS WITH
MEDICARE. (PLEASE GIVE US YOUR SECONDARY INSURANCE CARD AND WE WILL ALSO FILE IT.)

7. THIS OFFICE ACCEPTS PAYMENT IN THE FORM OF CASH, MASTERCARD, VISA, DISCOVER
OR AMERICAN EXPRESS. PERSONAL CHECKS ARE ONLY ACCEPTED FOR BILLING STATEMENTS THAT
WE SEND OUT TO YOU FROM THE OFFICE. | UNDERSTAND THAT ANY CHECKS RETURNED DUE TO
INSUFFICIENT FUNDS WILL RESULT IN A FEE OF $25.00 EACH.

8. [ UNDERSTAND THAT ANY REIMBURSEMENT SENT BY THE INSURANCE COMPANY DIRECTLY TO THE
PATIENT/INSURED FOR SERVICES RENDERED BY OUR DOCTORS WILL BE REMITTED TO THIS OFFICE
WITHIN 2 WEEKS OF RECEIPT OR EXTRA FEES WILL BE INCURRED.

9. [ UNDERSTAND THAT | HAVE FINANCIAL RESPONSIBILITY FOR PAYMENT OF MEDICAL SERVICES
PROVIDED BY THIS OFFICE, AND HEREBY ASSUME AND GUARANTEE PAYMENT OF ALL EXPENSES
INCURRED DURING MY OFFICE VISIT. SHOULD LEGAL ACTION BE REQUIRED TO SECURE PAYMENT OF THIS
ACCOUNT, | AGREE TO PAY THE LEGAL EXPENSES INCURRED BY THIS OFFICE.

[ HAVE READ AND UNDERSTAND THIS FINANCIAL POLICY AND AGREE TO ACCEPT RESPONSIBILITY AS
DESCRIBED.

SIGNATURE OF RESPONSIBLE PARTY: DATE:
(MUST BE 18 YEARS OF AGE OR OLDER)

DID YOU KNOW THERE IS A DENTIST, ORTHODONTIST, ENDODONTIST, PERIODONTIST, AND ORAL
SURGEON IN OUR CLOSTER OFFICE BUILDING, RIGHT UPSTAIRS?

(WELL, NOW YOU DO. ASK THE FRONT DESK FOR MORE INFORMATION)
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED BY TROKHAN DERMATOLOGY,
LLC AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

AS REQUIRED BY HIPAA, THIS NOTICE EXPLAINS HOW WE ARE REQUIRED TO MAINTAIN THE PRIVACY OF YOUR HEALTH
INFORMATION AND HOW WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION.

WE MAY USE AND DISCLOSE YOUR MEDICAL RECORDS ONLY FOR THE FOLLOWING PURPOSES: TREATMENT, PAYMENT, AND
HEALTH CARE OPERATIONS.

* TREATMENT MEANS PROVIDING, COORDINATING, OR MANAGING HEALTH CARE AND RELATED SERVICES BY ONE OR MORE
HEALTH CARE PROVIDERS. AN EXAMPLE OF THIS WOULD BE CONTACTING A PREVIOUS THERAPIST TO DISCUSS YOUR CASE.

* PAYMENT MEANS SUCH ACTIVITIES AS OBTAINING REIMBURSEMENT FOR SERVICES, CONFIRMING COVERAGE, BILLING OR
COLLECTION ACTIVITIES, AND UTILIZATION REVIEW.

* HEALTH CARE OPERATIONS INCLUDE THE BUSINESS ASPECTS OF RUNNING OUR PRACTICE SUCH AS CONDUCTING QUALITY
ASSESSMENT AND IMPROVEMENT ACTIVITIES, AUDITING FUNCTIONS, COST- MANAGEMENT ANALYSIS, AND CUSTOMER SERVICE.

WE MAY ALSO CREATE AND DISTRIBUTE “DE-DENTIFIED” HEALTH INFORMATION BY REMOVING ALL REFERENCES TO
INDIVIDUALLY IDENTIFIABLE INFORMATION.

WE MAY CONTACT YOU TO PROVIDE APPOINTMENT REMINDERS OR INFORMATION ABOUT TREATMENT ALTERNATIVES OR OTHER
HEALTH-RELATED BENEFITS AND SERVICES THAT MAY BE OF INTEREST TO YOU. ANY OTHER USES AND DISCLOSURES WILL BE
MADE ONLY WITH YOUR WRITTEN AUTHORIZATION. YOU MAY REVOKE SUCH AUTHORIZATION IN WRITING, AND WE ARE REQUIRED
TO HONOR AND ABIDE BY THAT WRITTEN REQUEST, EXCEPT TO THE EXTENT THAT WE HAVE ALREADY TAKEN ACTIONS RELYING
ON YOUR AUTHORIZATION. YOU HAVE THE FOLLOWING RIGHTS WITH RESPECT TO YOUR PROTECTED HEALTH INFORMATION,
WHICH YOU CAN EXERCISE BY PRESENTING A WRITTEN REQUEST TO OUR OFFICE!

*THE RIGHT TO REQUEST RESTRICTIONS ON CERTAIN USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION,
INCLUDING THOSE RELATED TO DISCLOSURES TO YOUR IMMEDIATE FAMILY MEMBERS, OTHER RELATIVES, CLOSE PERSONAL
FRIENDS OR OTHER INDIVIDUALS YOU IDENTIFY. WE ARE, HOWEVER, NOT REQUIRED TO AGREE TO A REQUESTED RESTRICTION.
IF WE DO AGREE TO A RESTRICTION, WE MUST ABIDE BY IT UNLESS YOU AGREE IN WRITING TO REMOVE IT.

*THE RIGHT TO REASONABLE REQUESTS TO RECEIVE CONFIDENTIAL COMMUNICATIONS OF PROTECTED HEALTH INFORMATION
FROM US BY ALTERNATIVE MEANS OR AT ALTERNATIVE LOCATIONS.

*THE RIGHT TO INSPECT AND COPY YOUR PROTECTED HEALTH INFORMATION.

*THE RIGHT TO AMEND YOUR PROTECTED HEALTH INFORMATION.

*THE RIGHT TO RECEIVE AN ACCOUNTING OF DISCLOSURES OF PROTECTED HEALTH INFORMATION.

*THE RIGHT TO OBTAIN A PAPER COPY OF THIS NOTICE FROM US UPON REQUEST.

WE ARE REQUIRED BY LAW TO MAINTAIN THE PRIVACY OF YOUR PROTECTED HEALTH INFORMATION AND TO PROVIDE YOU WITH
NOTICE OF OUR LEGAL DUTIES AND PRIVACY PRACTICES WITH RESPECT TO PROTECTED HEALTH INFORMATION.

PLEASE NOTE THAT THERE IS NO VIOLATION OF PRIVACY WHEN YOU ARE CALLED BY NAME FOR YOUR EXAMINATION OR IF YOU
SHOULD OVERHEAR PART OF A TELEPHONE CONVERSATION WHILE CHECKING OUT. THESE TYPES OF INCIDENTAL DISCLOSURES
ARE ACKNOWLEDGED BY HIPAA AS BEING AN INEVITABLE CONSEQUENCE OF THE PRACTICAL LIMITATIONS OF SPACE. THE
OFFICE MAKES EVERY ATTEMPT TO PROTECT YOUR PERSONAL HEALTH INFORMATION AS THE ACT REQUIRES BY BEING CAREFUL
THAT IT IS NOT AVAILABLE TO THOSE WHO SHOULD NOT HAVE ACCESS TO IT.

THIS NOTICE IS EFFECTIVE AS OF APRIL 14, 2003, AND WE ARE REQUIRED TO ABIDE BY THE TERMS OF THE NOTICE OF
PRIVACY PRACTICES CURRENTLY IN EFFECT. WE RESERVE THE RIGHT TO CHANGE THE TERMS OF OUR NOTICE OF PRIVACY
PRACTICES AND TO MAKE THE NEW NOTICE PROVISIONS EFFECTIVE FOR ALL PROTECTED HEALTH INFORMATION THAT WE
MAINTAIN. WE WILL POST AND YOU MAY REQUEST A WRITTEN COPY OF A REVISED NOTICE OF PRIVACY PRACTICES FROM THIS
OFFICE.

YOU HAVE RECOURSE IF YOU FEEL THAT YOUR PRIVACY PROTECTIONS HAVE BEEN VIOLATED. YOU HAVE THE RIGHT TO FILE A
WRITTEN COMPLAINT WITH OUR OFFICE, OR WITH THE DEPARTMENT OF HEALTH & HUMAN SERVICES, OFFICE OF CIVIL
RIGHTS, ABOUT VIOLATIONS OF THE PROVISIONS OF THIS NOTICE OR THE POLICIES AND PROCEDURES OF OUR OFFICE. WE
WILL NOT RETALIATE AGAINST YOU FOR FILING A COMPLAINT.

| HAVE BEEN NOTIFIED OF THE UPDATED NOTICE OF PRIVACY RIGHTS AND UNDERSTAND | CAN REQUEST OF COPY OF THEM.

SIGNATURE OF RESPONSIBLE PARTY: DATE:
(MUST BE 18 YEARS OF AGE OR OLDER)

PLEASE TURN THIS PAGE OVER. SIGNATURE IS NEEDED ON BACK

DERMATOLOGY ORTHOPAEDIC SURGERY



DERMATOLOGY PATIENTS ONLY:

| UNDERSTAND THAT DERMATOLOGISTS OFTEN PERFORM BIOPSIES, LIQUID NITROGEN TREATMENTS OR MINOR
SKIN SURGERIES.

| ALSO UNDERSTAND THAT ANY TIME MY SKIN IS CUT (FOR A BIOPSY OR MINOR SKIN SURGERY) THERE IS A RISK OF
SCARRING, BLEEDING, INFECTION, ALLERGIC REACTIONS, SWELLING, RECURRENCE AND IF THE BIOPSY OR
SURGERY IS NEAR THE EYES OR FOREHEAD, BRUISING AROUND MY EYES.

| ALSO UNDERSTAND THAT ANY TIME LIQUID NITROGEN IS USED TO TREAT MY SKIN, A BLISTER MAY FORM AND THE
TREATMENT MAY RESULT IN A LIGHTER OR DARKER DISCOLORATION OF THE AREA TREATED.

BY MY SIGNATURE BELOW, | HEREBY GIVE THE PHYSICIANS AT TROKHAN DERMATOLOGY, LLC AUTHORIZATION TO
TREAT MY SKIN WITH A
BIOPSY, LIQUID NITROGEN OR MINOR SKIN SURGERY.

SIGNATURE OF RESPONSIBLE PARTY: DATE:
(MUST BE 18 YEARS OF AGE OR OLDER)

MEDICARE PATIENTS ONLY:

THIS OFFICE IS REQUIRED TO KEEP YOUR SIGNATURE ON FILE AUTHORIZING US TO FILE CLAIMS TO MEDICARE FOR
YOU AND TO RELEASE INFORMATION TO THAT PAYOR IF THEY REQUIRE IT FOR THE PROPER CONSIDERATION OF A
CLAIM. PLEASE READ AND SIGN THE FOLLOWING STATEMENT:

[ AUTHORIZE ANY HOLDER OF MEDICAL OR OTHER INFORMATION ABOUT ME TO RELEASE TO THE CENTERS OF
MEDICARE AND MEDICAID SERVICES OR ITS INTERMEDIARIES OR CARRIER ANY INFORMATION NEEDED FOR THIS OR
A RELATED MEDICARE CLAIM. | PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL,
AND REQUEST PAYMENT OF MEDICAL INSURANCE BENEFITS EITHER TO MYSELF OR THE PARTY WHO ACCEPTS
ASSIGNMENT. REGULATIONS PERTAINING TO MEDICARE ASSIGNMENT OF BENEFITS APPLY. | UNDERSTAND THAT |
CAN REVOKE THIS AUTHORIZATION IN WRITING AT ANY TIME.

SIGNATURE OF RESPONSIBLE PARTY: DATE:
(MUST BE 18 YEARS OF AGE OR OLDER)

ALL PATIENTS:

| HEREBY AUTHORIZE ANY PHYSICIAN, HEALTH CARE PRACTITIONER, HOSPITAL, CLINIC, OR OTHER MEDICAL OR
MEDICALLY RELATED FACILITY TO FURNISH ANY AND ALL RECORDS, MEDICAL HISTORY, SERVICES RENDERED OR
TREATMENT GIVEN TO ME OR ANY DEPENDENT FOR PURPOSES OF REVIEW, INVESTIGATION, OR EVALUATION OF ANY
CLAIM SUBMITTED TO MY INSURER. | ALSO AUTHORIZE MY INSURER TO DISCLOSE TO A HOSPITAL OR HEALTH CARE
SERVICE PLAN, SELF-INSURER, OR ANY INSURER, ANY MEDICAL INFORMATION OBTAINED IF SUCH DISCLOSURE IS
NECESSARY TO ALLOW THE PROCESSING OF ANY CLAIM.

IF MY COVERAGE IS UNDER A GROUP CONTRACT HELD BY AN EMPLOYER, AN ASSOCIATION, TRUST FUND, UNION,
OR SIMILAR ENTITY, THIS AUTHORIZATION ALSO PERMITS DISCLOSURE TO THEM FOR PURPOSES OF UTILIZATION
REVIEW OR AUDIT.

THIS AUTHORIZATION SHALL BECOME EFFECTIVE IMMEDIATELY UPON EXECUTION AND SHALL REMAIN IN EFFECT
FOR THE DURATION OF ANY CLAIM OR TERM OF COVERAGE WITH MY INSURER, INCLUDING A REASONABLE TIME
THEREAFTER, UNTIL ITS FINAL CONSUMMATION. THIS AUTHORIZATION SHALL BE BINDING UPON, ME, MY
DEPENDENTS, AND OUR HEIRS, EXECUTORS, AND ADMINISTRATORS.

SIGNATURE OF RESPONSIBLE PARTY: DATE:
(MUST BE 18 YEARS OF AGE OR OLDER)

VisiIT www. TROKHAN.COM FOR MORE INFORMATION ABOUT OUR DOCTORS

DERMATOLOGY ORTHOPAEDIC SURGERY



Past Medical History

Do you have a history of or are currently being treated for any of the following?

Yes
Yes
Yes
Yes
Yes

No
No
No
No
No

Pregnant (currently)
Problems with healing
Melanoma

Cancer, basal cell
Cancer, squamous cell

Asthma O Yes O No
High Blood Pressure O Yes O No
Diabetes O Yes O No
High cholesterol O Yes O No
Arthritis O Yes O No
Urinary tract infections O Yes O No
Depression O Yes O No
Hepatitis C O Yes O No
Seizures O Yes O No
Tuberculosis O Yes O No
Environmental allergies O Yes O No
Eczema O Yes O No
Psoriasis O Yes O No
History of stroke O Yes O No
Gall stones O Yes O No
Mitral valve prolapse O Yes O No
Lupus O Yes O No
Blood clots O Yes O No
HIV O Yes O No

O O

O O

O O

O O

O O
Heart disease O Yes O No
Peptic ulcer disease O Yes O No
Thyroid disease O Yes O No
Bowel disorders O Yes O No
Cancer O Yes O No

If you answered “yes” to any of the last 5 questions, or have a medical condition that is
not listed, please specify below:

Do you take any medications? Please list them here:

Do you have any allergies to any medications, drugs or over the counter preparations? If
yes, please list them here:




Family History

Have you or any members of your family had any of the following?

Skin Cancer O Yes O No
Eczema O Yes O No
Psoriasis O Yes O No
Diabetes O Yes O No
Asthma O Yes O No

Social History

Do you drink alcohol? O Yes O No

Do you smoke? O Yes
Do you have a history of venereal diseases? O Yes
Have you travelled outside US in the past three months? O Yes

Please list and date any prior surgeries or hospitalizations:

O sometimes
O No
O No
O No

Areas of Aesthetic Concern: (please check all that apply):

__Fine lines _ Unwanted hair
__Lines around nose and mouth ___Rough skin texture
__ Brown spots __Short eyelashes
__Uneven skin tone __ Broken blood vessels

__ Dry skin
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