NEW PATIENT REGISTRATION

LAST NAME: SSN: - - DOB: / /
FIRST NAME: HOME ADDRESS:
MIDDLE: CITY, STATE, ZIP
[ [ HOME PHONE: C )
GENDER: FEMALE MALE
[E— [E—
[— [— [— [— *CELL PHONE: C )
MARITAL STATUS: SINGLE MARRIED DIVORCED WIDOWED

WORK PHONE: C b)

RACE: LANGUAGE:

*EMAIL ADDRESS:

* APPOINTMENT REMINDERS AND BALANCES WILL ONLY BE SENT ELECTRONICALLY

REFERRED HERE BY:

DRUGSTORE NAME: PRIMARY CARE PHYSICIAN:

PHONE OR TOWN: PHONE OR TOWN:

PRIMARY INSURANCE INFORMATION SECONDARY INSURANCE INFORMATION (F APPLICABLE)
INSURANCE COMPANY: INSURANCE COMPANY:

PoLIcY HOLDER’S NAME: PoLicYy HOLDER’S NAME:

PoLicy HOLDER’S DOB: PoLicy HOLDER’S DOB:

RELATIONSHIP TO PATIENT: RELATIONSHIP TO PATIENT:

EMERGENCY CONTACT INFORMATION

IN CASE OF EMERGENCY, WHOM SHOULD WE NOTIFY:

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: DATE:

(MUST BE 18 YEARS OF AGE OR OLDER)

PLEASE TURN THIS PAGE OVER. SIGNATURE IS NEEDED ON BACK

DERMATOLOGY ORTHOPAEDIC SURGERY



OFFICE PoLICcY 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
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.) ANY RETURNED CHECKS WILL INCUR A $35.00 FEE THAT WILL BE
ADDED TO THE BALANCE DUE.

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. FOR PATIENTS SEEING ORTHOPAEDIC SURGEONS, A $50.00 FEE OR A COPAYMENT, WHICHEVER IS
HIGHER, WILL BE COLLECTED AT EACH VISIT. THIS IS USED TOWARDS INSURANCE DEDUCTIBLES.

7. | 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.

8. | 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.

I 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)

DERMATOLOGY ORTHOPAEDIC SURGERY



NOTICE OF PRIVACY PRACTICES

OUR NOTICE OF PRIVACY PRACTICES PROVIDES INFORMATION ABOUT HOW WE MAY USE AND DISCLOSE PROTECTED HEALTH
INFORMATION ABOUT YOU. YOU HAVE THE RIGHT TO REVIEW OUR NOTICE BEFORE SIGNING THIS CONSENT. THE TERMS OF OUR
NOTICE MAY CHANGE. |IF WE CHANGE OUR NOTICE, YOU MAY OBTAIN A REVISED COPY AT ANY TIME BY CONTACTING OUR OFFICE.

WE MAY USE AND DISCLOSE YOUR MEDICAL RECORDS ONLY FOR THE FOLLOWING PURPOSES: TREATMENT, PAYMENT, AND HEALTH
CARE OPERATIONS. WE MAY ALSO CREATE AND DISTRIBUTE “DE-IDENTIFIED” 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. 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 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.

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

SIGNATURE OF RESPONSIBLE PARTY: DATE:
(MuUsST 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.

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

DERMATOLOGY PATIENTS ONLY:

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

I 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. OUR PHYSICIANS WILL ALWAYS DISCUSS THE PROCEDURE WITH YOU
AND BE GIVEN CONSENT BY YOU BEFORE ANY PROCEDURE IS PERFORMED.

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

DERMATOLOGY ORTHOPAEDIC SURGERY



AUTHORIZATION FOR RELEASE OF INFORMATION

PATIENT NAME: DATE OF BIRTH:

TROKHAN DERMATOLOGY, TROKHAN ORTHOPAEDICS, AND PARRON ORTHOPAEDICS IS AUTHORIZED TO RELEASE PROTECTED HEALTH
INFORMATION, BOTH MEDICAL AND FINANCIAL, OR LEAVE MESSAGES ABOUT LAB/TEST/X-RAY RESULTS REGARDING THE ABOVE
PATIENT TO THE ENTITIES BELOW:

1
VOICEMAIL (PLEASE MARK YES OR NO): YES NO
( ) [ I

SPOUSE (PROVIDE NAME):

PARENT (PROVIDE NAME):

OTHER (PROVIDE NAME):

CANCELLATION/ NO-SHOW/APPOINTMENT POLICY

1.FOR DOCTOR APPOINTMENTS: WE UNDERSTAND THERE ARE TIMES WHEN YOU MUST MISS AN APPOINTMENT DUE
TO EMERGENCIES OR FAMILY OBLIGATIONS FOR WORK OR FAMILY. HOWEVER, WHEN YOU DO NOT CALL TO
CANCEL AN APPOINTMENT, YOU MAY BE PREVENTING ANOTHER PATIENT FROM GETTING MUCH NEEDED
TREATMENT. CONVERSELY, THE SITUATION MAY ARISE WHEN ANOTHER PATIENT FAILS TO CANCEL AND WE ARE
UNABLE TO SCHEDULE YOU FOR A VISIT, DUE TO A SEEMINGLY “FULL” SCHEDULE. IF AN APPOINTMENT IS NOT
CANCELLED AT LEAST 24 HOURS IN ADVANCE YOU WILL BE CHARGED A $50.00 FEE; THIS WILL NOT BE
COVERED BY YOUR INSURANCE COMPANY

2.FOR SURGERY OR COSMETIC APPOINTMENTS: DUE TO THE LARGER BLOCK OF TIME ALLOTTED FOR THESE TYPE OF
VISITS, LAST MINUTE CANCELLATIONS CAN CAUSE SCHEDULING PROBLEMS AND ADDED EXPENSES FOR THE
OFFICES. IF THESE APPOINTMENTS ARE NOT CANCELLED AT LEAST 24 HOURS IN ADVANCE, YOU WILL BE
CHARGED A $100.00 FEE; THIS FEE WILL NOT BE COVERED BY YOUR INSURANCE COMPANY.

3.WE WILL REQUIRE THAT PATIENTS WITH BALANCES PAY THEIR ACCOUNT BALANCES TO ZERO PRIOR TO RECEIVING
ANY FURTHER SERVICES BY OUR PRACTICE. PATIENTS WHO HAVE QUESTIONS ABOUT THEIR BILLS OR WHO
WOULD LIKE TO DISCUSS A PAYMENT PLAN OPTION MAY CALL AND ASK TO SPEAK TO OUR OFFICE MANAGER WITH
WHOM THEY CAN REVIEW THEIR ACCOUNT AND CONCERNS. PATIENTS WITH BALANCES OVER $100 MUST MAKE
PAYMENT ARRANGEMENTS PRIOR TO FUTURE APPOINTMENTS BEING MADE.

I ACKNOWLEDGE THAT | HAVE READ THE ABOVE.

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

DERMATOLOGY ORTHOPAEDIC SURGERY



CREDIT CARD ON FILE PATIENT POLICY FORM

WE HAVE IMPLEMENTED A POLICY A CREDIT CARD HELD ON FILE POLICY. AS YOU MAY BE AWARE, THE CURRENT
HEALTHCARE MARKET HAS RESULTED IN INSURANCE POLICIES INCREASINGLY TRANSFERRING COSTS TO YOU, THE
INSURED. SOME INSURANCE PLANS REQUIRE DEDUCTIBLES AND COPAYMENTS IN AMOUNTS NOT KNOWN TO YOU OR
US AT THE TIME OF YOUR VISIT. TO MAKE MANAGING PAYMENTS EASIER FOR BOTH OUR PATIENTS AND OUR STAFF,
WE WILL NOW ASK YOU FOR A CREDIT CARD AT THE TIME OF CHECK-IN, SIMILAR TO HOTELS OR CAR RENTAL
AGENCIES, AS WELL AS MANY OTHER PHYSICIAN OFFICES. YOUR CARD INFORMATION WILL BE HELD SECURELY
UNTIL YOUR INSURANCES HAVE PAID THEIR PORTION AND NOTIFIED US OF THE AMOUNT YOU OWE. ANY REMAINING
BALANCE OWED BY YOU WILL BE CHARGED TO YOUR CARD ON FILE IF IT REMAINS UNPAID FOR MORE THAN 30 DAYS.
A RECEIPT SUBSEQUENTLY WILL BE EMAILED TO YOU.

CARDS ON FILE CAN BE USED FOR THE FOLLOWING REASONS:
1) COPAYMENTS
2)NO SHOW OR LATE CANCELLATION FEES
3)OUTSTANDING BALANCES GREATER THAN 30 DAYS PAST DUE
4)CREDITS DUE TO YOU, THE PATIENT

THIS WILL NOT COMPROMISE YOUR ABILITY TO DISPUTE A CHARGE OR QUESTION YOUR INSURANCE COMPANY’S
DETERMINATION OF PAYMENT

FREQUENTLY ASKED QUESTIONS:
1)WHY THE CHANGE?
NOTHING IS CHANGING ABOUT HOW MUCH YOU PAY. WHEN YOU COME TO OUR OFFICE AND RECEIVE A SERVICE, YOU DO SO
WITH THE UNDERSTANDING THAT YOU ARE ULTIMATELY RESPONSIBLE FOR THE COST OF CARE. WITH THE CHANGING
ENVIRONMENT IN HEALTHCARE, MORE RESPONSIBILITY OF PAYMENT FALLS ON THE PATIENT. WHILE WE HAVE WONDERFUL
PATIENTS AND WE KNOW MOST OF YOU PAY YOUR BALANCES, NOT EVERYONE DOES.

WE ARE ALSO TRYING TO HELP THE ENVIRONMENT. BY BEING ABLE TO ISSUE CREDITS DUE TO YOU VIA YOUR CREDIT CARD,
OR CHARGE ANY BALANCES DUE ON A SAVED CREDIT CARD, WE CAN SAVE A LOT OF PAPER, WHICH WILL SAVE OUR TREES!

2)WHAT IF 1 DO NOT HAVE A CREDIT CARD?
A VALID DEBIT CARD, HEALTH SAVINGS ACCOUNT (HSA) CARD OR FLEXIBLE SPENDING ACCOUNT (FSA) CARD WILL BE
ACCEPTED

3)WHAT ABOUT IDENTITY THEFT AND PRIVACY?
UNDER HIPAA, WE ARE UNDER STRICT STATE AND FEDERAL GUIDELINES TO PROTECT PATIENT PRIVACY. YOUR CARD ON FILE
IS CONSIDERED PROTECTED HEALTH INFORMATION. OUR CREDIT CARD PROCESSING VENDOR, SQUARE, WILL STORE YOUR
INFORMATION ON A SECURE SITE WHICH WILL ENABLE US TO RUN CARD TRANSACTIONS THROUGH OUR COMPUTER SYSTEM.
THE FULL CREDIT CARD IS NOT AVAILABLE TO US ONCE ENTERED, ONLY THE LAST 4 DIGITS.

4)WHAT IF 1 NEED TO DISPUTE MY BILL?
WE WILL ALWAYS WORK WITH YOU TO UNDERSTAND IF THERE HAS BEEN A MISTAKE. SHOULD YOUR CARD BE MISTAKENLY
RUN, WE WILL REFUND YOUR CARD. WE WILL ONLY CHARGE THE AMOUNT THAT WE ARE INSTRUCTED TO BY YOUR
INSURANCE PLAN IN THE EOB THEY SEND TO US OR FOR ANY BALANCES ON COSMETIC PROCEDURES.

1 1 1 1 1

|| VIsA | | MASTERCARD || AMERICAN EXPRESS | | Discover || OTHER
PATIENT’S NAME DATE OF BIRTH
CARDHOLDER NAME (PRINT):
LAST 4 OF CREDIT/DEBIT CARD NUMBER:
CARD BILLING ADDRESS: EXP. DATE:
DEBIT/CREDIT CARD HOLDER SIGNATURE: DATE:

| DECLINE TO HAVE MY CREDIT CARD SAVED ON FILE. | UNDERSTAND THAT A $10 FEE WILL BE ADDED TO ANY
DELINQUENT BILL SENT ON PAPER BY MAIL. OVERDUE ACCOUNTS WILL BE SENT TO COLLECTIONS AFTER 90 DAYS.

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

VisiT WWW. TROKHAN.COM FOR MORE INFORMATION ABOUT OUR DOCTORS

DERMATOLOGY ORTHOPAEDIC SURGERY



