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\ Today’s Date:

Patient Name:

Address: City State: Zip
Contact Phone: Alternative Phone:

Is it okay to leave a voicemail: YES NO

Email: @

Age: Date of Birth: Gender:
Parents Name if a Minor: Mother Father
Emergency Contact: Relationship Number
Referred by: Primary Care Physician:

Pharmacy of Choice: Street Address:
Occupation:

Insurance Information

Please give your insurance cards to receptionist at check in for verification and we will collect any co-
payment due at time of service. If you have more than one insurance you want us to bill, please
make sure to give us that information as we will need all information to help facilitate your billing
goes out correctly.

Any visit with Boulder Dermatology is considered diagnostics. Due to us being a specialist we are
not considered as preventive when it come to your insurance. You will be charged for today and
future visits.

Authorization and Release

I hereby authorize the physician to release any medical information to my insurance company and
authorize payment directly to the physician or supplier for the surgical and/or medical benefits. 1
authorize the physician to release any medical information acquired in the course of my treatment
necessary to process insurance claims.

I understand I am responsible to make sure my insurance is in network for this office and is active. [
understand that I am responsible for all co-payments, co-insurance, deductibles, referrals, and non-
covered services.

Consent for Treatment

I hereby consent to all billing submissions, examination, surgery, biopsies or any treatment
performed by the staff of Boulder Dermatology. Please be aware that we send out specimens and
cultures to an outside lab for diagnosis and you will be billed directly from them.

Patient and/or Guardian Signature: Date:

Relationship to Patient:




NAME:

HEIGHT: WEIGHT:

PERSONAL PAST/PRESENT MEDICAL HISTORY

(O Seasonal Allergies (O Diabetes (O Asthma O Anxiety

(O Latex Allergy (O Depression (O Hepatitis C (O Lymphoma/Leukemia

(O Seizures (O Stroke (O High Blood Pressure () Atrial Fibrillation

(O High Cholesterol () Pacemaker/Defibrillator () Thyroid (Hypo / Hyper) (O Emphysema/COPD
(O Organ Transplant () HIV/AIDS (O Kidney Disease

(O Coronary Artery Disease (Heart Attack) When (O Joint Replacement - When

(O Arthritis (Osteoarthritis, Rheumatoid, Psoriatic)

(O Cancer Type: (When)

(O Other medical conditions:

(O Pregnant  (OYES (O NO (if yes how far along) () Breast Feeding O YES (O NO
(O Surgeries

Have you received the Flu Vaccine this year? (OYES DATE (O NO

Have you received the Pneumonia Vaccine? (OYES DATE ONO

GENERAL HEALTH INDICATORS

() Fevers (O Night Sweats (O Weight Changes (O Fatigue
(O Please explain
PERSONAL SKIN DISEASE HISTORY

(O Eczema () Psoriasis (O Actinic Keratosis () Oral Herpes (cold sores) (O Acne (O Bleed/Bruise easily (O Problems healing

O Hypertrophic or Keloid scars () Basal Cell Carcinoma (O Squamous Cell Carcinoma () Melanoma

FAMILY SKIN CANCER HISTORY

(O Melanoma If yes, which relative(s)
(O Basal Cell Carcinoma () Squamous Cell Carcinoma If yes which relative(s)

SOCIAL HISTORY )

lllicit Drug Use (O No () Yes Type (How Often)
Alcohol Use (ONo (OYes (How Often) (How Much)
Cigarette/Vape (O No (O Quit (When) (O Yes (How often) (How Many)

Do you feel safe at home? OYes ONo Do you have an advanced directive? (O Yes (O No




CURRENT MEDICATIONS

Name Dase Name Dose
Name Dose Narme Dose
Name Dose Name Dose
Name Dose Name Dose
DRUG ALLERGIES ' ONo (O Yes {if yes please list)

Drug Name Reaction

Drug Name Reaction

Drug Name Reaction

Allergy to Lidocaine? OYes ONO
Allergy to epinephrine? (OYES (QNO

Allergy to adhesives or topical antibiotics? (O YES (O NO (If yes to what)
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BOULDER

DERMATOLOCGY

HIPAA PATIENT CONSENT FORM

By signing this form, you consent to our use and disclosure of protected health information about you for treatment,
payment and health care operations. You have the right to revoke this Consent, in writing, signed by you. However, such a
revocation shall not affect any disclosures we have already made in reliance on your prior Consent. The Practice provides
this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

The patient understands that:
o Protected health information may be disclosed or used for treatment, payment, or health care operations
e The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice upon

request

This Consent was signed by:

Printed Name - Patient or Representative

[

Signature Date

Relationship to Patient
(if other than patient):

(For use when acknowledgment cannot be obtained from the patient.)

The patient presented to the office on Date and was provided with a copy of Covered Entity's Notice of Privacy
Practices. A good faith effort was made to obtain from the patient a written acknowledgment of his/her receipt of the Notice.
However, such acknowledgment was not obtained because:

O Patient refused to sign.
O Patient was unable to sign or initial because:

The patient had a medical emergency, and an attempt to obtain the
acknowledgment will be made at the next available opportunity.
Other reason (describe below):

Signature of Employee Completing Form:

Date Signed:




BOULDER

DERMATOLOGY

Name Date of Birth

Please fill out the following census for insurance purposes. Thank you.
Race: Please circle one

American Indian or Alaska Native

Asian

African American

Native Hawaiian or other Pacific Islander

White

Other

Ethnicity: Please circle one
Hispanic or Latino
Not Hispanic or Latino
Unknown

Preferred Language: Please circle one
English
Spanish

Other




