Fayetteville Dermatology                             Account # ______________________

Patient Name:  __________________________________ Date of Birth: __________________
Age:  _________________   Marital Status: ___________________________________
Address:___________________________________________________________________________________________________________________________________________________
Home Phone Number : ______________________   
Cell Phone Number:  ________________________ Email Address:_______________________
Ok to leave message:  ___________                            Ok to send reminders: _____________
Insurance Name: _______________________  Policy Number: _______________________
Subscriber Date of Birth: __________________  Policy Holder: _______________________
Name of Employer:  ___________________ Work Phone: ___________________________ 

If a Minor, person Financially responsible:  ______________________________________
Phone Number: ____________________________________________________________
Billing Address (if different than mailing address): _____________________________________________________________________________
In Case of Emergency Contact: _____________________________ 
Phone: ________________________
Relationship to patient: ___________________________________
Release of information:  other than PCP and insurance who else may we release health information to?  Please list Name, how related and contact number. 
1
2
3

Primary Care Physician:  ____________________________  Phone: _____________________
Address:______________________________________________________________________
Referring Physician: _______________________________   Phone: _____________________
Address:______________________________________________________________________
Pharmacy Name: _________________________________  Phone: ______________________
Address:______________________________________________________________________
Do you have a Mail order Pharmacy?_______________________________________________

Do you have a Living Will or Health care proxy?            Circle one    Yes            No


