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Patient Name:  ___________________________
Date of Birth _____________________________
Date Completed _________________________



 PATIENT INFORMATION
	First Name:
	

	Middle Name:
	

	Last Name:
	

	Preferred Name: 
	

	Date of Birth:
	



 PATIENT DEMOGRAPHICS

	Address: 
	

	City:
	
	State:
	
	ZIP:
	

	Primary Phone: 
	

	Secondary Phone: 
	

	Email Address: 
	


May we leave a voicemail regarding appointments or medical information?
☐ Yes ☐ No
EMERGENCY CONTACT
	Name:
	

	Relationship to Patient:
	

	Primary Phone: 
	

	Secondary Phone:
	


PRIMARY INSURANCE
*****Please bring current copy of insurance card and Copayment to your appointment*** 
	Insurance Company: 
	

	Member/Subscriber Name: 
	

	Relationship to Patient:
	☐ Self ☐ Spouse ☐ Parent ☐ Other

	Member ID:
	

	Group Number:
	

	Policy Number:
	

	Subscriber Date of Birth:
	


SECONDARY INSURANCE
	Insurance Company: 
	

	Member/Subscriber Name: 
	

	Relationship to Patient:
	☐ Self    ☐ Spouse    ☐ Parent    ☐ Other

	Member ID:
	

	Group Number:
	

	Policy Number:
	

	Subscriber Date of Birth:
	


 PHARMACY INFORMATION
	Preferred Pharmacy: 
	

	Pharmacy Address:
	
	City:
	
	State:
	

	Pharmacy Phone: 
	


PRIMARY CARE / REFERRING PROVIDER
	Primary Care Physician:  
	

	Practice Name: 
	

	Phone:
	
	Fax:
	

	Referring Provider, if applicable: 
	


HOW DID YOU HEAR ABOUT OUR PRACTICE?
☐ Physician Referral
☐ Friend/Family
☐ Insurance Website
☐ Internet/Search Engine
☐ Previous Patient
☐ Other: ___________________________
COMMUNICATION & AUTHORIZED REPRESENTATIVES
Please list any person you authorize our office to communicate with regarding appointments, billing, or other permitted information.
	Name:
	

	Relationship:
	

	Phone:
	


Authorization:
☐ Appointments
☐ Billing/Financial Information
☐ Medical Information
☐ All Permitted Communications
PATIENT ACKNOWLEDGMENT
I certify that the information provided on this form is accurate and complete to the best of my knowledge. I understand that I am responsible for providing updated demographic and insurance information to Altitude Dermatology.
I understand that providing inaccurate or incomplete information may result in billing or insurance claim delays.
	Patient/Responsible Party Signature: 
	


  
	Date:
	






DERMATOLOGY NEW PATIENT MEDICAL HISTORY
 REASON FOR TODAY'S VISIT
What is the main reason for your visit today?
☐ New or changing skin lesion
☐ Rash
☐ Acne
☐ Skin cancer evaluation
☐ Full-body skin examination
☐ Hair loss
☐ Nail problem
☐ Psoriasis/eczema
☐ Rosacea
☐ Itching

	☐ Other:
	

	
	

	
When did this problem begin? 
	


	Where on your body is the problem located?
	

	Have the symptoms changed over time?
	☐ No   ☐ Yes    If yes, explain below 


Symptoms associated with the condition:
☐ Itching
☐ Pain/tenderness
☐ Burning
☐ Bleeding
☐ Scaling
☐ Crusting
☐ Drainage
☐ None
	☐ Other:
	



Have you received treatment for this problem before?
☐ No ☐ Yes   If yes, describe treatment below and whether it helped



 PREVIOUS SKIN CONDITIONS
Have you ever had:
☐ Skin cancer
☐ Melanoma
☐ Basal cell carcinoma (BCC)
☐ Squamous cell carcinoma (SCC)
☐ Actinic keratoses
☐ Atypical/dysplastic moles
☐ Psoriasis
☐ Eczema/atopic dermatitis
☐ Acne
☐ Rosacea
☐ Hives
☐ Cold sores
☐ Warts
☐ Fungal skin infections
	☐ Other:
	




If you have had skin cancer, please provide the type and approximate year:
	

	

	


 FAMILY HISTORY
Has anyone in your immediate family had:
	Condition
	Relationship

	☐ Melanoma
	

	☐ Basal cell carcinoma
	

	☐ Squamous cell carcinoma
	

	☐ Other skin cancer
	

	☐ Psoriasis
	

	☐ Eczema
	

	☐ Autoimmune disease
	

	☐ Other significant skin condition
	


MEDICATIONS
Please list all prescription medications, over-the-counter medications, vitamins, supplements, and topical medications you currently use.
	Medication
	Dose
	How Often

	
	
	

	
	
	

	
	
	

	
	
	


☐ I do not currently take any medications.
ALLERGIES
Are you allergic to any medications?
☐ No known drug allergies
☐ Yes  If yes, explain below
	Medications
	Reaction

	
	

	
	

	
	


Are you allergic or sensitive to any of the following?
☐ Latex
☐ Adhesives/tape
☐ Topical medications
☐ Cosmetics/fragrances
☐ Foods
	☐ Other:
	


SUN EXPOSURE HISTORY
Have you had significant sun exposure during your lifetime?
☐ No    ☐ Yes
Have you ever used tanning beds?
☐ No    ☐ Yes
If yes:
☐ Rarely   ☐ Occasionally    ☐ Frequently
Have you had blistering sunburns?
☐ No    ☐ Yes
Do you regularly use sunscreen?
☐ No    ☐ Yes
	Typical SPF:
	


Do you spend significant time outdoors for work or recreation?
☐ No    ☐ Yes
 IMMUNE SYSTEM / MEDICAL TREATMENTS
Are you currently taking or have you previously taken:
☐ Biologic medication
☐ Immunosuppressive medication
☐ Chemotherapy
☐ Long-term corticosteroids
☐ Other medication that affects your immune system
	If yes, please list below: 


	

	


WOMEN'S HEALTH
Are you currently pregnant or could you be pregnant?
☐ No   ☐ Yes   ☐ Not applicable
Are you currently breastfeeding?
☐ No  ☐ Yes   ☐ Not applicable
12. DERMATOLOGY TREATMENTS
Have you previously used any prescription or over-the-counter treatments for your skin?
☐ Prescription creams/ointments
☐ Steroid creams
☐ Retinoids
☐ Antibiotics
☐ Acne medications
☐ Psoriasis medications
☐ Rosacea medications
☐ Antifungal medications
☐ Chemical peels
☐ Laser treatments
☐ Cryotherapy/freezing
☐ Other: _________________________________________________
Please list any treatments you are currently using on your skin:
	

	

	



ADDITIONAL INFORMATION
Is there anything else about your medical history, medications, allergies, or skin condition that you would like your dermatologist to know?
	

	

	



	Patient/Guardian Signature:
	

	Date:
	

	
	








PATIENT FINANCIAL POLICY
We are committed to providing our patients with quality dermatologic care. We also want to make our financial policies clear so there are no surprises regarding your financial responsibility.
By signing this form, you acknowledge that you have read, understand, and agree to the following financial policies.
INSURANCE INFORMATON
As a courtesy, our office will submit claims to participating insurance companies on your behalf. It is your responsibility to provide us with current and accurate insurance information at each visit.
Please notify our office immediately if your insurance coverage changes.
Insurance verification is not a guarantee of payment. Your insurance company determines coverage, benefits, deductibles, coinsurance, copayments, and exclusions.
 COPAYMENTS, COINSURANCE AND DEDUCTIBLE
Copayments, coinsurance, and other amounts determined to be your responsibility by your insurance plan are due at the time of service.
If your insurance plan applies a deductible to your visit or services, you may be responsible for the applicable amount.
NONCOVERED SERVICES 
You are responsible for charges for services that are not covered by your insurance plan.
Examples may include, but are not limited to:
· Cosmetic services
· Certain elective procedures
· Services considered not medically necessary by your insurance company
· Services excluded from your insurance benefits
· Certain prescription medications or products
· Procedures performed at the patient's request that are not covered by insurance
We encourage you to contact your insurance company regarding specific coverage questions.
COSMETIC SERVICES
Cosmetic services are generally not covered by medical insurance. Payment for cosmetic services is due in full at the time the service is provided unless otherwise agreed upon in writing.
Our office will provide pricing information for cosmetic services when applicable.
SELF PAY PATIENTS
Patients who do not have insurance, or who choose not to use their insurance, are responsible for payment at the time of service.
Self-pay charges must be paid in full unless a payment arrangement has been approved by the practice. Additional pathology charges may be added to your self pay appointment.
BALANCES AFTER INSURANCE PROCESSING
After your insurance company processes a claim, any remaining patient responsibility is due upon receipt of the statement unless otherwise specified.
Patient responsibility may include:
· Deductibles
· Coinsurance
· Copayments
· Non-covered services
· Services excluded from the patient's insurance plan
· Denied services that are the patient's responsibility
STATEMENTS
Statements may be sent electronically, by mail, or through the UCHealth app.
Please keep your contact and billing information current so that you receive statements and other important communications.
LATE PAYMENTS
Balances are expected to be paid by the due date shown on the patient's statement. If permitted by applicable law and agreed to in the practice's financial agreement, a late fee may be assessed on an overdue balance.
A late fee of 3% may be assessed to an unpaid patient balance that remains outstanding for 60 days.  Late fees will only be assessed when permitted by applicable law and when authorized by the patient's signed financial agreement.
COLLECTION ON DELIQUENT ACCOUNTS
Accounts that remain unpaid after reasonable attempts to obtain payment may be referred to an outside collection agency.
Patients may be responsible for collection-related charges to the extent permitted by applicable law and the patient's agreement with the practice.
PAYMENT AGREEMENT
If you are unable to pay your balance in full, please contact our billing department before the account becomes delinquent.
Payment arrangements are subject to approval by the practice and must be agreed upon in writing.
RETURNED PAYMENTS
The practice may charge a reasonable return payment fee for payments returned by a financial institution, to the extent permitted by applicable law.
REFUNDS AND OVERPAYMENTS
If your account has a credit balance after insurance processing and all outstanding balances have been considered, the practice may issue a refund in accordance with its refund policy.
THIRD PARTY INSURANCE PAYMENTS
Insurance payments are made based on the terms of your insurance policy. Our office cannot guarantee that your insurance company will pay for a particular service.
You remain responsible for any balance determined to be your responsibility by your insurance company.




NO SHOW AND LATE CANCELLATION NOTICE

We understand that unexpected circumstances may occur.  If you are unable to keep your scheduled appointment, please notify our office at least 24 hours in advance.  A $35.00 fee will be charged if an appointment is missed without prior notice or if there is a cancellation of less than 24-hour notice. This fee is not covered by insurance and is patient responsibility.  Repeated no shows are late cancellations may result in restrictions on future appointments.  
PRIOR AUTHORIZATION AND REFERRALS 
When required by your insurance plan, our office will make reasonable efforts to obtain necessary referrals and/or prior authorizations. However, it is the patient’s responsibility to ensure that any required referral to our office has been obtained prior to the appointment.
If a required referral or authorization is not obtained, the patient may be responsible for charges that are denied or not covered by the insurance plan.
Please be aware that obtaining a referral or prior authorization does not guarantee insurance payment or coverage. Coverage and payment are determined by the patient’s insurance plan and applicable benefits.
Patients are responsible for understanding the requirements of their insurance plan and should contact their insurance company with questions regarding benefits. 
Financial Responsibility for Minor Patients
The parent or legal guardian who accompanies a minor patient to an appointment accepts responsibility for all charges associated with the minor patient's care. This includes any copayments, deductibles, coinsurance, non-covered services, and other patient balances that are not paid by the patient's insurance.
FINANICAL RESONSIBILITY 
By signing below, I acknowledge that:
· I have received and reviewed this Financial Policy.
· I understand that I am responsible for charges not paid by my insurance company.
· I understand that insurance verification does not guarantee payment. 
· I agree to pay copayments, deductibles, coinsurance, and other amounts determined to be my responsibility.
· I understand that cosmetics and other non-covered services may require payment in full at the time of service.
· I understand that delinquent accounts may be referred for collection as permitted by law.
· I agree to notify the practice of changes to my insurance, address, telephone number, or other billing information.
· I understand that this policy may be updated periodically. 
· I understand that if a referral is a requirement of my commercial insurance plan that it is my responsibility to obtain the referral.
	Patient Name:
	

	Date of Birth:
	

	Patient/Guarantor Signature:
	

	Date:
	

	Relationship to Patient:
	



Classification: Confidential

Classification: Confidential
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