
	Account #:  
	Patient Name:  

	Mailing Address:  

	Home Phone:  
	Cell Phone:  
	Work Phone:  

	Social Security #:  
	Leave a Message on Voice Mail?   
	Gender:  

	Marital Status:  
	Date of Birth:  
	

	Email:  

	Financial Responsibility

	Name:  
	Date of Birth:  

	Address:  

	Home Phone:  
	Cell Phone:  
	Work Phone:  

	Social Security #:  
	

	Primary Insurance Information

	Primary:  
	Phone Number:  

	Insurance Address:  

	Policy Holder’s Name:  
	Policy Holder’s DOB:  

	Relation to Patient:    

	ID Number:  
	Group Number:  
	Specialist Copay:  

	Secondary Insurance Information

	Secondary:  
	Phone Number:  

	Insurance Address:  

	Policy Holder’s Name:  
	Policy Holder’s DOB:  

	Relation to Patient:    

	ID Number:  
	Group Number:  
	Specialist Copay:  

	Employer Information:

	Employer Name:  

	Address:  
	Phone Number:  

	Emergency Contact Information:

	Emergency Contact Name:   
Pharmacy Name &

Address 

	Phone Number:  
Pharmacy Phone: 




I authorize Marietta Dermatology Associates, P.A. (MDA), to release medical information to my insurance companies about treatment and diagnoses necessary to process claims. I authorize assignment of benefits, including Medicare, to be paid on my behalf to Marietta Dermatology Associates, P.A., for services rendered. I recognize that my insurance policy is a contract between my insurance company and me and that I am ultimately responsible for paying the claim should my insurance company deny payment. By providing my email address, I am aware that I may receive marketing material from this Practice from time to time.
If not covered by insurance, I understand that payment is expected at the time service is rendered, unless I made prior arrangements.  
A photocopy of this shall be considered as valid as the original.
_______________________________________                                     _______________________

Patient or Responsible Party Signature                                                     Date
	Account #:  
	Patient Name:  


HIPAA
Under HIPAA regulations, Marietta Dermatology and Marietta Facial Plastics will use your medical information for the following purposes:

1. TREATMENT:  Including providing your medical records to consulting clinicians and insurance companies

2. PAYMENT:  We will file necessary claims to insurance companies in your name to obtain payment.  They may request part or all of your medical records to pay your claim.

3     HEALTH CARE OPERATIONS:  Any others involved in your healthcare
------------------------------------------------------------------------------------------------------------------------------------------
We are committed to protecting the privacy of our patients.  Therefore, we will not give test results, medical information, financial information, or other private health information to anyone other than the patient, guardian, or referring doctor, nor leave messages about test results on voicemail or answering machine without your permission.

You may contact me at the phone number(s) listed below with test results and other medical information.  I have checked the number I prefer you call.  If no numbers are listed, we will only call the home number listed in our records.

· Home    _______________________

· Cell        _______________________

· Work   _______________________

· Other   _______________________

YES    NO    You may leave a detailed message on my answering machine or voicemail regarding my test results and other medical information.  (If you answer no, our message will be limited to the patient’s name, the name of our provider/practice, our phone number and a request for the patient to return our call.) 

------------------------------------------------------------------------------------------------------------------------------------------
You may provide health information about me (or the patient) to those listed below.  I understand that information will not be released to anyone not listed:
Name     

Relationship

         Phone
                Information to provide (circle) ___________________________________________________________           Medical         Financial

___________________________________________________________           Medical         Financial

___________________________________________________________           Medical         Financial

By signing this form, I understand that the information provided above supersedes all previous notifications and will remain in force until I provide different written instructions.

Patient/Guardian signature     ___________________________  Date signed   ________________

Relationship of Patient (if other than patient)_____________________

Emergency Contact Information:

Emergency Contact:

Name:_____________________________ Phone: _____________________ Relationship:____________
	Account #:  
	Patient Name:  


PATIENT POLICIES AND NOTICES

Guarantee of Payment

In consideration of medical services rendered, the undersigned accepts all fees charged as lawful debt and agrees to pay Marietta Dermatology, insurance notwithstanding, for all said charges. Furthermore, undersigned agrees to pay the costs of collection including reasonable attorney’s fees, and court costs if such are necessary, waiving now and forever the right to accept insurance assignment as a guarantee of full payment. 

________(PLEASE INITIAL)

In-House Dermatopathology Lab

I understand that Marietta Dermatology has an in house pathology lab that my biopsies will be sent to and that my biopsies will be read by a certified Dermatopathologist. I understand that I may receive additional billing from Marietta Dermatology for portions of my deductible not yet met, coinsurance and in some cases, an additional co-pay.
________(PLEASE INITIAL)

Marietta Dermatology Clinical Research

I understand that Marietta Dermatology has my best interests in mind and from time to time their Clinical Research Department may search my medical records and contact me in the event that I may be eligible to participate in a no cost Clinical Trial that could benefit me and other patients.

________(PLEASE INITIAL)

Assignment of Insurance Benefits and Release of Information

My signature below authorizes my insurance company to mail payment of authorized benefits for any medical services rendered directly to Marietta Dermatology. Furthermore, my signature below authorizes Marietta Dermatology to release to my insurance company medical information regarding my treatment for the purposes of determining eligibility for and payment of charges for services rendered in connection with care.

________(PLEASE INITIAL)

Health Insurance Portability and Accountability Act (HIPAA)

I consent to the use or disclosure of my protected health information (PHI) by Marietta Dermatology for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations.

________(PLEASE INITIAL)

I have received a copy of the Marietta Dermatology Notice of Privacy Practices. The notice describes the types of uses and disclosures of my PHI that will occur in my treatment, payment for my health care bills or in the performance of health care operations of Marietta Dermatology.

________(PLEASE INITIAL)

Marietta Dermatology reserves the right to change the privacy practices that are described in the Notice. I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.

________(PLEASE INITIAL)

ePrescribing

Marietta Dermatology has implemented ePrescribing. ePrescribing sends your prescriptions over the internet to your pharmacy; keeping your personal information protected. ePrescribing also lets your doctor see important information- like drug interactions and your prescription history. I authorize, with the signature below, that Marietta Dermatology may request and use my prescription medication history from other healthcare providers or third party pharmacy benefit payors for treatment purposes through ePrescribing software.

________(PLEASE INITIAL)

Patient or Responsible Party Signature: ________________________________   Date _______/_______/_________

