Referred By (Circle one below):

      Dr._____________       	  ZocDoc    		Yelp		Google		Other______________


Many insurance plans now have deductibles that can range between hundreds to thousands of dollars. If you have not met your deductible, you will receive a bill for services by our billing service partner. Additionally, co-payments and co-insurances may apply. Please see our Insurance 101 FAQ’s for additional information. 
Date:______________
Patient’s Name: Mrs. Miss. Ms. Mr. Dr. ____________________________________________________
Address: ________________________________________Apt#:_____City______________ State_____ Zip___________
Home Phone:(            )______________ Work Phone: (             ) _____________
 Cell Phone:(             )_______________
Social Security Number ____-_____-____ Date of Birth___/___/______ Age:___  Gender: F___  M____
Occupation:________________  Employer:_______________ Email:____________________________
Referred By:____________________________ Address/Phone #:________________________________
Primary Doctor:_________________________ Phone #:_______________________________________
Please provide an authorized person/phone number who can receive your medical information in the case of an emergency:___________________________________________________________________
Relationship of Emergency Contact:________________________________________________
Please answer all insurance questions completely:
PRIMARY INSURANCE:___________________________  Please Circle:  PPO POS Other 
Address of insurance:___________________________________________________________________
Identification #:__________________________________ Group #:______________________________
Insured’s Name:_________________________________ Insured’s SS# ____-___-____
Insured’s Date of Birth: ___/__/___
SECONDARY INSURANCE:___________________________  Please Circle:  PPO POS Other 
Address of insurance:___________________________________________________________________
Identification #:__________________________________ Group #:______________________________
Insured’s Name:_________________________________ Insured’s SS# ____-___-____
Insured’s Date of Birth: ___/__/__

NAME:_________________________________                            DATE OF BIRTH:__________________

History and Intake Form

Past Medical History: (please circle all that apply)

[image: ][image: ][image: ]
Anxiety
Arthritis
Artificial joints
Asthma
Atrial fibrillation   
BPH (Benign Prostatic Hyperplasia)
Bone Marrow Transplantation
Breast Cancer
Colon Cancer
COPD (Emphysema)
Coronary Artery Disease
Depression
Diabetes
End Stage Renal Disease
GERD (Acid reflux)
Hearing Loss
Hepatitis
Hypertension
HIV/AIDS
Hypercholesterolemia
Hyperthyroidism
Hypothyroidism
Leukemia
Lung Cancer
Lymphoma
Pacemaker
Prostate Cancer
Radiation Treatment
Seizures
Stroke
Valve Replacement
None

Other _________________________________________________________________________________________

Past Surgical History: (please circle all that apply)

Appendix Removed
Bladder Removed
Mastectomy (Right, Left, Bilateral)
Lumpectomy (Right, Left, Bilateral)
Breast Biopsy (Right, Left, Bilateral)
Breast Reduction
Breast Implants
Colectomy: Colon Cancer Resection
Colectomy: Diverticulitis
Colectomy: IBD
Gallbladder Removed
Coronary Artery Bypass
PTCA
Mechanical Valve Replacement
Biological Valve Replacement
Heart Transplant
Joint Replacement, Knee (Right, Left, Bilateral)
Joint Replacement, Hip (Right, Left, Bilateral)
Joint Replacement within last 2 years
Kidney Biopsy
Kidney Removed (Right, Left)
Kidney Stone Removal
Kidney Transplant
Ovaries Removed: Endometriosis
Ovaries Removed: Cyst
Ovaries Removed: Ovarian Cancer
Prostate Removed: Prostate Cancer
Prostate Biopsy
TURP
Skin Biopsy
Basal Cell Cancer Surgery
Squamous Cell Carcinoma Surgery
Melanoma Surgery
Spleen Removed
Testicles Removed (Right, Left, Bilateral)
Hysterectomy: Fibroids
Hysterectomy: Uterine Cancer
None
Other _________________________________________________________________________________________



Skin Disease History: (please circle all that apply)

Acne
Actinic Keratoses
Asthma
Basal Cell Skin Cancer
Blistering Sunburns
Dry Skin
Eczema
Flaking or Itchy Scalp
Hay Fever/Allergies
Melanoma
Poison Ivy
Precancerous Moles
Psoriasis
Squamous Cell Skin Cancer
None

Other ________________________________________________________________________________________

Do you wear Sunscreen? 	Yes	No
If yes, what SPF? ___________

Do you tan in a tanning salon? 	Yes	No

Do you have a history of skin cancer?     Yes       No

Do you have family history of skin cancer?		Yes	No
If yes, which relative(s)? ___________________________________________________________________
If yes, which type?______________________________________________________________________    Basal cell carcinoma?_____ Squamous cell carcinoma?____________ Unkown?___________
Any other family history: __________________________________________________________________


Medications: (Please enter all current medications)
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Allergies: (Please enter all allergies)

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Social History: (Please circle one)

   Never smoked                                                                                    
   Quit: former smoker                                                                          
   Smokes less than daily                                                                            
   Smokes daily

Can the office leave a detailed message on your voicemail?

Yes
No



As a courtesy to our patients, we work in conjunction with a specialty dermatology pharmacy (RxPlus Pharmacy) that is equipped to process prescription rebate cards and prior authorizations to reduce out of pocket costs for our patients. 

Modern dermatology and its physicians/staff have no financial interest or conflict of interest with RxPlus pharmacy. We offer using RxPlus as a courtesy to our patients to simply obtain the best pricing on prescription products.

[bookmark: _GoBack]RxPlus pharmacy provides hand mail delivery to all five boroughs.  

If you would NOT like to use RxPlus Pharmacy services please list your pharmacy of choice below.

	I would like to use RxPlus Pharmacy 

	I would like to use my own Pharmacy

Pharmacy:  Name:_______________________________________
Street:________________________________________  Zipcode:_________________________

In order to be respectful of the medical needs of other patients, please be courteous and call Modern Dermatology promptly if you are unable to show up for an appointment. If it is necessary to cancel your scheduled appointment, we require that you call at least 24 hours in advance. Appointments are in high demand, and your early cancellation will give another person the possibility to have access to timely medical care. If there is either a late cancellation for no show for your appointment a $50.00 fee will be billed to your account.
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Follow us on Twitter and Facebook:
@ModernDerm
f Modern Dermatology NYC

For skin education, visit our blog at
www.moderndermatology.org

www.modern-dermatology.com




