halcyon

DERMATOLOGY

PATIENT INFORMATION Date:
Name:
Last First M.I.
Address:
Street City State Zip

Please list your preferred phone numbers where we are authorized to contact you and leave a message:

Phone: 1. ( ) 2. ( ) 3. ( )
Circle one: HOME/CELL CELL/WORK CELL/WORK
Date of Birth: Sex: OM [OIF Social Security Number:
Emergency Contact Name: Phone: Relationship:
Do you have a POA (Power of Attorney)? LJYES [LINO Name: Relationship:
Marital Status: [1Single CIMarried LIDivorced OWidowed LLegally Separated
Patient Race: [1White LHispanic OAsian LIBlack/African American L1Other:

Ethnicity: [1Hispanic CINon-Hispanic Preferred Language: [1English  [Spanish CIOther:

Employment Status: OFull Time OPart-Time LSelf-Employed URetired
Employer Name:
Employer Address:

Street City State Zip
Primary Care Physician: Telephone:
How did you find us? [Yellow Pages Olnsurance Olnternet OOther

OPhysician (Name: ) OFamily/Friend (Name:

Insurance Information

Please check one:[ 1Se|f Pay (no insurance) [Patient IS the Policy Holder [OPatient IS NOT the policy holder

If the above named patient is not the primary policy holder, please fill out the following:
SUBSCRIBER/PRIMARY POLICY HOLDER INFORMATION:

Name:
Last First M.I.
Date of Birth: Social Security Number: Sex: OM 0OF
ID Number: Group Number:
Address:
Street City State Zip
Telephone:

) ) )

Home Mobile Work ext




halcyon

DERMATOLOGY

Patient Name: Signer's Birth Date:
Signer's Address: Signer's Phone:

All Patients - Medication Authority

| understand and give my consent for Halcyon Dermatology to retrieve/review my medication history. | understand this will become
part of my medical record. A medication history is a list of medicines that all my healthcare providers have recently prescribed. It is
collected from a variety of sources including: a patient’s pharmacy, health plans, and other healthcare providers. Without an accurate
medication history, providers at Halcyon Dermatology will not be able to safely prescribe any medications for you or perform any
procedures.

XSigned: Date:
Print Name: Relationship (if not signed by patient):

All Patients - Privacy and Open Payments Notice (Please view Privacy and Open Payments Notices here: https://www.halcyonderm.com/portal/ )
| hereby acknowledge that | received a copy of this medical practice's Notice of Privacy Practices and Open payment notice, and a
copy of any amended Notice of Privacy Practices will be available at each appointment.

XSigned: Date:
Print Name: Relationship (if not signed by patient):

All Patients - Financial Policy

| have read and understand the financial policy statement. | agree to make in-full prompt payment when billed for any and all charges not covered
or paid by valid insurance benefits for and in consideration of services rendered. Further, | authorize payment directly to Halcyon Dermatology under
the terms of my policy. This authorization is valid until revoked in writing. The SIGNER must complete THEIR OWN information here (if different from
the patient):

XSigned: Date:
Print Name: Relationship (if not signed by patient):

Medicare Patients Only — Financial Policy

| authorize any holder of medical or other information about me to release to the Social Security Administration and
Center for Medicare and Medicaid Services, or its intermediaries or carrier, any information needed for this or a
related Medicare claim. | permit a copy of this authorization to be used in place of the original, and request payment
of medical insurance benefits either to myself or to the party who accepts assighment. Regulations pertaining to
Medicare assignment of benefits apply. This authorization is valid until revoked in writing.

XSigned: Date:
Print Name: Relationship (if not signed by patient):

Please list all persons (family/friends) to whom your protected health information may be disclosed other than yourself. |
authorize release of information to the named persons:

Name: Relationship/Phone

Name: Relationship/Phone

XSigned: Date:
Print Name: Relationship (if not signed by patient):

Please list an email address where we are authorized to contact you
Would you like to receive emails regarding cosmetic practice specials such as treatments and products? 0yes ono

XSigned: Date:



https://www.halcyonderm.com/portal/

Date:
oF Referring Physician:

Name:

Date of Birth:
Reason for Visit:_
Pharmacy Name & Address/Cross streets:

Sex: oM

)

halcyon

DERMATOLOGY

Medical History Form

Pharmacy Phone:

Medications and Over the Counter meds/supplements:
Dose

Frequency Review of Systems

Do you have any of these symptoms?

General

Weight change CYesONo
Do you have an Advanced Care plan? oYes oNo Fatigue/energy loss OvesCNo
If Yes, name of POA or decision maker: Fevers OYesONo
Heat/cold intolerance OYesONo
Allergies: Please list any medica- Please indicate if you have had any of Night sweats CvesONo
tion allergies that you have. these conditions. Notes Immune
- Frequent infections OyesONo
oBasal Cell Carcinoma Swollen glands C¥esONo
oSquamous Cell Carcinoma Eyes
Alerts: oMalignant Melanoma Light sensitivity C¥esCONo
!f female,_ are you pregnant, nurs-  pActinic Keratoses Blindness/loss of vision CYesONo
ms, o’r\lthlnk you may be pregnant? ~_apnormal Moles Skin
IfoenD1aIe are you planning a future nOther suspicious lesions Il?a;h gesgso
, - — ching es[No
pregnancy? oY oN ROther skin condition Change in hair or nails OYesONo
Are you allergic to: Past Medical History Ea!'/Nos’;e/TlI\roat estN
Latex 5 Yes o No Asthma/COPD/Emphysema [JYes[ONo ?Irgtzlersovt\)/aeilrgjvin ElYngINg
Lidocaine oYes oNo Bleeding disorder/blood clot [CdYesONo Changes in voice g CYesCNo
Adhesive Tape o Yes o No Depression OvesONo Digestive
Bee Stings oYes oNo Diabetes OYesONo Abdominal pain OYesOONo
. Crohn’s/ulcerative colitis OyesONo Heartburn or ulcers OYesCNo
Do you have a history of cold X
SOI’gS7 “Yes uNo ry Heart Disease OYesONo Loss of appetite COYesONo
: ) o Hepatitis ClYesOONo Nausea or vomiting COYesONo
Do you have a history of fainting or - Constipation or Diarrhea OYesOONo
feeling faint with needles? Hr'lgﬁ‘ b{°°d| pressure/ CvestNo = ¢
cholestero
Yes oNo
Bo youDhave a pacemaker? HIVIAIDS CvesiNo rmr i DYeSDZO
SYes LNo ' Joint replacement/ artificial  [JYesCONo Chest pain ClvesCNo
' _ heart valve Irregu_lar _heart beat COvesONo
?re '%/ouYon a 'tzllood thinner medica- o, ) o CVesCONo Swelling in feet OvesONo
ion” es oNo i
. . Seizures/Epilepsy OYesONo R\?\;F:;it:ry CYesNo
Social history Thyroid Disease CvestNo Shortnesi of breath CYesOONo
Do you drink alcohol? oYes oNo ~ Tuberculosis OvesONo  pgjagder
If Yes, how many times in the past  Other Frequent urination C¥esONo
year hgve you had more than 4 Painful urination OYesONo
drinks in a day? Bladder leakage C¥esONo
Do you use any recreational drugs: Reproductive
oYes oNo Patient Surgical History: Please list Menstrual problems ClvesONo
Do you smoke? oNo oYes, packs ~ any surgeries and/or hospitalizations Miscarriages OYesOONo
per day including dates:onone Hematologic
Smoking start date: Anemia _ OYesONo
end date: Bleed or bruise easily OYesONo
[Staff note: Enter into MIPS] Blood clots OYesONo
Neurologic
Occupation: Patient Family History: please list Headaches/migraines OYesONo
any family history of skin disease, can- Dizziness /Fainting COYesONo
History of Skin Cancer: cers, or other diseases: Numbness/tingling OYesONo
opersonal history of skin cancer Psychiatric
Mood changes OYesONo
Have you received the following Depression OYesONo
vaccines?: Anxiety/nervousness OYesOONo

Covid Vaccine oNo oYes (Date)

Reviewed by MD:

Date:
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