SKIN & ALLERGY CENTER

8en Hayes, M.D., Ph.D.
Kelly Taylor, FNP-BC
Amanda Amick, PA-C
Angela Higgins, PA-C

PATIENT

Chris Robb, M.D., Ph.D.
Robhbin Miller, FNP
Kaitlynlones, PA
Brenda Sanchez, FNP-C
Jamie Wilson, FNP

INFORMATION

Afex Hicks, M.D.
Sheri Chapman, FNP
Alli Adams, FNP
lessica Adams, FNP

Last Name: Flrst Name:
DOB: SSN: Race: Sax : ]

7 Male_ Fernale
Address, - Apt: City: - State: - Zip:

P hone numbers: (Pleése mark your gﬁm}am nunber)

May we leave a detailed messageftext?

O Home#: Yes : No
O work# Yés No
O cel# P Yes No
Howdid you hear aboutus?:  [2 Réfe_rn'ng Physiclan: [0 Family/Friend: -
) 0 Googe Search O Social Media OVA
Email:

Would you like to be added to our cosmetic specials email list? Yes

No

Phamacy Name:

Street/City:

Phone #;

GUARANTOR/RESPONSIBLE PARTY

Relationship to patient (Circle one:)

(Required if patient is under 18)

Parent

Child

Spouse Other

Last Name:

First Narne:

DOB:

S8N:

Address (if dfferent from above):

EMERGENCY CONTACT

Relationship to patient:

Phone Number:

INSURANCE

Primary Insurance: 10/Policy Numbsr: Group Number:
Palicy Holder Mame: Pdlicy Holder DOB: Policy Holder SSN: Relationship to Patient:
Secendary Insurance: IDPelicy Number: Group Number:
Policy Holder Policy Halder DOB: Policy Holder S5N: Relationship lo Patient:

HIPPA AUTHORIZATION

PLEASE CHECK ONE:

zation for Use or Disclosure of Protected Heslth Information)

O | authorize release of information including diagnosis, records, examination, treatment, and billing to the following:

Spouse (name): Phone Number:
Parent {name): Phene Number:
Child (name): Phone Number:
Other (name): Phone Number:

Q  Information Is not to be released to anyone

Patient Signature:

Parent/Guardian Signature:

Date:
Date:




