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Patient Name:  ________________________________________  Patient DOB:  _____________ 
    
    
May we use your email for communications regarding Sales and Events?   Yes:  _____ No:  _____ 
 
Where may we leave a detailed voicemail (check all that apply):   Home:  _____     Cell:  _____ Work:  _____ None:  _____ 
 
May we leave a detailed voicemail with test results?  Yes:  _____ No:  _____ 
 

 
Guarantor/Parent/Guardian if Under 18: 

 
Name:  _________________________________________________________________  Date of Birth:  _______________ 
 
Relationship to Patient:  ____________________ 
 
Mailing Address:  Same as patient?  Yes:  _____ No:  _____  
  
If ‘No’, please list below:     
 
Street Address:  ____________________________________________ City, State, Zip:  ____________________________________ 
 
 

Please initial the appropriate boxes below: 
 
_____ I have read and agree to My Dermatologist Financial and Clinical Policy. 
 
_____ I was offered a copy of My Dermatologist Notice of Privacy Practices. 
 
_____ Records Release:  I authorize My Dermatologist to release medical records and billing information to my primary care and 
 referring physicians. 
 
_____ Assignment of Benefits:  I authorize payment of medical benefits to My Dermatologist for services rendered to myself 
 and/or dependents in addition to authorizing My Dermatologist or Insurance company to release any information required 
 to process my claims. 
 
_____ Medicare Beneficiaries Only:  I request that payment of authorized Medicare benefits be made to My Dermatologist on my 
 behalf.  I authorize any holder of medical information about me to release to HCFA and its agents any information needed 
 to determine these benefits or the benefits payable for related services.  If you have a supplemental policy and it is a 
 MEDIGAP policy which your insurance automatically crosses over, we are required to keep a separate signature on file. 
 
_____ MEDIGAP:  I request authorized MEDIGAP benefits be made on my behalf for services rendered to me. I authorize any 
 holder of medical information to release to the above MEDIGAP carrier any information needed to determine these 
 benefits payable for related services. 
 
I have reviewed and updated any necessary demographic information in my chart.  The information is 
correct to the best of my knowledge.  I have also read each section above and have initialed and completed 
each appropriate section as it applies to me. 
 
__________________________________  ____________________         _______________________ 
      Signature of Patient/Legal Guardian  Relationship to Patient       Date 

http://www.mydermtc.com/

