West Kentucky Dermatology
Patient Name _________________________________________________ Date of Birth ____ /____ /____ Age ____ M ____ F ____
Mailing Address _________________________________________ City _______________________ State _______ Zip ___________
Primary Phone (______) ______________________________ Secondary Phone (______) ______________________________
Employer _______________________________________ SS # ________________________________ Single_______ Married_____
In case of Emergency, who should be notified?  _____________________________ Phone (____) ____________________
Were you referred by another physician?  ____ Whom?  _____________________ Phone (____) ____________________
Primary Care Physician ___________________ Pharmacy ________________________ Phone (____) _____________________
INSURANCE POLICYHOLDER INFORMATION
Name ___________________________________________________________________ Date of Birth ______/______/______
Address _________________________________________ City ___________________________ State _______ Zip _______________
Home Phone (____) _______________________ Relationship to Patient______________ SS # __________________________
INSURANCE INFORMATION-Please present insurance card at the time of check in
· Payment is due at the time of service, as are co-payments and deductibles.

· All charges become the patient’s financial responsibility if insurance has not paid within 90 days.
· All COSMETIC PROCEDURES are paid at time of service.  We do not bill these to insurance. 

I agree to the following:
1. 
Permission for treatment is granted for such medical and surgical treatment as deemed necessary. 

2.  
I authorize the release of medical information to process insurance claims and obtain reimbursement.

3.
I authorize the release of medical information to providers for continuity of care.

4.
I authorize the payment of medical benefits directly to my physician.

5.  
I accept full financial responsibility for this account in accordance with the policies of this practice. 
6.  
I agree to pay all collection costs and attorney fees should the account be referred for collection.
7.
I understand how the practice may use and disclose my protected health information. 

Signed ________________________________________________________________________ Date ______________

Print name ___________________________________________________________________ 

Relationship to Patient______________________________________________________
