ORANGE DERMATOLOGY ASSOCIATES, P.OC.

MEDICAL HESTORY

Name:  pow

Current Problem:

1. Beason for visit fofreded (rash, growihs, skin cancer chwck, other

Today’s Date

{Sade 1}

N

How long have vou had this problem?

3. Have vou bad thus problem. before?

Hyee when?  Whatdid you do for it?

4, Is thiy problem worse during certain seasons or with teoperature changes?
Wvee, when? fofrcle) Fall, Winter, Spring, Swoner, b, oold

underarms, hands, fingers, stomach, groin, thighs, legs,
G, Bocs the problem {cirede} itch, burn, hurt, bleed, ooze, vther?

3. Wherc is vour problem located? {cérefe) Scalp, cars, wvelids, face, neck, chest, back, arms,
foet, toes, hatr, nalls, mouth

7. Has a doctor given you anvibing in the past to put on oy take v mouth for vour present

skin problem? H yes, please list:

8. Have vou put anvibing clse oo the skan yourself? If ves, ploase bst:

% [ vou have any growths which (eircle) changs color. grow, Beed, hurt, och?
H ves, whorg?

Medications:

10 Are vou allergic to any oral or topival medications? I ves, what?

11 Have you cver had any reaction o dental angsthesia?

12. List all medications you are currently taleng by mouth or puttiog oo vour skin (imchading

prescriptions, over-the-oounter, vitaming and herbalsy

Skin:

F3. Hase vou had skin cancer” Type

14, Have you had fedrefed psoniasis, cczema, other skin condition? Pleass st

153. Have vou bad {circle} asthima, hay fever?
18, Do vou bave probloms with healing?  ves, what kind?

ven

V7. Do vou develop keloids {thick or elevated scars) after surgory?
18, D you bleed casily?

R I I

e Tt T it T et TS saa N aan T et

18, Is theve a family history of feircle) skin cancer, psoriasis, eczema? B
20 Is there a family history of (oircle) asthina, bay fover? o J
21, Anv other family skin condition? I ves, please st i 1
Social History: YES N

33 Do vou drink alcohol regularty? i 25. What s vour Occupation?

23, Do vou smoke cigarettes regulariy? o] i

24, Have you had or been exposed to 28, Hobbies?

HIY (ATDSY? o

{(PLEASE COMPLETE BOTH SIDES)




(Sude )
Syatemi

7. Do vou have now, or have you ever had discases o1 conditions of.  (Please check Yes or Noj

YES MR YES M3

Figh Blood Prossure i Thyrond i [
Heart Attack 3 Fidney i £
frregular Heartbeat {3 £ {izatroudostingl [ [
Phichitis {Inflammation of vein) [ { ¢otrcfe} heartburn, acid reflux, vloers

Blood clots o {1 Arthrs/Toint/Muscle Discase i i
Pacemaker {d {G Artificial joinis i i1
Angina ! { Convalsions, Eplepsy or Sazares i £
Heart Sorgary frogane Problems i i
Diabetos

Strokes 0 {1 'ittiv;;gmrtitis, ¥ ves, what type? £ £

Caser, Tyvpe? {1 I

ﬁ,-.ﬂ

3
3
{

3%, Other diseases or conditions.

29, List swrgical procedures vou have had i the last 6 months

30 Do von ueed to take antibiotics by mouath before surpical ar dental procedores? {1
31 a} Are vou pregnant? {1
b} Are you breastfeeding?
¢} Ave vou taking hormiones or birth control pills? &
1f ves, please Hist
33, Weee you referred by {eircled physictan, friend, relatovs. other? i
Name:

ARE YOU INTERESTED IN GETTIRG MORE INFORMATION ABOUY COSMETIC PROCEDURES?

a} LASRER hair removal? &
b} LASER removal of facial redness and spider veins? O i
¢} Microdermabrasion? i
d} Sclerotherapy for leg veins? i

e} Restylane or Collagen injactions [l i
£ Botox Cosoetic n {2

{1 Medical Assistant Stgned by Patient

Complated vt U Patient Dae /7 ¢

Pate ’i.w.,,.:'i.......“

Beoviewsd by

{(HAVE YOU COMPLETED BOTH SIDES?)



ORANGE DERMATOLOGY ASSOUCIATES, P.C.
PATIENT INFORMATION { Pioone Pring} Today's Date /¢

Name ) N
Laezi Firsy .

Matling AGAICss e

= i : Seewe 4

Sl
o

Ny

Home Phone Work Phone ‘eff Phone
Arge Code Area Code
Dateofamh_ /7 Age Sex Ugccupation

POLICY HOLDER /RESPONSIBLE PARTY (i digierent from paricnt)

MName S
Last Firse MT
Address
i Seate Zip
tHome Phone Work Phone ‘ 554
Area Cody .
PDateof Bieth 7 /7 Bex Marital Stagus Cecupation

INSURANCE INFORMATION (Please present insuvusce card of tivw of check in}

Primary insurance Name Secondary Insurance Mame
ins. Ad drz,s ) fres. Address

Name of Insored Mame of Insured

Insured's D8 frsured’s (D4

Group # _ }‘ﬂ)?i{“l

impioyver Name

Ermaployer Name

Foplover Address mmplover Address
Ernplover Fhone_ i Eployer Phone

dreg Code Area Cede
Relationshup of patient to the Insured Helationship of patient to the Insured
Other family members that are pationts Phone
In case of Hmergency, who should be notified? Phone

WE RESPECT YOUR PRIVACY {The HIPAA Policy is posted in the office)

Al medical records of Crange Dermatology Associates, PO are strictly confidential. You are entitled to access your own
madical records.

siegse of medical information to my primary care or referring physician, to consulianis if needed, and ag
authorize payment of medical benefits to Orange

I authorize the
BeCessary U pricess insurance claims and prescriptions. 1 als
Dermy '@ v Associates, P.C.

T understand and agree that, regardioss of oy insurance status, § am responsibdo for the balance of my account for any
professional services rendered, including any unmet deductibies, co-paymernts aod non-covered services. H my account is
tarned ovar to g eollection agency or if' § ‘(.1;1 o Keep a scheduled appointment, 8 service charge will be added.

To msure pationt confidentiality, our office policy is 1o give tost resulis 1o the patient only. If we call your home and
another member of your household answers the welepbong. nay we feave results? Yes 0 Noid

May we feave personal medical information on your asswering machine at home?  Yes & Mot
{ acknowledge reading this entire page.

Patient wr Kesponsible Party (if minor) Signatere

ad, Lipdated By:

Office use ouly [ Copy of tnsaranee card (both sides) atiad



Orange Dermatology Associates, P.C.

TO ALL MEIMOCARE PATIENTS

I authorize any holder of medical or other information sbout me 1o release to the Social
Revurnity Administration and Center for Medicare and Medicaid Services, or its
intermediaries or carrier, any information neaded for this or a related Medicare claim. |
permit a copy of this anthonzation 1o be used ia place of the original, and request
payment of medical insurance benefits 1o Urangs Denmatology Associates, P.C. which
accepts assignment.

Signature as it appears on Medicare Card Date

if von have a supplemental policy and it is o MEDIGAP policy to which vour Medicare
carrier agtomatically “crosses over”, we are roquired to keep a separate signature on file

{ reguest authornized MEDIGAP benefits be made o my behalf for any services furnished
to me. 1 authorize any holder of medical information 1o release o the above MEDIGAP
carner any information needed to determine these benefits or the benefits payvabie for
related services.

Signature as it appears on Medigap Card Date
I. THE FEES APPROVED ARE SET #Y MEDICARE, NOT ORANGE
DERMATOLOGY.

MEDICARE WILL NOT PAY THE ENTIRE AMOUNT, BUT WILL
USUALLY PAY B0% OF THE APPROVED CHARGE.

3. [ AM RESPONSIBLE FOR THE BALANCE, WHICH IS USUALLY 20%
OF THE APPROVED CHARGE.

4. EVERYY EAR THERE I35 A MEDICAL BEDUCTIBLE WHICH [ MUST
PAY. AT THE PRESENT TIME, THE DEDUCTIBLE IS 5106.08,

[

5. CERTAIN PROCEDURES, SUCH A5 REMOVAL OF GROWTHS FOR
COSMETIC REASONS, ARE NOT COVERED BY MEDICARE.
THEREFORE, I AM RESPONSIBLE FOR PAYMENT OF THESE
PROCEDURES AT THE TIME OF 3ERVYICE.

6. ALL MEDICARE CLAIMS WILL BE FILED ELECTRONICALLY, AND |
GIVE MY WRITTEN PERMISSION T4 DO 530

FHAVE READ THE ABOVE AND UNDERSTAND AND AGREE TO COMPLY
WITH THE ABOVE.

NAME {PLEASE PRINT)

Signature as it appears on Medicare Card Date



CORANGE DERRMATOLOSY ASSOQUIATES, P.OC.
JO8EPN 50 TuCHMAN, MDD
BTEYEN WOLINSKY, 8.0,
Samsy A BUTMAN, MDD
Aicrasl 5 BRODin, MDD

DIPLGPARTES, AMESE a3 BOARD OF DEBMATOLOGY

B3 RORITE 208 8 FORESTER &YEMUR
MORROE, NEW YGRK 10850 WARWIGK, NEW YORK 10580
TELESHOME (45 TEZ.-2A30 TELEPHONE (845 9886.68859
Fak {RYB) THBZI201E Fax (4G QUS4 &8R20

INFORMED CONSENT FOR PROCEDURES

My signature on this form authornizes the Doctors and Physician Assistants of

Orange Dermatology Associates, PO 1o perform procedures on me that they feel are
uecessary for my well being, mcluding, but not mited 1o injections, freering with haud
sutrogen {oryosurgery), slecirodesiceation, bopsy and excisions. Before any procedure
done, 1 will be informed, fo my satisfaction whyv the procedure 1s necessary. | will he fold
what the procedure involves and what nisk there i3 to myv bealth, if any, if the condition
were 1o remain undiagnosed or untreated.

i understand the visk mherent to the performance of any surgical procedure such as loss
of bloud, wnfection, reaction 1o anesthesia and the formaiion of thick or otherwise
edyectionable scars, and 1 realize that such, or any, natural comphcations may result from
the surgical procedure.

I give nyy permission to have any tissue{s) removed during the procedure be sent for
histologic examination by a pathologist.

Signature of patient or patient’s legal guardian Date
Sgnifvipsg informed consent

Witness Dhate




