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WE RESPECTYOUR PRIVACY (The HIPAA Policy is posted in the office}

Al medivaf rovords of Orange Dermatology Assogiates, ¥ £ are sinoily confidential. You are enittled 10 aceess vy owo
medioal records.

{authones the release of medical mformation te my primary care or referning physician, {o consulints if peedad, and as
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Orange Dermatology Associates, P.C,

FOALL MEDI ARE PATIENTS

tauthorize any holder of medical or other information aboot me to release 1o the Social
Secority Administration and Center for Medicare and Medicaid Services, or s
intertoediaries or carrier, any information nesded for this or 4 related Medicare claim. §
permit a copy of this suthonization 9 be used 1 place ot the original, and request
payment of medical insurance benefits to (range Dermatology Associates, P.C., which
aCoepts assignment.

Swgmature as it appears on Medicare Card {3ate

if you have a supplemental policy and it is a MEDHOGAP policy to which your Medicare
carriey automatically “crosses over”, we are reqguived {0 keep a separate signature on file

§ recpuest authorized MEDIGAP benefits be miade on my behall for any services furnished
soome. | authorize any holder of medical intormation to release to the sbove MEDIGAP
carnier any information needed to determine these bepefits or the benefits pavable foy
velated services.
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Rignature as i appears on Medigap Card Prate

i THE FEES APPROVED ARE SET BY MEDICARE, NOT ORANGE
DERMATOLOGY

MEDICARE WILL MOT PAY THE ENTIRE AMOUNT, BUT WILL
USUALLY PAY 80% OF THE APPROVED CHARGE.

30 FAM RESPONSIBLE FOR THE BALARCE, WHICH IS USUALLY 20%
OF THE APPROVED CHARGE.

4 EVERY YEAR THERE IS A MEBAL BEDUCTIBLE WHICH | MURT
PAY. AT THE PRESENT TIME, THE BEDUCTIBLE IS 5135.80,

CERTAIN PROCEDURES, SUCH AL BEMOVAL OF GROWTHS FOR
COSMETIC REASONS, ARE NOT COVERED BY MEDICARE.
THEREFORE, | AM RESPONSIBLE FOR PAYMENT OF THESE
PROCEDURES AT THE TIME OF XERVICE.

o

L

& ALL MEDHCARE CLAIMS WILL 8 FILED ELECTRONICALLY, AND 1
GAVE MY WRITTEN PERMISSION TO RO R0

[ HAYVE READ THE ABOVE ANMND UNDERSTAND AND AGREE 1O COMPLY
WETH THE ABOVE.

NAME (PLEASE PRINT)

Signature as it appears on Medicare Card Date



ORANGE DERMATOLOGY ASSOCIATES, P.C

MEBICAL HISTORY

Name:, . bos

{Bide 1}

Today™s Dager

Curvent Problem:

1

1. Reason for visit {efrcfe) {rash, growths, skin cancer cheok, other

2. Hinw long bave you had this problem?

3. Havy voss bad thus problem before?

Hy

2

4. I» this problem wirse duning cortain seasons or with fumperature changes?
i ves, when? (eircde) Fall, Winder, Spring, Suramer, hot. cold

Where is vour problem located? (circfe)} Scalp, cars,
undorarms, hands, fngers, stomach, groin, thighs,
Doex the problem (edreded iteh, bum, burt, blkeed, o

5

bet. toce, hatr, nuls,

IS N

svolads, face, neck, chest, back, anms,

motth

~n1 1.?\

shin problem? i ves, please Hst:

Has a doctor given you anvibing in the past to put on o fake by mowth for vour present

. please hst:

8. Have vou pt snvibing else on the skan voersalf? 15

9. Do vou have aoy growths which folrcley change colos,
ifvos, where?

arone, bloeed, Tut, meh? {i

Biedicatinns:

10 Are vou alfergic o any oral or topical medications” I ves, what?

prescriptions, over-the-comndier, vitamins and herbaint

Skin:

i3 Have vou had skan cancer? Type o L
14, Have vou had {circlel proniasis, eczama, other skin condipon? Plea

7. Do v develop keloids (thick or elevated scars) sfior sorgery?
t4. Déo vou biced casily?

19, Is there a family history of {uircded skin cancer, psornsis, cozema?
20. ¥z there a family history of foircle) asthuoa, hay fevos?
21, Awy other family skio condition? H ves, pleage e

Sovial History: YES NS

22 D vou deink aleohol regularky? t 28

23. s vou emoke cigareties regularly? i

24 Have vou had or been exposed to 26
HIV (ATDSYY 0

. What iz vour Occupation”

hiv

5. Hobbies?

{PLEASE COMPLETE BOTH SIDES)



Rystemic:

37, Do vou have pow, of have you ever had dissases o condstions of) (Please check Yes or Noj

YES

High Blood Pressure t
Heart Astack I
frregudar Heartbeat

Phiebitis (uflanwnation of vein)
Blood ohsis i
Pacomaker {3
Angma I
Hean Swrgery
Dhabetes
Strokes U

28 Oihar dhseaass or conditions

N

I
i

Tiyrond i
tadoey
Ciastrointestinal:

fodpcfed heartbur, actd reflex, uleors
Srthritis/JointMuscle Dhscase {3
Arvugficial iomts I
§ onvulsions, Epdopsy or Seizuros i
fropume Probloms

Hepatitts, Hves, what type? i

aner, Dype? N

{Side 23

29 Last surggcal procedures you bave had m the last 6 swnths:

30, Bho vou need to take antibiotics by mouth befors surpeal or dental procedures?

3t a) Are you pregnant?
b} Are you breastieeding?

ot Are vou taking hormones or barth control pilis?

H ves, pleass list

YES

32, Ware vou referred by ¢edrodel physician, friend, relatoe, ather?

Mage:

N

ARE YOU INTERESTED IN GETTING MORE INFORMATION ABOUT COSMETIC PROUEDURES?

a) LASNER haor removal?

) LASER removal of facial redness and spider veing”

o} Microdermabrasion?

dy Sclerstherapy for leg veins?

e} Restvlane or Collagen injections
£ Botox Cosmetic

Compleded by ] Patient
{1 Medical Assistant

Signad by Patient

Reviewed by

(HAVE YOU COMPLETED BOTH SIDES?Y)

Sate



R2R RODUTE 204 2
NE?W YRR 10850 WAP»""\, £, NEWY
B3-2H20 FECEPMONE 1845
Mau, TRR2R16

BN,
TELEFG
Tay

CRANGE RDERMATOLOEY ARECCIATES, £.C.
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INFORMED COMNSENT FOR PROCEDURES

My signature on this form avthorizes the Dociors and Physician Assistants of

{Urrange Dermatology Assoviates, B.O fo purform procedures on me that they feel are
necessary for my well being, including, but sot Hmited 1o injections, freezing with Higuid
aitrogen {cryosurgery), electrodesiceation, biopsy and excistons. Before any procedure i
ione, T will be informed, to ny satisfaction why the procedure is necessary, | wil be told
what the procedure nvolves and what risk rhore 18 1o may bealth, i any, i the condition
were t remain undiagnosed or untreated.

{ understand the visk inberent o the p«,ﬁzm aance of any surgieal procedure such as foss
of biood, infection, reaction 1o anesthesta and s%za formation of thiek or otherwise
objectionable scars, and 1 realize that such, or sy, natural complications mway result from
the surgical procedure,

Fgive my permission to have any tissue(s} raivoved duning the procedure be sent for
tustologic examination by a pathologist

B

3
FAX B8 288 A8 0

Signature of patient or patient’s legal guardian Prate

Stnitving ietormed consent

Witness Prate
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Orange Dermatology Associates, P.C.

In an effort to provide our patients wiih a comfortable and professional
experience in our office, Orange Dermatology Associates, P.C. is pleased to offer
the option of a chaperons to be with you during vour skin examination. '

Please indicate below if you would Like 4 chaperone o be with vou in the room
during the examination along with the doctor and/or physician assistant.

Your preference will remain in effect untd vou notify us otherwise.
 Yus, Twould like a chaperone.

_____ No, 1donot want a chaperone.

Signature Diate

Prmt name



