Randolph Dermatology & Mohs Micrographic Surgery

     Referred by:____________________________
Patient Information- Please Provide Photo ID & Insurance Cards

First Name:____________________________________	Social Security Number:______________________
Last Name:____________________________________ 	Date of Birth:_______________________________
Sex:    Male / Female
Marital Status:     Single / Married / Divorced 		Preferred Language:__________________________
                     Separated / Widowed / Other:___________      Ethnicity:___________________________________       
                           Race:______________________________________                                                                               
Patient’s Primary Address
Mailing Address:________________________________________________________________________________
Home Address:_________________________________________________________________________________
Patient’s Contact Information       
Home Phone: _____________________________________
Cell Phone:_______________________________________
Work Phone:______________________________________
E-Mail:___________________________________________
Patient’s Parent or Spouse:_______________________________________________________________________
Address:______________________________________________________________________________________
Telephone Number:____________________________________________________________________________ 
Patient’s Emergency Contact
Emergency Contact’s Name:________________________________________________________
Patient’s Relationship to Emergency Contact:__________________________________________
Phone Number:__________________________________________________________________
Patient’s Employment Information
Employee Status: Full time / Part time / Retired / Disabled / Student / Self-Employed / Unemployed 
Occupation:_____________________________________________________
Employer:_______________________________________________________
Street Address:___________________________________________________
City, State, Zip Code:_______________________________________________


______________________________________________________________________________________________
INSURANCE INFORMATION—Please provide copies of all cards    

Primary Carrier:_________________________________	Telephone #:____________________________________
Address:_______________________________________	ID #:___________________________________________
Group #:________________Effective Date:___________	Subscriber’s Name:_______________________________
Subscriber’s DOB:_________________________Sex: M/F	Relationship to patient:___________________________

Secondary Carrier:________________________________	Telephone #:____________________________________
Address:________________________________________	ID #:___________________________________________
Group #:_______________Effective Date:____________	Subscriber’s Name:_______________________________
Subscriber’s DOB:_________________________Sex: M/F	Relationship to patient:___________________________

Tertiary Carrier:________________________________	Telephone #:____________________________________
Address:________________________________________	ID #:___________________________________________
Group #:_______________Effective Date:____________	Subscriber’s Name:_______________________________
Subscriber’s DOB:_________________________Sex: M/F	Relationship to patient:___________________________
_______________________________________________________________________________________________
GUARANTOR INFORMATION (Guarantor is the person financially responsible for this patient’s bill)
Please complete if guarantor is other than self
Guarantor:_____________________________________	Patient’s Relationship to Guarantor:_________________
Street Address:__________________________________	Social Security Number:___________________________
City, State, Zip Code:_____________________________	Date of Birth:____________________________________
Home Phone:___________________________________	Cell Phone:_____________________________________
Guarantor’s Employer:____________________________	Work Phone:____________________________________
Street Address:__________________________________________________________________________________
City, State, Zip Code:_____________________________________________________________________________

Please complete this section if the patient is covered by Medicare
In order to comply with Medicare regulations, please answer the following questions:
							        
Are you or your spouse employed?                               Yes  No              Are you a veteran?                                                                     Yes  No
Do you or your spouse have other insurance?            Yes  No              Has treatment been authorized by the V.A?                          Yes  No
Are you disabled or have end stage renal disease?    Yes  No              Are you covered under the Black Lung Program?                 Yes  No
Is illness/injury the result of an auto accident?           Yes  No              Is there Medigap coverage secondary to Medicare?	       Yes  No
Is there employer supplemental coverage secondary to Medicare?       Is there insurance coverage primary to Medicare?               Yes  No                                                        
                                                                                              Yes  No
Assignment of Benefits/Authorization
I understand I am responsible for knowing the benefits my insurance plan provides. In doing so, it is also my responsibility to verify proof of insurance by ensuring that the office staff has the most current/valid insurance cards on file. I am responsible for presenting a referral on the date of service if my insurance requires it. I am also responsible for acquiring authorization for procedures. I understand that my insurance may not pay if we are considered an out of network provider. I further understand that all co-payments are due at the time of service, and I am also responsible to pay other amounts due.  These amounts may include annual deductibles, cosmetic services, charges denied by my insurance company as not covered or not medically necessary, and/or any fees incurred should my account require collection action. 	

[bookmark: _GoBack]Signature: ________________________ Print Name:__________________________ Date:___________________

_________________________________	               _______________________________
(Guarantor/Legal Guardian Signature)			(Guarantor/Legal Guardian Print Name)

