
Medical & Surgical Dermatology Center 
of Northeast 

Form 

Name: _________________________~~--------------------~---------------

Patient JL,.",,,,,'''''' 

Physical 

Mailing 

Date of Birth: ___ I ___I ___ 

Cell Phone: _____________ 

oSex 

Home 

Social Number: Driver's 

Employer: ________________ Phone: 

Marital o Single Married Divorced Widowed 

_______________ Phone: ________ 

Spouse ofBirth: ___~/ ___~/ ____ 

Complete if insurance is by someone other than patient 

Phone: 

Business phone: 

D.O.B.: _________________________ 

Security Number: Drivers License: _______________________ 

Relationship to V<lt.p,...t· 

you to our 

May we leave a message on machine at Yes Cl No 

May we a message at your of employment? Cl No 

May we discuss the patient"s medical condition with any other member of the household Yes Cl No 

If yes, Please list: Information will not be given to "-=;;"'><= other than patient, parent or guardian listed below 

Name Relationshi p? _____________ Phone N urnber: ________________ 

Name Phone Number: _______________ 

Name Relationship? _________ Number: ___________ 

OVER 




In to establish optimum with our and avoid any 
our policies, our staff is trained to you of the of 

Payment is expected from you at the time of service for "your of the 
Any unpaid insurance claims are filed will be billed to the re­

101""""'''''.''''' party. most credit cards convenience. Your below 
indicates that you accept this Furthennore, your au tho-

Doctor to release medical insurance 
(if any). You hereby authorize payment when an 

claim is filed. 

below you further that if you are more than thirty (30) days payment 
bill connected this treatment, and treatment, a finance charge of 1.5 % 

will accrue on the unpaid balance. If the delinquent account is referred to an attorney or 
agency I court costs, and collection agency fees 
with the any lab (including pathol­

services performed my physician) are from the my medical 
care. I understand that I am personally and fully for any serVIces, 

services, health insurance deductibles and co-insurance payments. 

to provide the possible service availability to all our patients, it is our 
to charge a appointment of 825.00 for any appointment missed, not 

or rescheduled. as as if you know will need to re-
your appointment. 

Date 


