
1ew 
DERMATOLOGY 

PATIENT INFORMATION 

Name: __________ _ _ _ _ _ _ _ _ _ __ ______ Identify as: Male D Female D Other D 
' 

Mailing Address: --------------- ----------------------

City: _ __________________ _ _ ______ Zip Code: _________ _ 

Home Phone: 
-------- - - - - - - --

Em ii: 

Cell Phone: _________ _ _ _ _ _ _ _ _  Date of Birth: ___________ _ _ _ _ _  _ 

Marital Status: Single D Married D Separated D Divorced D Widow □ Other □

Personal Identity: He/Him/His D She/Her/Hers □ Theyffhem/Their D 

Required Information: Preferred Language _ _ _ _ _ _ ___ ___ Ethnic Group ________ __

, 

Employer Name: _ _ _ _ _ _ _  ...;._• _ _ _ _ _ _ _ _ ____ Phone:--------------� 

�mployment Status: Full D Part □ Retired D None □ Student D 

Referred by Dr. ______ _ _ _______ Primary Care Physician: _ ____________ _ 

Medical Insurance: ID#: --- ------------ -------- ------ ------

What provider are you seeing? 

D Michael E. �oodenberger, MD 

0 Shashi K. Srinivasan, MD 

D . Preston W. Chadwick, MD 

D Erik W. J. Kokkonen, MD 

D Samuel F. Bremmer, MD 

□ Reyna D. Swift, MD

□ Gabriel P. Currie, MD

□ Ivy I. Norris, MD

□ Amy Ullan, PA-C

□ Teresa George, PA-C

D 

□ 

D 

Eric B. Harmon, PA-C 

Kara A. Arnold, PA-C 

Jason Ludlow, PA-C 

Emergency Contact ______________ Relationship ____ _ _  Phone _ _ ______ _ 
• 

ALL PATIENTS PLEASE READ AND SIGN THE STATEMENT BELOW 

In order to establish optimal relations with our patients and avoid misunderstanding regarding our payment policies, our staff is 
trained to inform you of the financial policies of this office. PAYMENT IS EXPECTED FROM YOU, AT THE TIME OF SERVICE, 
FOR "YOUR PART" OF THE CHARGES. THIS INCLUDES CO-PAYMENTS AND DEDUCTIBLES. We accept VISA, Mastercard, 
Discover, and American Express for your convenience. Your signature below indicates that you understand and accept this 
policy. Further, your signature authorizes the Doctor to release such medical information necessary to process your insurance/ 
Medicare claims (if any). You herein authorize payment of medical benefits to the Doctor when assigned claim is filed. 

\ 

Signature of patient or legal guardian Date 

PLEASE PRESENT YOUR INSURANCE CARDS AND PHOTO IDENTIFICATION TO THE RECEPTIONIST. 

THE RECEPTIONIST WILL MAKE A COPY AND RETURN THEM TO YOU PROMPTLY. vvd Pl 05/2023 





REVIEW OF SYSTEMS {Please check all that apply) 

Within the last 3 months, have you experienced any of the following? 
0 Changing moles O lmmunosuppression D Cough 
0 Rash O Hay fever D Shortness of breath 
0 Problems with scarring O Anxiety O Wheezing 

(hypertrophic or keloid) 0 Depression O Headaches 
l!l Problems with healing D Chest pain O Seizures 
D Problems with bleeding D Abdominal pain D Joint aches 
D Night sweats D �loody stool O Muscle weakness 
D Fever of chills D Blurry vision O Neck stiffness 
D Unintentional weight loss D Sore throat 

ALERTS {Please answer YES or NO) 

□ Yes □ No Allergy to adhesive □ Yes □ No HIV/ Aids

D Bloody urine 
D Diarrhea 
D Breast tenderness 
D Menstrual irregularities 
D Dizziness 
0 Tinnitus 
D Hearing loss 
D None of the above 

□ Yes □ No Allergy to lidocaine □ Yes □ No Latex allergy
□ Yes □No Allergy to oral antibiotic (see allergy list) □ Yes □ No MRSA
□ Yes ONo Allergy to topical antibiotic ointments □ Yes □ No Pacemaker
□ Yes □No Artificial Heart Valve □ Yes □ No Pregnancy/ planning pregnancy
□ Yes □No Blood thinners □ Yes □ No Premedications prior to procedures
□ Yes □No Defibrillator □ Yes □ No Rapid heartbeat with epinephrine
□ Yes □No GI upset with antibiotics □ Yes □ No Yeast infections with antibiotics
□ Yes D No. Hepatitis C D None of the above 

List all: Allergies I current Over-the-counter Meds I Current Prescription Meds ADVANCE DIRECTIVE 

' 

• 

Patient / Guardian 
Signature: 

, 

• 

PHARMACY LOCATION 

• 

I 

{Please answer YES or NO) 

D Yes D No Resuscitate 

________ _____ __________ ___ _  Date: ______ ______ _ 
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