DERMATOLOGY ASSOCIATES OF ASHEVILLE, P.A.  /  JERRY N. ARIAIL, M.D.
PATIENT HISTORY








           Date: ____________
Patient:  ____________________________________________Sex:__M __F / __Single __Married __Widowed __Sep __Div 


    (Last Name)

(First Name)
(Initial)
(Preferred Name)
Home Phone: _______________Cell:________________SS #: ________________Age:_____Date of Birth______________

Address: ____________________________________________City___________________State_______Zip____________

Employer:  _____________________________________________________Business Phone:____________________ext.______


Occupation:________________________________________________

Responsible for payment (if under 18)__________________________________Relationship to patient:________________ 


Address:_____________________________________________City___________________State_______Zip____________


Phone Number:_____________________SS #_______________________Date of Birth_____________________________


Employer:___________________________________________Employer’s Phone Number:__________________________

Primary Insurance:__________________________________

Secondary Insurance:____________________


Policy Number:__________________________________

Policy Number:______________________________


Company Insured Through _________________________

Company Insured Through_____________________


Policy Holder’s Name   ____________________________

Policy Holder’s Name ________________________

Policy Holder’s SS #   _____________________________

Policy Holder’s SS #  _________________________
  HOW DO YOU PLAN TO PAY TODAY?    ___Cash     ___Check     ___Credit Card(VISA/Mastercard)
Person to contact in case of Emergency__________________________________Phone Number:___________________________

Whom may we thank for referring you? (Doctor, Family, Friend, Other)______________________________________________

· I have read Dermatology Associates of Asheville’s Financial Policy and agree to be bound by its terms.

______________________________________
___________________________
_________________

(Signature of Patient or Responsible Party)


(Print Patient’s Name)


(Date)

· May we remind you of your appointment via automated phone system?  ________(your initials)

· List anyone that we may discuss your account & medical information with (spouse, family member, etc.)

Name  _________________________________________   Relationship  _______________________________

Name  _________________________________________   Relationship   _______________________________

· RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM
I have been informed that a copy of Dermatology Associates of Asheville’s “Notice of Privacy Practices” is available at my request.

Signature  ____________________________________________
Date  _____________________________
PLEASE SIGN TO AUTHORIZE RELEASE OF MEDICAL INFORMATION TO AUTHORIZED PARTIES: Signature:_________________________________________________________Date:__________________________

We accept what Medicare approves.  Your co-payment and yearly deductible are part of what Medicare approves.

MEDICARE PATIENTS ONLY:

“I request that payment of authorized Medicare benefits be made to me or on my behalf to Dermatology Associates of Asheville, P.A. for any services furnished me by that physician/supplier. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits payable for related services.

Signature:________________________________________________________Date:_______________________________________

“I request that payment of authorized Medicare benefits be made on my behalf to Dermatology Associates of Asheville, P.A. for any services furnished me by that physician/supplier.  I authorize any holder of medical information about me to release to (Medicap Insurance Plan Name______________________________________

Signature:________________________________________________________Date:_______________________________________

MEDICAL HISTORY 

THIS IS CONFIDENTIAL MEDICAL INFORMATION
Accurate and complete medical information is needed to help us provide optimum medical care.

Have you ever had any of the following?  (check all that apply)


__Heart Problems


__Epilepsy


__Special Diet


__High Blood Pressure

__Headaches


__Swollen Neck Glands


__Low Blood Pressure

__Hepatitis, Jaundice,Liver Disease
__Rheumatic Fever


__Circulatory Problems

__Cancer



__Sinus Problems


__Nervous Problems

__Psychiatric Care


__AIDS or HIV


__Radiation Treatment

__Chronic Diarrhea


__Immunosuppressive Disorders


__Artificial Heart Valves or Joints
__Allergies to Anesthetics

__Stroke


__Recent Weight Loss

__Allergies to Medicine or Drugs
__Ulcer


__Back Problems


__General Allergies

__Venereal Disease or STDs


__Diabetes


__Blood Disease


__Hemophilia


__Respiratory Disease

__Arthritis


__Alcohol or Drug Abuse

Allergies to Medications (including local anesthetics) ______________________________________________________________


Type of reaction (hives, swelling, etc.) _____________________________________________________________________

Describe your Dermatological Problem (what, where, how long, medications, and any treatments used): ________________________

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Previous Skin Disorders/Problems:_______________________________________________________________________________

Have you ever had Skin Cancer? __Yes   __No      Describe: __________________________________________________________

List any skin problems of other family members:____________________________________________________________________

List any other medical problem you are presently or have previously been treated for:_______________________________________

List all medications you are presently taking or have taken in the last three (3) months:______________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

List all Herbal Supplements / Vitamins you are presently taking:  _______________________________________________________

____________________________________________________________________________________________________________

Are you pregnant? ______________________

Do you plan on becoming pregnant in the near future?  ________________________________________

Are you nursing / breastfeeding?  ________________________________________

Are you taking birth control? ________________________   In what form?  ______________________________________________

Have you been advised by other physicians to take antibiotics before having dental procedure? _______________________________

