@W}ESTGATE

DERMATOLOGY & LASER CENTER

Please bring this form with you to your appointment.
Patient Information: (please complete using your name as listed on your insurance card)

Last Name: First Name: Middle Name:

Home Address:

City: State: Zip:
Date of Birth: Sex: M F
Home Phone: | ) Work Phone: | ) Cell: {___)

Social Security Number:

Which Provider are you going to see?

Did a Physician refer you to our clinic? Y N Name of Referring Physician:

Referring Physician Practice Name: Phone #:

Status: Please Circle Single  Married Divorced widow/Widower  Student
Employer: Occupation:

Employer Address: Employer Phone Number:

Insurance Information: All Patients must provide a copy of their insurance card af their visit

Who is Responsible for Bill2

Address of Responsible Party:

Phone Number of Responsible Party: | )

Social Security Number: Date of Birth: Sex M F
Primary Insurance: Relationship to Patient:

Policy #: Group #:

Secondary Insurance: Relationship to Patient:

Policy #: Group #:

Additional Patient Information: Email Address:

Were you referred by a patient seen in our practice? Y N If yes,name of Patient:

Emergency Contact Information

Name: Phone Number: Relationship:




Pharmacy Information
Pharmacy Name: Pharmacy Phone Number: —
Pharmacy Street/City: Pharmacy Fax Number:

Primary Care Physiclan Al refering and consulting physicians vill receive a copy of our findings
regarding your visit. If your primary care physician did NOT refer you fo our clinic, but you would fike a
copy of your racords faxed to their office, please check this box o.

Primary Cara Physician: Phone #
| have read and filled out the above Information lo the best of my knowledge.

Patient's Printed Name

_’
Palient's Signature Date

AUTHORIZATION TO PAY BENEFTS TO PHYSICIAN: | hereby authorize payment directly fo the
undersigned physician of the Surgical and/or Medical Benefils, i any, otherwlse payable o me for his
services as describe below but not fo exceed the reasonable and customary charge for those
services.

& 7 _ SIGNED (Insured Person)

AUTHORIZATION TO RELEASE INFORMATION: | hereby authorize the undersigned physiclan to release
any Information acquired In the course of my examingtion or freciment to specific insurance carrers,
third party payers or others involved in processing and colleciion of his claim. '

-> $IGNED (Palient, or Parent if Patlent Is a Minor)

I am legally authorized to provide consent on behalf of the patient. My relotionship to the patient is
best described as o Parent -or Guardian o Health Core Power of Altorney, or other (Please

specify: )

_)
Stgnature of Authorized Individual Printed Name Date

Please note that minors unaccompanied by a parent or legal guardian will not be seen on their initial
visit. Follow up visifs of minors unaccompanied by a parent or legal guerdian require a pre-authorized
consent to treat the patient. More information can be obfained by contacting our office.

For Office Use

Date of initial Visit: Medical Record #




VESTGAITE

P)) DERMATOLOGY & LASER CENTER

PATIENT'S AUTHORIZATION REQUEST FORM
Plaase bring with you lo your appointmen?

You may give the providers and sfalf of Westgate Dermatology ond Laser Center, P.A. wiitten outhorization
to disclose your protected health information {PHI) to anyone you designate and for any purpose. if you wish
to authorize @ person or entity to receive your PHI, please complete the following information below.
Completion of this form will no! change ihe way Wesigate Dermatology and Loser Center, P.A.
communicates with you as o patient. For example, we will send statemenis, appolntment remindars, give
path results, etc. when appropriate.

Patient's Name: ' Date of Birth:

Responsible Parly (If the paiient is a minor)

Patient's Soclal Securily Number:
Al my request, | authorize Westgale Dermatology and Laser Center, P.A. 1o disclose my Protected Heolth
information to: (enter name of person/entity who will receive PHI):

m (2)
Nome Relofionship to Patient  Name Relationship to Patient

| would like this authorization to expireon__/__/ .1no date entered, this authorzalion will NOT expire.

| understand that | may revoke this authorization at any time by giving the Westgate Dermalology and Laser
Center, P.A. wrillen nolice. However, If | revoke Ihis authorization, | alsounderstand that the revocalion will
not aftec! any aciion Westgate Dermatology and Laser Center, P.A, taok In reliance of this avthorization
before Wesigote Dermatology and Laser Center, P.A. received my wrllien notice. | understand that the
practice wil nol conditlon ihe way medical treatment will be given because of Ihis authorization. | also
understand that if the persons or entitles | authorize to receive my PHI as not heatth plans, covered health
care providers, or health care clearing houses subject to the Health Insuronce Partabiily and Accountabiiity
Act (HIPAA) or other federal health information privacy laws, they may lurlher disclose the PHI and it may no
longer be protected by HIPAA or tederal health Infarmation privacy lavs. A copy of Westgale
Dermalology's Motice of Privacy Praciices has been made ovailable tome.

Should we nead to speak wilh you conceming lab results, pathology reporis. oppointments or
general information, and cannot reach you, may we leave a message? Yes or No (clrcle). If yes:

Autharization to leave a lelephone message:

Signalure
Please [isi telephone number(s):

Emall addrress for fulure cosmetic announcements and specials:

Signalure: Date:




This form has iwo (2) poges
Piease bring this with you to your appoiniment

Patient Name: 8irih Date: Helght: Weight:
Please answer all of the questions as accurately as possible.
Primary Care Doctor:
Doctor Requesting Consullation:
Drug Allergles:
Past Medlcal History: Have you ever had the following:

" | AIDS/HIV Yes | No | Eosy Bleeding/Brulsing | Yes | No | Kidney Disease Yes | No
Anemla Yes | No | Gl/8owel Disease Yes | No | Mitral Valve Prolapse Yes | No
Arthritls _Yes | No_| Glaucoma Yes | No | Rhsumalic Fever Yes | No
Asthma Yes | No | Heori Disease/Atlack | Yes | No | Stomoch Ulcer Yes | No
Breast Dissass | Yes | No | Hepatilis Yes | No | Stoke Yes | No

| Concer Yas | No | High Blood Pressure " | Yes | No | Thyrold Disease Yes | No
Diobetes Yes | No | High Cholesterol Yes | No | Tuberculosis Yes | No
Lis} previous surgeiles or mojor llineises raquling hospialiratian and dales:
List any medications you are Iukln.g. Including non-prescriplion drugs; vilamins, and herbals:
Review of Systems: Mark any ol the following which you have had in the past year.
Cardlovascular Consifutional Gastrolnlestingl Newlopical
Chest paln Y | N | Fever Y | N | Abdominalpoin {Y | N [ Numbnass YN
Leg swalling Y | N | Welght loss Y | N | Nausea/Vomiling | Y | N | Weakness YN
Heort follure Y | N | Night sweals Y | N | Bload In stoo! Y|N
Bloodclolsinlegs | ¥ | N | Chills YIN
Muscuoloskelatol Llymphalic/Hemetaloglc Genlloutinary Respiratory
Aritvitls Y | N | Enlorged lymphnodes | Y { N | Bloodin uine Y | N | Cough YIN
Jaint poln Y { N | Easy bleading Y { N | Painwith uringlion | ¥ | N | Wheszing YIN
Sidn Eyes Ear/Nose/Throot
Kalold scors Y | N | Tearing Y | N | Mouthulcers YIN
Non-hedling lesions | ¥ | N | Biumed vision Y | N | Sore throai YN
Family History: Has any blood relolive ever had the follawing:
Breast Cancer | Yes | No | Hearl Dissase Yes | No | Melanoma Yes | No
Deprassion Yes | No | High Blood Pressure | Yes | No | Skin Cancer Yes | No

Digbetes Yes | No [ Kidney Disease Yes | No |} Stroke Yes | No

Social History: ' »

Do you use tobacco? (Type & Amount Per Day) Date quit:

Do you drink clcohol {Type & Amount Per Week)

Do you use a tanning bed? (How often}

Female Pallenls: Are you pregnant {Yes or No)




Patlent Name: Poge 2

Do you have anyone in household that can help you with woundcae ¥ N if yas, who?

Have you ever had Skin Cancer? (if yes, list type, date and location).

Do you fake any medications that thin the blood (e.g. Coumadin, Plavix, Asprin) or do you have any
known problems with proper blood clolling? Y N If yes, please explain:

Have you hod hepotitis ¥ N Ifyes, wasit hepalils A, B, or C? [Cicle one)
Do you have an implantoble deflbrillalor? ¥ N
Do you have a pacemaker? Y N

Have you had a joint replacement {e.g. knee or hip) pins in broken bones, artificiol hearl valves or
cosmetic implanis? ¥ N Ifyes, please explaln what and when li waos done?

Do you have a history of aheort murmur? Y N

Do you have any immune system problems? (e.g. HIV/AIDS, leukenla, current chemotiherapy, lupus,
previous oigon transplani? ¥ N [f yes, plecse explain

Do you have any psychologlcal or emotional problems? (including anxiely, depression or significant
claustrophobia) Y N Ifyes, please explain

Have you ever had cold sores on the lips? ¥ N
Do you form excessively large scars or kelolds? Y N
Do you require antibiotics before procedures or denlalwork? ¥ N

Have you bsen exposed fo signiticant ameunts of arsenic in medicalions or peslicides, or have you
been exposed o other carcinogens in large amounts? Y N if yes explain

Hove you been exposed o radiation or had radiation therapy? ¥ N if yes, exploin

Do you have any history of memory loss? Y N If yes, please ask fora separate sheet 1o {in oul,

1 VERIFY THAT THE ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE.

X

Signature of patien or parent if minor Date

Provider inltlals Clintcal Stalf Initials




IESTGATE

877/ DERMATOLOGY & LASER CENTER

IN. PONSIBILITY

The providers and staff of Westgate Dermatology and Laser Center, P.A, appreciate the confidence you
have shown in choosing us to provide for your health care needs. We recognize the need for our patients to
have a clearly stated policy regarding payment for medical services. The following is our Patient Financial
Responsibility Policy:

Your agreeing to receive services at Westgate Dermatology and Laser Ceater, P.A. implies a financial
responsibility on your part. This responsibility obligates you to payment in full of our fees. As a courtesy,
wa will bill your primary and secondary insurance carcier on your behalf, However, you are ultimately
responsible for payment of your bill. Please remember that an insurance contract is between the patient and
his or her insurance company, not between the Provider and the insurance company. This office does not
accept responsibility for collecting your insurance claim or for negotiating  disputed claim.

As a patient, it is in your best interest to know and understand your respousibility for any co-payment,
deductible and/or co-insurance as determined by your contract with your insurance carrier prior to your
visit. Notall services are covered in all insurance contracts. If your insurance plan does not cover a
service or procedure, you may be liable for full payment of the bill.

There are no “free” visits. Any time you are seen by one of our providersthere will be a charge for their
services. There are limited exceptions to this rule. Your insurance contract specifies what services are
considered no charge.

Your insurance company should provide an Explanation of Benefits (EOB) which shows the amount you
are responsible for. Your insurance benefits determine this amount, We only bill you for what your
insurance benefits do not cover. This may be listed on the EOB as a co-pay, co-insurance and/or
deductible.

For all patients with a co-payment we expect your co-payment portion to be paid at the time of service,
Failure to pay your required co-pay will result in your appointment being rescheduled. We do not set your
co-pay amount, your insurance company does. This amount should be listed on your insurance card or
benefits summary. Your insurance company requires that we collect the co-payment at time of service.
Insurance contracts obligate patients to pay co-pays and doctors to collectthem.

All surgical patients are expected to pay their portion (patient responsibility) of the surgical bill before
having surgery. You will be notified of the amount due before your surgery appointment. If you cannot
pay, your surgery will be rescheduled. The amount we collect is an ESTIMATE and is based on
information that your insurance carrier(s) provide to us. The final amountthat you will be responsible for
may be different. Any balance due must be paid in full within 30 days after claim settlement. Any
overpaymonts will first be applied to unpaid balances; any remaining credit will be refunded by company
check within 30 business days,

Surgical Missed Appointments: Patients scheduled for surgery that miss their appointments will be
required to pay a $200.00 deposit when rescheduling their surgery. This payment will be credited to your
account and will remain until your insurance claim is paid. Ifthere are any funds remaining from your
deposit, they will be applied to any past due balance. Any credit amount rmaining on your account after
your insurance pays and past due amounts are paid will be refunded to youby company check within 30
business days.

You are responsible for providing proof of insurance at each visit to our office and to notify us if your
insurance, benefits, address or phone number(s) change. You will be asked to provide a Picture ID, Social
Security # end your insurance card. This is for your protection against insurance fraud and for proper filing
of claims,
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Patients who want our office to file their insurance claims for them must provide their Social Security
Number (in the case of a minor, the policy holder’s SSN). Patients who do not provide their SSN must pay
in full for all services at their time of appointment. We will provide you with a copy of your billing sheet
so that you can file a claim with your insurance company.

If your insurance company requires a referral and/or prior authorization, contact your primary care
physician pnor to your appomtment at our office. Wﬂﬂgﬂﬂ@gﬂﬂm
ulti n

m_ﬁgmm_ygm_hm Refemls and prior aulhunmnons Emm somz insurance cumpames can take
several days. Please allow ample time before your appointment to secure these authorizations.

For patients with health insurance, once your insurance company has responded to our claim we will bill
you accordingly. Payments are due upon receipt of your statement, Accounts over 90 days past due may
be turned over to collections and our clinic may cease providing services to you. If you receive a statement
that your insurance company has not paid for a claim, you should contact your insurance company to ask
why a payment was not made.

Responsibility for payment for services rendered to the child(ren) of divorced or separated parents rests
with the parent who seeks treatment. Any court ordered judgment must be between the individuals
involved without including our facility. We will not send duplicate statements.

In the event your payment is returned to us unpaid, we may elect to resubmit your payment to your
financial institution. We may also collect a return processing charge in anamount not to exceed that
pemmitted by North Carolina state law,

Missed Appointment Policy: In order to provide the best service to all of our patients, we require 24 hours
advance notice if you are unable to keep your appointment. A $25.00 Missed Appointment charge may be
assessed if your appointment is not canceled within the required time frame. These charges are not payable
by your insurance company and must be paid prior to making another appointment. Patients with two
consecutive Missed Appointments or those who accrue three Missed Appointments in one calendar year
may be dismissed from our practice.

For patients that do not carry health insurance (Self Pay) and those for whom we do not participate in their
insurance health plan, payment by cash or credit card is expected when you check in for your appointment.
If you are here for an exam the following fees will be collected:

Level 4 Exem - NEW Patient $192.00 ESTABLISHED Patient $128.00.

If your exam is less than a Level 4 the difference will be refunded to you &t check out. 1f you are here for a
procedure (including surgery) the fee for that procedure will be collected before services are rendered.

For your convenience, we accept cash, check (established patients), debit and credit cards (Visa, Master
Card, Discover), Care Credit financing is also available.

Thave read the above and understand the statement of Patient Financial Responsibility:

Patient Printed Name Date Patient/Guardian Signature
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WESTGATE DERMATOLOGY & LASER CENTER
2020 PEACE HAVEN ROAD
WINSTON-SALEM, NC 27106
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DIRECTIONS

Westgate Dermatology and Laser Center
2020 Peace Haven Road Winston Salem 27106
(336) 768-1280

If you are using a GPS, our Winston-Salem address might be toonew for some units. We are at
the intersection of Peace Haven Road and Whitaker Road. Across the street from our practice is
a Piedmont Federal Bank. The bank’s address is 2095 Peace Haven Road. You should be able
to use this address in your GPS to navigate toour office.

*%*We have also included a map on the following page***

rom [-40 Busi rom the or
Teke Silas Creek Parkway North to the Robinhood Road Exit
Go RIGHT on Robinhood Road (towards Peace Haven Road)
Go RIGHT on Peace Haven Road (McDonalds on the corner)

Westgate Dermatology will be on your LEFT across the street from Whitaker Road and the
Piedmont Federal Bank

If you get to Polo Road you went too far.

om Silas k ay South
Take Silas Creek Parkway South to the Robinhood Road Exit
Go LEFT on Robinhood Road (towards Peace Haven Road)
Go RIGHT on Peace Haven Road (McDonalds on the comer)

Westgate Dermatology will be on your LEFT across the street fron Whitaker Road and the
Piedmont Federal Bank

If you get to Polo Road you went too far



