DERMATOLOGY HEALTH HISTORY

(Confidential)

Valley Dermatologic Medical Group

Simi Dermatologic Medical Center

18364 Clark Street

2925 Sycamore Drive #203

Tarzana, CA  91356

Simi Valley, CA  93065

818-345-7122

805-527-6586


Patient Registration Form  

Today's Date ______________

Name: ________________________________________________
 Date of Birth: ____/_______/_______

First
 
Middle 

Last

 
             
     Month         Day         Year

□ Married   □ Single    □ Divorced □ Widowed
  Sex: 􀂉 M 􀂉 F    Occupation: ________________________

Address: 

_______________________________________________________________________________________________________

Street number








Apt/Unit #

_______________________________________________________________________________________________________

City 



State 




Zip

Where should statements of your account be sent if different from above?

_________________________________________________________________________________________

Home Phone: _______________________


Cell phone ___________________________

Work Phone: ________________________


Emergency Phone: _____________________

Would you like to receive Email from Valley Dermatology ( yes ( no:  Email address _________________________________ 

In case of emergency, notify:  Name ________________________________
Contact number __________________________
Social Security Number: ________________________________ 
 
Drivers License # _________________________
Employer: ____________________________________________________________________________________

Name/Address

Referred by: ( physician_________________________________________________________________


( family/friend
( Insurance
( Yellow pages 

( internet
( previous patient

INSURANCE INFORMATION:
Please present insurance cards and photo ID to the receptionist so copies may be made.

Primary insurance: □ Blue Cross  
□ Blue Shield 

□ PPO 

□ Other 
 □ None

Subscribers name:____________________ DOB:    _____ Relationship to insured: □ self □ spouse □ child

Secondary Insurance □ Blue Cross  
□ Blue Shield 

□ PPO 

□ Other  
□ None

Subscribers name:____________________ DOB:    _____ Relationship to insured: □ self □ spouse □ child

Do we have your permission to:

Leave a message on your answering machine at home? 


􀂉 YES 􀂉 NO

Leave a message at your place of employment? 



􀂉 YES 􀂉 NO

Discuss your medical condition with any member of your household? 

􀂉 YES 􀂉 NO

If yes, whom: ________________________________________ Relationship ________________________

OFFICE POLICIES:

· All copayments, deductibles and non-covered services are due at the time of service.

· All cosmetic procedures are to be paid at the time of service. These are not billed to the insurance.

· It is the responsibility of the patient to understand their individual policy. Please be aware that co payment amounts may not be applicable for any type of surgical service performed.

· Appointments must be cancelled 24 hours in advance.  All non-cancelled appointments may be subject to charge.

_______________________________________________________ ______________________________________________

Patient Signature 







Date

Name ___________________________________________________

Today’s Date ______________________________

Birthdate _________________________________________________

Age _____________________________________

MEDICATIONS:

List all medications you are currently taking including prescriptions, over the counter  products, vitamins and herbs.

_____________________________

_____________________________

_____________________________

_____________________________


ALLERGIES:   ( NONE

Drug allergies: (list type of reaction)

_________________________________

(Anesthetics
(Aspirin

(Codeine

(Erythromycin

(Penicillin

(Sulfa

(Tetracycline
(Other

__ NON-DRUG ALLERGIES:

(Food

(Tape

(Anesthetic
(Other

____________________________


SURGERIES:  □ NONE

List previous surgeries and dates

______________________________

_______________________________

_______________________________

_______________________________

________________________________

FAMILY HISTORY 

Do you or any member of your family now have, or ever had any of the following conditions:

Disease

Self
Family

Allergies

(
(
 

Arthritis

(
(
 



Asthma

(
(
 

Cancer

(
(
 

Diabetes

(
(
 

Eczema

(
(
 

Bleeding problems
(
(
 


Disease


Self
Family 

Heart disease

(
(
 

High blood pressure

(
(
 


Lung disease

(
(
 

Malignant melanoma

(
(
 


Psoriasis


(
(
 

Skin cancer


(
(
 

Tuberculosis

(
(
 

SOCIAL HISTORY:
Check all that apply

Do you smoke?
(No
(Yes-Frequency __________


 Do you use IV drugs?  (No   (Yes-Frequency __________

Do you drink alcohol?
(No
(Yes-Frequency __________


Have you had or been exposed to HIV (AIDS)?  ( yes   ( no
 


What are your hobbies: ________________________________________________                 What is your occupation? _____________________________________________________

HEALTH HISTORY QUESTIONS:

Have you been advised to take antibiotics before any surgery or dental work?……………………

(YES

(NO

Do you take blood thinners, anticoagulants or aspirin?………………………………………….

(YES

(NO


Did you ever take cortisone either by mouth or injection?…………………………………………

(YES

(NO

Have you ever had a blood transfusion?……………………………………………………………

(YES

(NO


Do you develop keloids (scars) after surgery? ……………………………………………………...

□ YES

□ NO

Do you have ANY type of pets at home? …………………………………………………………..

□ YES

□ NO

(Women) Are you pregnant?...............................................................................................................

□ YES

□ NO

Have you ever been examined by a Dermatologist before?…………………………………………

(YES

(NO

Have you ever been treated for the same condition for which you are being seen?………………..

(YES

(NO

Is there any other information that you feel is important for the doctor in evaluating your medical condition
(YES

(NO

Explain yes answers ________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Why are you seeing the doctor  today?____________________________________________________________________________________________

I certify that the above information is correct to the best of my knowledge.  I will not hold my doctor or any members of his/her staff responsible for any errors or omissions that I may have made in the completion of this form.

__________________________________________________________



_______________________





Signature







Date

Completed by:  □Patient      □ Medical Assistant ________  I have reviewed this patient health history form:  _________________ Date ________________________ 

                                                                                                                   (initial)




       (physiican initials) 

We would greatly appreciate your taking a moment to help us identify our referral sources….

How did you hear about Valley Dermatology?

(  A member of my family recommended the doctor.

(  A friend recommended the doctor:

(  Another doctor recommended the group:

    If you would like us to keep your physician informed, please give us the doctor’s name _____________________________________

( The doctor’s name was listed in my insurance directory of preferred providers.

(  I noticed your ad in the Yellow Pages

(   I saw your name on the internet.

(  I have been seen as a patient previously in this office

Other: ____________________________________________________________________________________________

Please check any services that you would be interested receiving further information on:

( Restylane Injection (filler material for facial smile & expression lines)
( Laser resurfacing

( Sclerotherapy treatment for spider leg veins



( Botox injections (for frown and squint lines)

( Laser treatment of brown spots and face veins



( Glycolic acid products for face and body

( Glycolic peel for acne, discoloration, and fine lines



( Hair loss treatments for men




( Microdermabrasion






( Skin cancer prevention

(  Updated Acne skin treatments





(  Cosmetic facials

( Laser Hair Removal






( updated Psoriasis treatments

What other services would you like to see offered: 

_________________________________________________________________________________________________

Would you like us to mail you further information on the above services?
□ yes
□ no

Name: ______________________________________________________________________

Thank you for taking the time to complete this survey.

OFFICE USE ONLY

( Insurance cards scanned and copies
Initials __________
Rev: 3/28/2007
( Verify form filled out completely and legible                               Initials __________




