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Patient Information 

Full Legal Name: __________________________________________________ DOB: ________________ 

Address: _____________________________________________________________________________ 

Primary Phone: ___________________   Height: ___________      Weight: ________    Birth Sex: M or F 

Marital Status: ______________ Social Security Number: ________________________________ 

Email Address: ________________________________________________ 

Authorization to email and leave detailed messages: Y or N 

Employer/School: _________________________________ Occupation: ______________________ 

Employment Status: Employed    Unemployed    Retired    Full Time Student   Part Time Student 

Race: White/Caucasian   Black/African   Asian   American Indian or Native Alaskan   Native Hawaiian 

Ethnicity: Hispanic/Latino or Non-Hispanic/Latino   Language: English  Spanish or Other___________ 

 

Responsible Party Information 

***PLEASE PROVIDE YOUR INSURANCE CARD(S) AND PHOTO ID TO THE RECEPTIONIST TO SCAN*** 

PHARMACY CARD (IF APPLICABLE) 

 

Emergency Contact Information 

Name: _________________________________Phone: ________________Relationship: ____________  

 

Physician Information 

Primary Care Provider: ______________________________________ Phone: _____________________ 
Referring Provider: _________________________________________Phone:______________________ 

 

Pharmacy Information 

Local Pharmacy Name: ___________________Location: ________________Phone: ________________ 
Mail Order Pharmacy: _________________________   Phone Number: __________________________ 
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Minor Children 

 

In case of children whose responsible party is someone other than the custodial parent, we must ask 
that payment for copay’s, etc. be made at the time of service by the person accompanying the child to 
the office. 

Father/Legal Guardian 
Name: _____________________________________ DOB:____________________ SSN: _____________ 
Address: _________________________________________________ Phone: ______________________ 
Employer: _________________________________ Employer Phone: ____________________________ 

Mother/Legal Guardian 
Name: _____________________________________ DOB:____________________ SSN: _____________ 
Address: _________________________________________________ Phone: ______________________ 
Employer: _________________________________  Employer Phone: ____________________________ 

 

I give the following person permission to accompany my child to office visits and give them authority 
to make decisions about treatment. 

 

Name: _____________________________Phone: ____________________Spouse: _________________ 

 

I authorize Hancock Dermatology to examine and treat my child. 

Signature of Parent/Legal Guardian: ___________________________________ Date: _______________ 
Printed Name of Parent/Legal Guardian: ________________________________ Date: ______________ 
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Release of Information 

I give permission to Hancock Dermatology to release any information pertaining to my chart to the 
following person, this may include pathology, billing services, diagnoses, and treatment plans:  

 
Name: ___________________________________Phone: ______________Relationship: _____________ 

Name: ___________________________________Phone: ______________Relationship: _____________ 
 

I hereby assign my insurance benefits to be paid directly to Hancock Dermatology. I am aware that I am 
financially responsible for ALL NON-COVERED services. I understand that it is my responsibility to know 
my insurance policy and what it requires pertaining to referrals, timely filing, and authorizations. I also 
authorize the physician to release my information required to process my claim to my employer or 
insurance company.  

I understand that all charges are to be paid at the time of service unless I present a valid insurance card 
that represents insurance carriers with whom Hancock Dermatology has contractual agreements with. 
All deductibles, copays, and non-covered services are expected to be paid at the time of service. I also 
understand that if any insurance does not pay my claim within 60 days of billing, I am financially 
responsible. All balances that go over 90 days are subject to placement with a collection agency. If my 
account is turned over to an outside collection agency, I agree to be responsible for all costs of 
collection including but no limited to interest charges at the current legal rate, reasonable attorney 
fees and court costs. Furthermore, I understand I may be dismissed from the practice.  

I am aware that Hancock Dermatology has a no-show policy and understand if I fail to keep 3 
appointments without giving 24 hours’ notice I am subject to be dismissed from the practice.  

Signature of Patient/Responsible Party: ____________________________________ Date: ___________ 
Printed Name of Patient/Responsible Party: _________________________________ Date: ___________ 

 

I acknowledge that I have been offered or received a copy of the Health Insurance Portability and 
Accountability Act (HIPAA Privacy Act) and am aware that Hancock Dermatology will not release my 
information unless outline above.  

 

Signature of Patient/Responsible Party: __________________________________ Date: _____________ 

 

 


