
 
 
 
 
 

Chart # _________________________________________ 
 

Patient Notice of Privacy Policy Acknowledgement 
 
Patient Name ___________________________________________________      DOB _______ / ________ / _________________ 
Mailing Address ____________________________________________________________________________________________ 
City / State / Zip _____________________________________________________________________________________________ 
Emergency Contact / Phone __________________________________________________________________________________ 
c Single    c Married    c Divorced    c Separated    c Widowed 
Email ______________________________________________________________________________________________________ 
Employer __________________________________________    Occupation ___________________________________________ 
 
I acknowledge that I have been given an opportunity to review The Dermatology Clinic, PLLC’s Notice of Privacy 
Practices, which is displayed in the lobby and will be provided a copy if I desire one. In order to assist The Dermatology 
Clinic, PLLC in protecting my privacy, I have answered the following questions on how the clinic may disclose my 
medical information. 
 
c Yes  c No You may call me on these numbers:  

Home _________________________   Cell _________________________   Work _________________________ 
  Leave messages on my answering machine / voicemail: 
  c Home    c Cell    c Work 
  Send appointment reminders to:  c Home    c Cell     
       
c Yes  c No Text Message Reminders (if reminders are sent to a cell phone) 
 
c Yes  c No You may leave messages regarding my care with the following persons: 
 Name ____________________________________________________   Relationship _____________________________ 
 Phone # __________________________________________________ 
 Name ____________________________________________________   Relationship _____________________________ 
 Phone # __________________________________________________ 
 
c Yes  c No You may photograph my skin for documentation purposes. 
 
X ______________________________________________________________   _______ / ________ / _________________ 
Signature of Patient (or Legal Guardian)      Date 
 
___________________________________________________________________________________________________________  
Patient’s Name (Please Print) 
 
___________________________________________________________________________________________________________  
Legal Guardian’s Name (Please Print)



Chart # _________________________________________ 

Financial Policy 
 
Patient Name ____________________________________________________      Date of Birth ______ / ______ / _____________ 
 
Your clear understanding of our financial policy is important to our professional relationship. 

• Our financial policy requires that payment in full be collected on the day that services are rendered unless the 
service is covered by insurance. 

• If you have valid health insurance coverage with one of the insurance carriers that we contract with, we will 
collect co-pays at the time of service(s) being rendered. The co-pay requirement cannot be waived by our 
practice, as it is a requirement placed on you by your insurance carrier. 

• You are also responsible for any co-insurance, deductibles or non-covered services as required by your 
insurance. 

• After payment is received from your insurance carrier(s), any balance that remains on the account will be 
deemed your responsibility including balances of insurance responsibilities not paid within 60 days from the 
date of service. 

• You will be notified on your first statement from our billing office of the balance which is due and payable upon 
receipt of the statement. 

 
Please select one of two options for paying account balances. 
c If payment is not received within 30 days of the first statement issued, there will be an additional $5 statement fee 
added to each statement that is processed and mailed until the balance is paid in full.  
c **Provide credit card information and sign credit card authorization in the office to ensure that the balance will be paid 
in a timely fashion to avoid any additional statement fees. 

• We will NOT call you prior to charging your card, so consider this if you give us your debit card number. You may incur 
overdraft charges at your bank. 

• You have the right to dispute any charges which you feel may be incorrect. You still have the right to question your insurance 
company’s determination of payment. 

c I have read and acknowledge the Financial Policy of The Dermatology Clinic, PLLC. 
 
X ______________________________________________________________   _______ / ________ / _________________ 
Signature of Patient (or Parent if Minor)      Date 
 
**To be filled out and signed in office: 
c I authorize The Dermatology Clinic, PLLC to charge the remaining balances on my account after insurance has paid 
to the following credit card after 30 days from the date of my mailed statement. 
 
c Visa    c MasterCard    c American Express    c Care Credit    c Discover  
Account Number __________________________________________   Expiration Date _____________   CVV _______________ 
Name as it appears on the card (please print) __________________________________________________________________ 
 
Signature _______________________________________________________      Date _______ / ________ / _________________ 
Email to send credit card receipt ______________________________________________________________________________ 



Chart # _________________________________________ 

1. No Show/ Cancellation Policy 
The Dermatology Clinic, PLLC requires a 24 hour cancellation notice for all scheduled appointments. If you do not 
cancel 24 hours prior to your scheduled appointment, you will be charged a $50.00 cancellation / no show fee.This fee 
is not reimbursable by insurance and will be due at the time of your next visit. 
 

2. Additional Charges from Outside Facilities 
If you have a biopsy performed, wound culture swabbed, or lab work drawn, there will be an additional charge billed to 
you and / or your insurance company directly from the lab for performing the test 
 

3. Authorization and Release (please sign below) 
c I authorize the release of any information, including the diagnosis and the records of any treatment or examination 
rendered to me or my child during the period of such care, to third party payers and / or other health practitioners. 
c I authorize and request my insurance company to pay directly to the doctor, insurance benefits otherwise payable to 
me. 
c I understand that my insurance carrier may pay less than the actual bill for the services. I agree to be responsible for 
payment of all services rendered on my behalf or my dependents. 
 

Medicare Patients: 
c I request the payment of authorized benefits be made to the Dermatology Clinic, PLLC on my behalf for any services 
furnished to me by the provider. 
c 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 or the benefits payable for related services. 
 
 
X ______________________________________________________________   _______ / ________ / _________________ 
Signature of Patient (or Parent if Minor)      Date 
  
____________________________________________________________________________________________________________ 
Printed Name of Patient 
 


