
DAVIE DERMATOLOGY, P.A.
AT KINDERTON

Date ________________________

PATIENT INTRODUCTION

Patientʼs Name ______________________________________________________________________________________Age ________________
Last First Middle

Address ________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________
No. and Street City State Zip

Birth Date ______________________Sex ______________Home Phone # __________________________Cell # __________________________

Employerʼs Name ________________________________________________________________________________________________________

Employerʼs Address ______________________________________________________________________________________________________

Employerʼs Phone #____________________________________Your Social Security # ________________________________________________

Who referred you to our office? ____________________________________________________________________________________________

Who is your family doctor? ________________________________________________________________________________________________

Marital Status:   o Single     o Married     o Other ____________________________________________________________________________

Spouseʼs Name/Parent if under 18 __________________________________________________Spouseʼs Date of Birth______________________

Spouseʼs Employer/Parentʼs if under 18 ______________________________________________________________________________________

Notify in Case of Emergency ______________________________________________________________________________________________

Phone Number (            ) ________________________________________Relationship________________________________________________

INSURANCE INFORMATION
Primary Insurance Company ______________________________________________________________________________________________

ID # ____________________________________________________________Group #________________________________________________

Policy Holder's Name ____________________________________________________________Insured's Date of Birth______________________

Secondary Insurance Company ____________________________________________________________________________________________

ID # ____________________________________________________________Group #________________________________________________

Policy Holderʼs Name ____________________________________________________________________________________________________
I hereby authorize payment directly to Davie Dermatology, P.A. of the surgical and/or medical benefits. I hereby authorize Davie Dermatology, P.A.
to release any information acquired in the course of my examination and/or treatment to my insurance carriers, third party payers or others directly
involved in processing and collection of any claims submitted on my behalf.

Signature:________________________________________________________

DO WE HAVE YOUR PERMISSION TO:
Leave a message on your answering machine at home? oYes       o No
Leave a message at your place of employment? oYes       o No
Discuss your medical condition with any member of
your household? o Yes       o No
If yes, whom? ________________________________________________Relationship________________________________________________

Patient Signature ____________________________________________________Date________________________________________________

Suzanne P. Hess, M.D.
Tracie C. Bryson, M.D.
Kelly L. Barham. M.D.
Stuart J. MacDonell, PA-C
Kelly R. Crawford, PA-C

 


