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PATIENT DEMOGRAPHIC FORM

Patient Name:
LAST HAME FIRST HAME MADDAE HAME
Mariinl Stotus [eirels): Singlo Marned Widpwsd Dhvorcod Pastnerd
Patlent's Date of Birth: hge:  BloL Gender: M F  SSNE:
Primasy Lamgunge: Pramoung:
Address:
STREET APTA0RIT 8 CITY ETATE ZIF CODE
Tabaghaons:
HIME fsou ) woe-eoca VIR, [pouce) o sonen PAOBILE fuon) -
Fharmaoy !
Ermail Addraas:
Ermplayar:
EMPLOYER NAME EMFLOYER ADDRESS
Emergency Contact:
FLELL MAME RELATROINEHIP 1O PATIENT PHOME MUMBER
Primary Care Physician:
LAST raasE FIRST NAME FHIMNE HUMBER
Ratarring Physician:

i@ Piysacian did nod ngler you, plense ol us how you pand about our ofice
MPE Dermatology Website  Online Review  Social Media  Insurance Carrier  Reterrali®Waord of Mouth

Parant'Guardian:
PAREMTAGLIARDIAN MAME DANTIME PHOME  RELATIOMSHIP TO PATIENT  ALTERMATE DO YTRAE PHONE
Primary lnaurance Secondary Insurance
PRISARY INEUIRANCE COMPANY NAPME SECOMDERY INSLRAMCE COMPANY MAME
SLESCAMER'S MAME IF DIFFERENT FAOM PATIENT SUBSCRIBER'S MAME IF DIFFEREMT FROM PATIENT
SUBSCRIBER'S 1D MUMBER SUBSCRIBER'S ID MUMBER
GADUP NUMBER SUBSCRIBER'S DMTHDATE GROUP NUMBER SUBSCAMER 'S BIRTHDATE
PLEASE INDICATE RELATIONSHIP TD PATIEMT PLEASE INDOCATE RELATICMNSHIP TO FATI-EFI?
Selt Spouse Fother Mother Partnor  Oahar Sell  SpouEn Fothss  Moinar  Paroner  Oches

PATIENT OR GUARDIAN SIGNATURE: DATE:




Patient Skin Concerns

What are you most concerned about regarding your skin?

Medical History:

Are yiw 0 good Reafh now?

Yos Pl
Hwve you e fuel anyg of the folowing®
Agrrums Tes Fo Cusbetes Yes 5 ta]
CEronee Hay Faved Y M Imamal Cancr Yirs ]
Hrens Yes [£5] High Blosd Piedsurs Wies £ 5]
Sinud  Profiemaiigrainig s P Hear Troubls s FD
Eczema Wi £ 5] At Fiissd Wi L]
Bt Yas Feo JaurdicaHenalis Yes 3]
Food Abergies i L] Mgy Drffiia Yas ]
Mgy b Local Anesthetios s Ha Famoma Yieu ]
Heedrig Liger Yas Mo Epdepsy Yes M
HIW Infectan Lt Mo Tubsmuloan. Yea Mo
D You SmoReT s Mo Digan Trarmplan Wi )
Jeinl REpletssant Yo [
O yow take Diood thnneis? as Mo Moo Thnrei Wie Sdgem Adwl  uprelies, Mabin, Corsadeng
e pou el e Pancin? Yas Mo
Whal dusass, if any, rma @ your family? Hawe wou ower Bdan taated M dbn Eancer?

Tk P

Female Patients:
When was your last mensirual period?
Are you pregnant? Yes Mo

It yes, how many months?

fre you breast-leading? Yes ']+]



PATIENT MEDICATION LIST

Medication MamefDosage/Frequency/Route of Administration [e.g., oral, topical, inhaled)

Madication Namea Dosage Frequency Foute of Administration

O CHECK HERE IF NONE

Pﬂti Ent MEdI nﬂt I'IJI"I A“EI'EI H E (i none, write MEDA ftor *No Enown Drug lergiu;."j




o
IE R AT LG

Medical Records Release Form
As required by the haalth information Portability and Accountability Act of 1266 (HIPPA) and California Law,
MPZ Dermatology may not use or disclose your individual identifiable health information except as provided
inour notice of privacy practices without your authonzation, Your completion of this form means that you'ng
giving your permission far the use disclosure describad below, Pleass Be dward that e your inladmation
lzaves MPZ Dermatology, we will no longer be able to protect that information, and the recipients of your
infarmation may not b legally reqguired 10 protect your information,

I heralbny, release MPZ Dermatology from amy £ 8l legal Lisbility that may arise from the releasa of this
infarmation 1o the party listed below, Further, | authorize MPZ Dermatology 1o obtain or disclose health
information concerning:

Patient Mame: Date of Birth:
Heatth Information to be released or Disclosed
(Cirele One)
Historyf Physical Talephona Messages  Lab Rasults Entira Madical Records  X-Ray Resulls
Consultation Report Progress Notes Biopsy/ Surgical Pathology Site

I understand this infermation may inclede information relating to AIDS (acguired immunodeficiency
syndrome) or HY {Human Immunodaficiency Virus) infection, STDS (Seaally Transmitted Diseases), and
treatment for alcohol ands or drug abuse.

Pleasa make sure that all physician or contact informaton is filled out camplately. RBeguests with missing
infarmation will not be honored,

Imitkals

Information to be released to: From:

Iunderstand this authosization may be rewoked in writing at any ime, scconding to MPZ Dermatology’s Matice
of Privecy Practices. Unlass athérwise revoked, this authorization will axpife Ond yiear ifom date of this
authorization.

Printed Namea: Drate:
Signature: Witness:
if signed by othar than the patient, indicate tha relaticnship:




Patient Acknowledgement and Authorizations

I authorize MEZ Darmatodogy (0 conduct examinationg and penorm proceduras tRat ane medically required b adrinigter
treatment and madecalions a5 deemad RECESSANY OF Adwvisabla.

MPZ Dasmatology ks haraby authonzed 1o relaase & complate rapar of senscas rendarad, diagnosis, indings, and datails
of trastmant and progress for this purposa of receiving payment 1or such senvices renderad. Recipiants of such
information may Includa authorizad billing agents, INsuance carriars, Bmployers Workers' compensation insuranca
company, ather third-party payers, the Soclal Sacurity Administration under Title XV (18) of the Social Secunity Ast,
Professional Raview Drganizations of othed Inermedianes responsible for payment of sérvices rendered. The releasa of
information consem may be reveked at any tirme by giving witten natice,

If the ralesse of information is refused, the patient will be held responsible for payment of pdl charges for services
remdenad. In congideration of medical goods and services provided by the MP2 Dermatology, | geen all rights, tile and
interest 1o the medical/surgical/supply reimbursement in accondancs with the terms and benelits of the patient's
Insurance policy of ather healch benefing including Medicare Part B. | remain fully responsibie for poymant of any. and all
charges nol covered by insurance or Madicare,

Patient Assignment for Benefits

MPZ Dermatology will Ball atl primany and secondary insurances, but | am wltimatety responsiple for paymant for tha
services and any products | eceive,

| hiaredyy assgn to MPE Dermatology any insurance or other thind party bencfits available for healthcare sendcas provided
tama. | understand that MPEL Dermatotogy has thae right 10 refuse or accept assignments of such banafits. If thasa
bengfits are not assgned to MPE Dermatology, | agree to fonwand to MPE Dermatology all health insurance and othes
third-party payrments that | receive for services rendarnad to me immadiately upon regeest,

| understand that my signatura requests payment be made directly to MPE Dermatology. | authorize the releass of
mardical infarmation necessany to pay the claim, A photocopy of this assignmeant |8 to be considered a3 tha original.

Patient Financial Policy

Thank yeu for choosing MPEZ Dermatology 85 8 haalthcare providar. We ana committed 1o your treatmant bedng &
succossful cxparionce. Please halp s maintain accurala records by filling out forms lagibdy and informing us i any
changes nead 10 be updated on your account (for example: sddress, lalephone nembar, madical inguranges, &te.).
Copayments are dua at tha tima of service. MPZ Dermatology resensas the right (o send Spacimens to an outside
laboratory for special staining purposes, pathoiogical interpretation, andior 19 abtain a second opinion, MPZ
Cermatology 1= not responsible for amy cutside facility charges that may be incuwnned. It 15 your responsibility 1o knoe and
ungarstand your spacific snsurance plan and what benafits are provided. There isa $50 fee if appointments are nat
cancaled or rescheduled withan 24 hours of your appointment. 'We accept all major credit cards, debat cards and cash,
We DO MOT ACCEPT payment by check. Please review MPZ Dermatology complete Patiant Finpncial Policy attachad for
mare infarmation,

I have read and agres with the Patient Acknowledgment and authorizations, Assignment of Benefits,
and Financial Policy (see details below]. | understand the terms and conditions cutlined herein as
confirmed by my signature below.,

PATIENT OR GUARDIAN SIGNATURE DATE



Motice of Privacy Practices

By my dated signaturg below | acknowladge that | have hieneby been made awane that | can either request a physscal copy
of MPZ Dermatology's cument Motice of Privacy Practices for ressew in the recaplion arsa upan my visit 1o tha clinic, or
read and downboad an ondineg Sogy with updated amendments, as they may be made from Lime 1o ma, irom ouf websine
at wowew. mpzderm.com. Our Privecy Practices inchude the way we himdle your pérsonal and povisté medical infonmatson
as regutated by the U5, Health Insurance Portability and Accauntability Act af 1236 (HIPPA). Questions regarding tha
Preeacy Practices of MPE Dormatology should be directed at our Privacy Officer, Natalie DeRose. She can be reached 81
aur Corone Office,

HIPAA Compliance Patient Consent Form

Our Motece of Privacy Practices inchudes information abowt haw we may use or disclose protected health informatian.
Tha notica contalns a patient's rghts section doscribing your rghts under the law, You acknowledge that by your dated
signature bedow that you have been given an opportunity to nevigw our notice, either physically of anling, belong Signang
this consent. Tha terms of the notice may change, if 5o, you will be netified on your next st B0 update yousr
skgnipturaldate.

You have tha right 1o restrict how your protected health indormation is used and disclosed for réptmant, payment o
healihcare oparations. We are not required to agree with this restriction in all clrgumstances, but if we da, we shall honer
this agreemeant. The HIPAA (Haalth Insurance Portabdlity and Accountability Act of 1596) law makes important gxceptions
to patent privecy you should be awere of, For sampla, HIFPA allows for the use and sharing of Private Patient
information for treatment, payment, or haalthears oparations with laboratonas, other physicians who you Se¢ or who
weit Ty COMSUI, insurance carriers, and billing sendces, Other less common cxamples of sxceptions nclude Law
anfodcamant of stote and fadaral hesith care agancias.

By signing this form, you consent 18 aur use and diselosure of your protected haalihcare infaemation a3 provided by
HIPPA. You undersiand That nat consenting may restrict our ability 10 gravide you with carg and have your iInsurance pay
Por gur sarvices. You have the right to revoke this consent inwriting, Signad by you, 81 ary time. However, such a
revocation will not e retreactive.

By signing this form, | understand that;

s Protected kealth information may be disclosed or used for treatmant, paymant, or haalthcare operations,

W MPZ Dermatology resergs the fight to change thesr privacy policy as parmitted by baw.

= Thepatiant kes the Aght 1o resteect the use of the information, but the practce does not hoee (o gree 0 thise
restrictions it thay Interfers with requiroments dictated by federal Law.

s The patient has the right to reveke this consent in writing a1 any time and all full disclosures will then casse,

e Thepractice may condition recelpt of treatment updn exetutian af this Consant.

May we pheong, empil, o Send a text 10 you ta confirm appoentmeants? YES MO
May vt laowe @ MEsSIEe 6N your answering maching a1 home, o on your cell phone? YES MO
May we GiSCUsSs your misdical conditidn with any membéar of your family? YES MO

PATIENT OR GUARDIAN SIGNATURE BATE




Patient Financial Policy

Thank you for choosing MPZ Darmatodogy 85 & healthcara provider, We arg committed to your treatment being a
sutcesgiul experiencs. Plagss help us maintain accurate reconds by filling cut forms lagibly and informing ws if any
changes nitdd to be updated on your decount ffor example: sddress, telephons numbed, medecal insuranca, e1e.]. You
may contact our Billing Deparimant at (714) 470-2471 Monday - Friday from 10:00AM 1o 2:00PM. We accept all major
credit cards, debdt cards and cash.

Insduranca and Ingurance Collectian

I you ane unable to prasem an insurance cand ar the time of gandsca, or if you ane covened by an NSUrance company with
wihich we are not contractad, wl reguire that you pay for sendces al the time of gansca. W will provide you with tha
required disgnosis and charge codes $o that you may file a claim with your carer,

Know ¥our Plan Benefits - Non-Covered Sorvices Arg Your Responsibility

Each insurance company. including Medicara and Maedical, has diffarent plans, aach with different benefits, Bacause
yaur health insurance i3 an arrangament Dapwean you snd yaur insurer, you should undarstand what sendcas ars covarsd
UnGEE Pour SPECfic plan. Yowr ingunar can assist you with any quastions you have related 1o yous own Denafits. All co-
payrnents, co-insurance, andror deductibles are your responsibility. Co-payments are due at the time of serice. Thisis a
requirement of your insurer,

Wia may decling 1o sae patients for non-omargency visits if co-payments are not made at the time of the visit, Inaddition,
ploase be awesa that your MPZ Dermatology provider may provide services not covarad a5 o Denafit of your spacific
inswrance plan, Patients or Guarantors ara financialty responsible for sl sendces provided that may not be covared by
your Insurance plamn. It s your responsibility to know and undersiand your specific insuranca plan and what benafits e
provided.

You may undergo some procadunes that are best performaed wtitizing the equipmant, sataty, and comdart that can ba
abtaingd in an Ambulatory Surgery Center (ASC) satting. Please be awara that thesa charges are sepatato and apart from
those fess charged by MPZ Dermatology. You should ask your insurance company how your benalit plan would cover amy
outpathent facilin!ASC charges,

¥ou may undengo sorme procadures hat will ivolve removing lissue. The chaqges Tof (NS process are known &e
LabaratonsPathology charges and wilk appear on your Bill i performed. The physicion who loaks ot the slide and provides
higMar opinion based on those SBdes is known os the Pathologist. There 5 a charge fior that physician”s professional
opinion, which s independent of the charge for prepacing tha sctual slida. MPZ Dammatelogy resedses the right to send
specimens to an owiside facility for specisl staining purposes, pathological inmtarpratation, and/for (o obtein 8 sacond
opinion. MFZ Dermetology 18 not responsitde 1or amy outsida facility charges that may be incurred.

HMD Plans

I your eane and treatrmant 00 MPZ Darmatology i thi result of & relerral trom your HMO plan and/ar frgem yaur Medical
Group or HEO Provider, you should hawe a written authorization/refomral from tham, It is your respansibility to verify that
they properly authorize your care and treatmeant in advance. Any co-pay requined will be your responsibility at the time of
EaCh visit.

Sacandary Insuranca

Having miore than one insurance doas NOT necessanly mean that your Senastis are coventd 1008, Depanding on your
plan's banefits, tha secondery insurars will pay depanding on what your primary insurar pays. We will bill yodsr secondary
insurer 85 8 courtesy. You ara responsibla for any balances atter your insurers have precessed our claims,

Madicara

You are responsibbe for your annusl deductible erd 20% of the allowable foe for covered seracos. We will be happy to bill
what rérmains after your claims have been processed and will transfor responsibility foe payrment 1o you and send you a
statoment.



impenant rerminder for Medicare-ennolled patients: If you ane qualified for Madicare coverage and decided 1o enrall in o
Madicare ChoicefMedicane Advamage plan fe.g. Secure Horizons, Blee Cross Senior Securg, SCAN) you may need to first
get a referral from your Primary Care Physicion (PCPE) befong your visit with us will be covergd. Please coll the nasmber gn
your insurance card for information from that plan

Minar Fatients

The adult sCcompanying & minar and the minors parents of guardians are responsibbe for Tull payment for Sarvices
rendered. If a minar is unaccompanied, consant for treatment and payment SITangements must be pravided in advance
of treatment, Payment may be by pre-autharized credi card, payment on aceount in advance, cash of credit card
presgnted at the time of service.

Divorce Decrans

MPZ Dermatology ks MOT a party to any dhvorce decres. Adult patients ara responsible for their bill at tha time of service.
Financial respansibility for a minoe recerding medical sandces rasts with the secomparmying adult,

Paymeant Due at Time of Service

Fayment for all services is due at the time the serdice is porformed. If paying with a credst card, we reguine patients to
provide o credit card for payment of co-paymanis, co-insurancd amounts, deductibles, and charnges othanwise not
convenad by your ingurance. You will recaive the same Explanation of Benafits (EOB) directly from the insurance company
of Hadicare. Onos wa heve Drocossed your payment, you will receive 8 stetement from ws reflecting that paymiont.

Collactions

MPZ Dermatology will send you a statement alier your ingurers have bean billed and your Insurers have conskdensd your
charges. If no payment is received after 120 Gays, your 3ccount may be turned ower 1o @ collection agency. A $25.00 late
paymaent/pre-codlection foe will be added to your agcownt 8o offset the administrative costs inturred when Scoounts are
assigned for collection,

Missed Appaintmants

There is 8 $50.00 missed appointment fee if you cancel o raachedula an appointment with less than 24-hour pdvance
notice, of if you Tail 1o arrive For youl appamniment. Pleass do not raky on our autsmatad appointment reminder sendce g5
your only reminder to keep your scheduled appaintment, 85 we Cannot guarintes this Ssenrdce, of that the phone number
provided is sccurate or functional for this purpose,

Promoticnal Couponsfincantivas

Some ranulaciurens offer carain discounted products and/ar sarvices. MPEZ Dermatology may not honos of accapl eveny
Ciapen or manuiaciurer's offer s the tarms and performance of the issuer may change. You are responsible for any
goods andiar Services you recaie, Please ask whathes any coupons ane s1ill being honored before receiving sanices,
Cosmetic procedune refunds paid by credit o with debit cand will be Suhject toa 5% processing e, wihich will Da
suiMractad from the tofal refund amount,

Reguast for Madical Resords

A segnid reléase of reconds Tofm i requened at tha tirme of your request. You will be chargad £0.25 cenis par paga copad,
plus cberical feds of £25.00 I you request tha recaords 10 ba mailed 10 you, please note thet posiage feas Bre mol
included, and will be charged separatety. The msdical racords will not De relaagad 1o you until our fees ana pﬁiﬂ ir full.
These fees are 501 by the State of Cakifernia (Health & Safety Code saction 123110}, not MPZ Dermatobogy.

PATIENT OR GUARDIAN SIGNATURE DATE



