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PLEASE	
  COMPLETE	
  ALL	
  INFORMATION	
  BELOW	
  –	
  PLEASE	
  PRINT	
  CLEARLY	
  

FIRST	
  NAME____________________________________MI____________LAST	
  NAME_____________________________________________	
  
STREET	
  ADDRESS___________________________________________________________CITY______________________________________	
  

STATE_________________ZIP_________________	
  	
   HOME	
  PHONE_________-­‐___________-­‐_______________	
  

CELL	
  PHONE___________-­‐___________-­‐________________	
   WORK	
  PHONE__________-­‐__________-­‐__________________	
  

E-­‐Mail_______________________________________________	
  	
  	
   Preferred	
  Contact:	
  Cell	
  	
  	
  	
  	
  	
  Home	
  	
  	
  	
  Work	
  

Date	
  of	
  Birth____________________________	
   Age_______	
  Gender:	
  	
  M	
  	
  	
  	
  	
  	
  F	
   Marital	
  Status:	
  	
  	
  S	
  	
  	
  	
  M	
  	
  	
  	
  D	
  

SOC	
  SEC	
  NO:______________-­‐_________-­‐_______________	
   School	
  (if	
  student):______________________________	
  

Race:	
  White	
  	
  	
  African	
  American	
  	
  	
  	
  Native	
  American	
  	
  	
  	
  	
  	
  Asian	
  	
  	
  	
  Hispanic	
  	
  	
  	
  Other	
  

Ethnicity:	
  Hispanic/Latino	
  	
  	
  	
  	
  	
  	
  	
  Not	
  Hispanic/Latino	
   	
  	
  	
  	
  	
  Primary	
  Language______________________	
  

Employer____________________________________	
  Primary	
  Care	
  Physician__________________________________	
  

Occupation__________________________________	
  Referred	
  by_________________________________________	
  

PHARMACY:	
  IMPORTANT:	
  WE	
  ARE	
  LEGALLY	
  REQUIRED	
  TO	
  E-­‐PRESCRIBE	
  
NAME__________________________________STREET/TOWN____________________________________TEL_______________________________	
  

PRIMARY	
  INSURANCE	
  INFORMATION	
  
INSURANCE	
  COMPANY:_________________________________________________________________________	
  

NAME________________________________________________________	
  RELATIONSHIP	
  TO	
  PATIENT:	
  SELF	
  	
  SPOUSE	
  	
  CHILD	
  	
  OTHER	
  

STREET_____________________________________________________	
  CITY________________________________STATE/ZIP_____________________	
  

DATE	
  OF	
  BIRTH__________________________________	
   SOC	
  SEC	
  NO_________-­‐_________-­‐_____________	
   GENDER:	
  M	
  	
  	
  	
  F	
  

INSURED	
  ID#______________________________________	
  GROUP	
  #___________________________________________	
  

SECONDARY	
  INSURANCE	
  INFORMATION	
  
INSURANCE	
  COMPANY:_______________________________________________________________	
  
NAME________________________________________________________	
  RELATIONSHIP	
  TO	
  PATIENT:	
  SELF	
  	
  SPOUSE	
  	
  CHILD	
  	
  OTHER	
  

STREET_____________________________________________________	
  CITY________________________________STATE/ZIP_____________________	
  

DATE	
  OF	
  BIRTH__________________________________	
   SOC	
  SEC	
  NO_________-­‐_________-­‐_____________	
   GENDER:	
  M	
  	
  	
  	
  F	
  

INSURED	
  ID#______________________________________	
  GROUP	
  #___________________________________________	
  

Authorization	
  to	
  Pay	
  Benefits	
  to	
  Physician:	
  I	
  hereby	
  authorize	
  Fryer	
  Dermatology,	
  PLLC	
  to	
  release	
  any	
  medical	
  

information	
  regarding	
  medical	
  history,	
  services	
  or	
  treatments	
  rendered	
  to	
  me	
  or	
  my	
  dependent	
  for	
  purposes	
  

of	
  insurance	
  claims	
  and	
  authorize	
  the	
  assignment	
  of	
  benefits	
  directly	
  to	
  Fryer	
  Dermatology,	
  PLLC.	
  I	
  accept	
  

financial	
  responsibility	
  for	
  services	
  not	
  paid	
  by	
  insurance	
  including	
  all	
  deductibles/copayments/coinsurance,	
  

non-­‐covered	
  services,	
  lack	
  of	
  necessary	
  referrals	
  and	
  any	
  fees	
  not	
  paid	
  by	
  my	
  insurance	
  (for	
  any	
  reason)	
  

within	
  120	
  days	
  of	
  the	
  date	
  of	
  service.	
  I	
  understand	
  that	
  all	
  copays	
  are	
  due	
  on	
  the	
  day	
  of	
  my	
  visit	
  and	
  failure	
  of	
  	
  

payment	
  at	
  that	
  time	
  will	
  result	
  in	
  an	
  additional	
  fee.	
  	
  There	
  will	
  be	
  a	
  $25.00	
  fee	
  for	
  appointments	
  missed	
  

without	
  being	
  cancelled	
  within	
  24	
  hours.	
  

Patient	
  or	
  Authorized	
  signature:________________________________________________________Date:	
  _____________________________	
  


