
___________________________________________________________________________ ___ 

SA:... ~ 
Of Suo. A..". ;" 

Welcome to Our Office1 

Patient~ o New Patient o Name Change o Address Change o Insurance Change 

Patient Name: Mr. Mrs. Ms. Dr.________________________ Dat'_I_I__ 
Age ___ 008 __1__1___ Gender: F M 

Marttal Status: 5 M W D DriwrsU~# _________________ 5SN: __1__1__­
Add~u: 

C"', ________ State: ____ Zip: _______ 


Phones: home: __1__1____ cell: ____ 1__1______ 

Email: ____________________________________ 


Occupation: ___________________ Employer I School: ________________________________________ 

Employer's address: _________________________________________ 

City: ___________ State: ____ Zip: ________ work phone: ____1 ____ 1 ______ 

Guardlan/ fmergencyContact: _______________________ RelatIon: ____________________ 

phone: home: ____ I ____I ______ "II, __1__1______ wo,k, __1__1___ 

Preferred Phannacy: ______________ " phone or fax: _______ 

Physician's Name: _______________________________________ 

Address: ____________________________ Phone: __I __I ______ Fall: __1__1___ 

Referral required: No 

How did you hear from uS! 

o Doctor: o Magazine: 

o Internet! Website: _________________________o friend / family: 

o community Newsletter: o Newspaper. 

o Insurance : o other: 

How can we reach you? 

If we need to contact you regarding appointments, results, medications and/ or any other general informatIon about our practice, we may: 

Call or leave a message on answering machine orvolcemail YES NO call Work YES NO 
Contact you by email YES NO By mail YES NO 
Besides your emergency contact, with whom may we share your medical information? 

Relation: ____________ phone: __1_--1__--­

At The Skin Center of San Antonio we strive for excellence and we want to keep our patients well Informed on the most current information. 

Will you like us to send you information or notifications about? 

New medical treatments? YES NO New Aesthetic products and services? YES NO 

New information on medical condition? YES NO Office specials or special events? YES NO 
Clinical Trials? YES NO Office Surveys or questionnaires? YES NO 



Dare: ____IPatient's Name: DOB: i f 

Primary Insurance: _____________________________________ 

PoHcy Nombet': _______~ Group Number or Name: ____________ 

Sum:criber;s Name; ________,_.~.,._,_,___ DOB: I 1____ SSN: ___ I 1_­
Employer: __________________Subs~riber;s Relation"hip to patient: 


~ndarylnjurnoce: _______________________________________________________________________
~ 

Policy "t-;umber: ______________ Group Number or Name: 

Sab.~cdber·s Name: ~_______________________ DOB: ,I I SSN: I I 


-~ 

Subscriber's Relationship to patient Employer: ____________~.._ 

Prderred )lbarmacy: __... -----------"-­
Phone: !-_ j.................­

Please complete ONLY ifsomeone other than the patient is flnandally responsible: 

Responsible party: ________________ Relationsbip t{) p<ltient: ~________~ 


OOB: _~/ Gender: F M Marital Status: S M W D SSN: ________ 


Driver'sLicense: _______~ Home Address: ___________________ 


City: ----- State: ___ 


Phone: Horne __.! ___-' ___ Cell: _~/_~/_____ 


Occupation: ____________ Employer: _________________ 


Employer's address: ______... _______________________~ 


City: _______________ 
 State: ___ Zip: --- ­
Work phone: ___1__1 ___ 

Email: ________ 





wramirez
Typewritten Text
Alcohol?			            YES        N0        _________________



ACKNOWLEDGEMENT OF OUR NOTICE OF FRIVACY FRACITCES 
Our Notice of f'riIlf1CY Practices Dfoviues 1nformation abo!,,;t how we ~av use and ~isclooe your protec::ed heal:h Information (PHI), It 
discusses yeu" rights as a patier;t and The S~in Ce"'ter of San Antonio's duties with respect to your PHI. Our Notice oj PriVfJCj! 

Proct,'ces is available on our website and Is also prominently dlsplayed in .our r€ceptio'1 area. You wi'! be furnished wit;-, a printed 
copy ..fpcn request. If we change our Notite, you may obtain a rev;~ed copy by wntadng our office or downloading it from our 
website: www.skincentcl.5p..C!?m I have receIved the Notice of PrlvDfY Practices ond hove been provided with on oppurtunity to 
re'lliewit. 

x~-=--=--::::-:=Signature 01 PaNent or guardian Date of Birtn Date 

Prirrted name of Patient or guardian (atti!dJ YJpportirg documentation) 

CONFIDENTIAL COMMUNICATIONS NOTICES 

We :'fgh>y value '{Our right to privacy. PleasE be aware that It Is our polley to call botlo your no:ne and cell phone Il..'mbers in order 

to: 


1. conflr;n Appointments 
2. Leave medical Instructions and information 
3. Leave messages pertalnlng to laboratory and bioosy results 
4. Returnyourca:ls 

Use of email: The Ski:" center of San An:onio, as my Healt:- Care Provider, may use the e·mail address: provided aoc consented by 
you on the attached pat:ent registrat:on form, to contact :rIe concE'ning products, servicEs, :herapies. results, procEdures or 
treatm-e'1ts. ! ,,"derstBnd t:->irt my e·mall address may be considered !ndhridual~y identifiable health :n:"ormation under the Health 
Insurance Port<lbility and Accountability Act of 1996 {HIP.A.A) and as such cou:d be Jseo to lde".ti7y me as patient of The ski": Ce;;ter 
of San Anto'l:o. I release The 51.:11'1 Center of S-an Antonio fr~m any liabl'ity that Tlav be incurred fro!'!' the use of my e-reall address:o 
contact me conceroi~g health·"elatco p,oducts, services, :heraples, ~e51.11~s, procedures and treatments. This authorilaCon is 
effective fr07f1 the date of its sig"ing and terninates UpD'1 the firH to occ~r: (1lIT'v death 0", (2) upon my written rellOcation actually 
received by The Skir Center of San Anton:o. By signhg this eut"'oMzat:on, I acknowledge that ;:he info-matlon used or disclosed 
pursl,;an;: this authorization may be s~bject to re-drsclm.ure a'1d thus no longer protec::ed by the HIPAA (UtC;', 

FINANCIAL, PAYMENT AND REFERRAL POllCY 

Your c1e;:1r understanding of our fimmcial, Payment und Referral PolkV is Important to our professional relationship; please 
understand that payment for $CJVices is an lntegrtl11 P<Jrt of that reltl1tlonsblp, 00 not hesitate to ask a member of our staff fOf 
darific.ation regarding payment fees, benefits and eligibilitv. Please read and sign at the end to acknowledee tbat you have read, 
undershmd and agree to comply with each of our office's policies. 

Gavment policy: As a co"r;;esv to OUf pat;e"ts we wi I submit your insurance on your belo.,if, but regardless of insurance 
coverage, paynent respons1billty fer services rendeled by The Sk'n Cente' of Sa~ Antonio ultimately belongs to the patient {parent, 
guardian, insured, etc.}. 

D'nsurance Claims: Please remember that your insurance oolicy is a contract between you and yo.;r insurance company, therefore 
it is the patie"t's res;xmsibil:ty to know how their benefits wor~. Please Make sure that c,,;r office has a copy of aU current primary 
a~d 5econdary i'15Urance cards and, as a courtesy, we will file your insurance dairrs for yo'.!. At the tine of yo",r visit we w:1I coHect 
any applicable co·pay, coinsurances and/o; deductlbles. Failure to provide complete Insurance information may resu:t 'n patient 
responsibil:ty for the entire bill. Although we May estimate what yoU" insurance torrpa"'y may "ay, it ts the InsuranCE compa,..y that 
maKes tre fnal deternlnlltlon of your elig:bllity and benefits. 

http:www.skincentcl.5p


..... " 

Dpatients without Insurance Coverage or Out-of-Network Coverage: You will be responsible for services not payable by your 
insurance company. For your convenience we accept many forms of payment, including cash, checks, debit cards, VISA, MasterCard, 
American Express and CareCredit financial. Patients with no insurance are personally responsible for full payment of medical care at 
the time service is rendered. 

DLabs!outside Testing: In the event that your visit includes biopsies, lab tests, or cultures, the specimen(s) will be sent out for 
processing and or testing. You may receive separate billings from the laboratory performing the service; any questions regarding this 
bill should be directed to the billing department at the lab where services were rendered. 

Doutstanding Balance: It is your responsibility for all invoices being payed in a timely manner. It is our office policy that all past 
due accounts be sent two statements. If payment is not made on this account, a single phone call will be made to try to make 
payment arrangements. If no resolution can be made, the account will be sent to a collection agency and it is possible that the 
doctor may not continue to provide you with medical services. 

DNo Show and Late Cancellation: Your appointment represents an amount of time set aside specifically for you. We understand 
that at times it is necessary to change an appointment; please give our office as much advanced notice as possible so we are able to 
change your schedule accordingly. It is our office policy that a cancellation fee will be charged from any procedure deposit amount if 
you no-show, cancel or reschedule your procedure with less than 48 hours notice. We may reserve the right to terminate a patient 
that habitually no-shows, reschedules and! or cancels appointments. 

~inors, Incompetent Adults and Adult Students covered by Parent's insurance: A parent or legal guardian must accompany all 
children under the age of 18. In case of a legal guardian consenting for a minor or incompetent adult, he must bring supporting 
documentation in order to render services. In the case of divorced parents, the parent bringing the child in for service is responsible 
for the bill. However, if the patient is over 18, you are responsible for your bill unless any other arrangements were made prior to 
the appointment. 

Dermination: We are happy to serve all our patients regardless of gender, race, religion or financial means but The Skin Center 
of San Antonio reserves the right to terminate any patient showing disruptive and! or disrespectful conduct, non-compliance with 
medical advice and! or treatment, or non-compliance with our office policies. 

DReferra' Policy: If you have an insurance plan that requires a referral, it Is your responsfbility to obtain an up-to-date referral 
from your primary care physician before your appointment. If you are an established patient,it is your responsibility to notify us of 
any changes in your insurance status so that a proper referral can be obtained. If a referral has not been received by the time of your 
appointment, there are two options available to you: 

1. Reschedule your visit until a current referral can be obtained. 
2. Pay privately for the visit and we will reimburse you if a referral is received after your visit. 


If you are unsure about your benefits or our referral policy, please ask our receptionist who will gladly help you. 


Quthorizatian, AsSignment and Financial Responsibility: I authorize the release of any medical information to process insurance 
claims on my behalf. I understand that I am financially responsible for all charges and that I am responsible for obtaining referrals as 
stated above. I request that my medical insurance carrier make any payment directly to The Skin Center of San Antonio, PLLC for 
services rendered to me. As a courtesy, my charges will be filed with my insurance carrier; however, I will be billed if the claim is 
denied or is not paid in a timely manner. 

I authorized the payment of medical or other benefits for all such services to be paid to The Skin Center of San Antonio, 
PLLC. My signature below indicates that I have read and I am in agreement with the above mentioned office policies. 

x__~~~~~~__~_____ __I:-:-c-:- /_­
Signature of Patient or legal guardian Todays Date 

Printed name of Patient or Legal guardian (attach supporting documentation) 

Rev 8·2010 



General Consent to Treatment (0patient.isIi minororis Icplly UtCfJlJljXfCntfiH tIreappropriate lX!I1scaf)---------....-t..~nt to the performance of those examinations, diagnostic procedures, laboratory tests and renderins of treatment bVrthemedicM provider and her desitJnated medical office staff as deemed necessary in the medical provider's judgment. I consent to 
treatment in the event the physJdan finds routine dermatoiogk treatment ¥'Ie<:e$$iJry ii.e. skin biopsy, destruction, dipp~ng. injections, 
etc.), As with iltl'f treatment, I am aware that compliCations and side effects can OC(;ur {f.e. bleeding, infection~ $I;3!1ing, pain, 
recurrence. etci. I authortreSklnCenrer ofS<ln Antonio to takepttooographs/videO$ a$" deemed nece5~ry for documentation and 
medical record romple«on PlIrpo5esonly and will not be released without my prior ilr,Jthorizatlon. I am aware that the practice of 
medicine is not an e ...ct sdern:e and I acimowtedge that no guarantees ean be made or implied <1$ to the outcome of treatment. 

_1_1­
PatIent or legal guardian name Date 

Consent \0 Treat Minors 
I, the under'St(Jned parent I legal guanilan of (patient name) .~=:::;-:-:::C:;:=-::=-::::-:-:-::::7-:-'-'-:-::-::-;:---;:-:-C:::-=­

liSted above 311tftorn:e the physJdan and as~stants of Skin center of San Antonio, PlLC to provlde health services to this minor In the 
absence of a parent Of iegaI guardian. This health service may include. but is not limited to, examinations, diagnOstic procedures,. 
laboratol\' tests, and rendering of treatment by the medical "rOVider and her designated medica! office $taft as deemed necessary in 
the medical provider's judgment~ I eonsent to treatment of this minor in the Er¥ent the phYSician finds routine dermatologic treatment 
necessary {i.e, skin Wopsy, destruction, dJppin.g.. injections, etc.). As with any treatment, I am aware that complkations and side effects 
can occur {i.e, bleedln8, Infections. $Carring. pain, recurrence, etc,), It Is vndemood that this consent is given in advance of any 
specific diagnosis Of treatment being reQuired and is given to encourage and allow the fJhysiclan to exercise her best judgment as to 
the reql.llrements of such diagnosis or medical treatment in my absence. t authorize The Skin Center of San Antonio, PllC to take 
photographs I 'Videos as deemed necessary for documentation and medfcal record completion purposes omy and will not be released 
withoot my prior authorization, I am aware that the practice of medicine Is not an exact sdente and I acknowledge that no guarantee!> 
COIn be made or Implied as to the outcome oftmatment. The consent shill! remain in effect until revoked in writin8" by patent or legal 
guardian or IJntll chUd may IegaAy consent for himself or he-rstM. 

__1	__1­
D... 

Practice Policies Consent 

I have Read. Understood, Ai:knowledge & consent to the foUowrng: 

Notice ot Privacy Practices 
Confidential Communication NotJce 
Financial, Payment & Referrar Policy 
Authorization for Release of Rewrds 
Authorization for Use & Release of Photographs Yes 

_1__1­
Dllte 



    
Authorization for Release of Records  

 

Patient Name:  _________________________________________________________ DOB:  ______ / ______ / ________ 
 
Release records: 
 

 To Skin Center of San Antonio 

 From  10007 Huebner Rd Suite 102   
  San Antonio TX  78240   

 

FAX : 210-695-7730 
 
 
Records to release:   Reason to release:  Method of release: 
 

 Complete record    Consultation   Call me when records are ready to pick up 

 Lab reports    Continue medical care  Phone: ___________________________  

 Biopsy results    Personal    Mail records to above address 

 Progress notes    Insurance   Please fax my records 

 Specific portion    Second Opinion   Other:  ___________________________ 

From   _____ / _____ / _____  Legal purposes 

To       _____ / _____ / _____  Social Security / Disability   Fax to SCSA: 210-695-7730  

 Other     (provide copy of SSA letter) 

 Emergency / Acute Care 

 Other / Specify: _________________________________________________ 
 

I understand that the information released may include information related to communicable disease, Acquired 
Immunodeficiency Syndrome (AIDS) or Human Immunodeficiency Virus (HIV), genetic testing or screening, treatment or history of 
drug or alcohol (substance) abuse, behavioral or mental or psychiatric care, or any such related information.  I understand that this 
authorization is voluntary and I may refuse to sign.  I also understand that to the extent any recipient of this information, as identified 
above, is not a “covered entity” under Federal or Texas privacy law, the information may no longer be protected by Federal and Texas 
privacy law once it is disclosed to the recipient and, therefore may be subjected to re-disclosure by the recipient. I further understand 
that my health care and the payment of my health care will not be affected by my completion of this form. I may inspect or copy the 
information to be used or disclosed.   
 
The Skin Center of San Antonio, PLLC may charge a processing fee for this service. This authorization is valid by law for 6 months from 
the date of this authorization unless I otherwise specify. This authorization will be in effect until _____________________________ 
(date or event). I may revoke this authorization at any time by notifying The Skin Center of San Antonio, PLLC in writing and the written 
revocation must be signed and dated with a date that is later than the date on this authorization.  The revocation will not affect any 
actions taken before the receipt of the written revocation.  
 

 
__________________________________  ______________________________ ____ / ____ / ____ 
Printed name of Patient or representative         Signature of Patient or representative  Date 

 
 

__________________________________________  _________________________________________ 
Relationship to Patient    or Legal Authority (attach supporting documentation 

 
              
 
Rev 11-2014 

The 

 Skin Center   
Of San Antonio 

 

SkinCenterSA  

 To Organization/ Name:  __________________________________ 

 From Address:  ____________________________________________ 

   _____________________________________________ 

_____________________________________________ 

Phone:  _____________________ Fax:  ___________________ 
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