
 

Cleveland Dermatology Group   LLC 

⚫  ⚫  ⚫ 

 

PATIENT INFORMATION:  ⬜⬜ ​​New Patient     ​⬜⬜​​ Update Requested      ​⬜⬜ ​​Name Change     ​⬜⬜ ​​Address Change    ​⬜⬜ ​​Insurance Change 

 

THIS SECTION MUST BE COMPLETED FOR ALL PATIENTS: ​​Today’s Date _____ / _____ / _____ 

 

Last Name__________________________________  First Name______________________________________  M.I______ 

 

Date of Birth _____ / _____ / _____     Age: ___ SS# ________ / ________ / ________ ​⬜⬜ ​​Male ​⬜⬜ ​​Female 

 

ADDRESS_______________________________________  CITY__________________________________ ST ______  ZIP__________________ 

 

Home Ph​ ​​(______) _________________    Work Ph (______) __________________  Ext ____  Cell Ph (______) ___________________ 

 

📲📲  Would you like to receive text message reminders to your cell phone?  ⬜⬜ ​​Yes     ​⬜⬜  ​​No 

****If yes, we will make your cell phone your preferred contact phone number. **** 

 

Email  ______________________________________ Employer  _______________________________ 

 

Marital Status: ​⬜⬜ ​​Single           ​⬜⬜ ​​Married  ​⬜⬜ ​​Partner          ​⬜⬜ ​​Divorced          ​⬜⬜ ​​Widowed           ​⬜⬜ ​​Separated  

 

PLEASE RESPOND TO ETHNICITY AND RACE CHECK BOXES BELOW: 

 

1) ETHNICITY: Hispanic or Latino?  ⬜Yes   ⬜No ​2) Race​​:  ⬜ American Indian or Alaska Native ⬜ Asian       ⬜ White 

    ⬜ Declines to Answer ⬜ Black or African American     ⬜ Native Hawaiian or Other Pacific Islander 

⬜ Other Race _______________________    ⬜ Declines to Answer 

 

PARENT/GUARDIAN, OR RESPONSIBLE PARTY INFORMATION (Statement Recipient and Patient Portal User): 

 

Last Name__________________________________  First Name______________________________________  M.I______ 

 

Relationship of patient to responsible party:          ​⬜⬜ ​​Child ​⬜⬜​​ Other ___________________ Employer ____________________________ 

 

Date of Birth _____ / _____ / _____     Age: ___ SS# ________ / ________ / ________ ​⬜⬜ ​​Male ​⬜⬜ ​​Female 

 

ADDRESS_______________________________________  CITY__________________________________ ST ______  ZIP__________________ 

 

Home Ph​ ​​(______) _________________    Work Ph (______) __________________  Ext ____  Cell Ph (______) ___________________ 

 

Email ____________________________________ 

PRIMARY INSURANCE COVERAGE: 

 

Insurance Name:____________________________________    Policy Holder (Insured)   ______________________________________ 

 

Insured Date of Birth ____/____/____ SS# _______ / ________ / ________ Employer _________________________________ 

 

Relationship of patient to insured:     ​⬜⬜ ​​Self  ​⬜⬜ ​​Spouse ​⬜⬜ ​​Partner ​⬜⬜ ​​Child ​⬜⬜​​ Other ___________________ 

  

Policy # ________________________________ Group # ________________________________ Copay $ __________ 

 

SECONDARY INSURANCE COVERAGE: 

 

Insurance Name:____________________________________    Policy Holder (Insured)   ______________________________________ 

 

Insured Date of Birth ____/____/____ SS# _______ / _______ / _______ Employer ___________________________________ 

 

Relationship of patient to insured:     ​⬜⬜ ​​Self  ​⬜⬜ ​​Spouse ​⬜⬜ ​​Partner ​⬜⬜ ​​Child ​⬜⬜​​ Other ___________________ 

  

Policy # ________________________________ Group # ________________________________ Copay $ __________ 

 

→ → → → → → Please fill out other side → → → → Please fill out other side → → → → → →  



 

Referral Information, patient financial policy & signature on file 

 

Referred by _________________________________  Primary Care Physician ________________________________ 

(Please specify if you were referred by a physician) 

 

Other family members who are patients __________________________________________________________________________ 

 

Emergency Contact ​​__________________________  Phone (_____) ________________ 

 

RELEASE OF INFORMATION: 

 

I authorize the release of medical information to my primary care or referring physicians, to consultants if needed, and as necessary to process insurance claims, 

insurance applications and prescriptions.  I also authorize payment of medical benefits to the physician. 

 

Patient or Responsible Party Signature ______________________________________     Today’s Date ___/___/___ 

 

FINANCIAL  POLICY: 

 

You will be responsible for paying your annual deductible, copayment, coinsurance and charges for any non-covered services or cosmetic services. 

As always, copays and cosmetic services are due at the time of service.  Regarding credit balances: Refunds will be issued upon request for credits 

over $10.00. Credits $10.00 and less will remain on the account for the patient to use upon return to the office. We will transfer credit balances to 

household/family members’ accounts that are carrying a balance. 

 

Patient or Responsible Party Signature ______________________________________     Today’s Date ___/___/___ 

 

MEDICARE PATIENTS ONLY (Original Medicare / Red, White & Blue Card): 

 

Note: ​​If you have recently joined (or changed) to a Medicare HMO, please let our staff know so we can update your records and advise you if we are participating

providers. 

 

Medicare: ​​We are participating providers of the Medicare program.  We will accept assignment on all claims.  Patients are responsible for meeting their

deductible and paying for the 20% coinsurance.  We do file with secondary / supplemental carriers.  However, in the event that the secondary does not

pay within 60 days, patients will be balance billed. 

 

This office is required to keep your signature on file authorizing us to file claims to Medicare for you, and to release information to that payor if they require it for 

the proper consideration of a claim.  Please read and sign the following statement: 

 

I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration or its 

intermediaries or carrier any information needed for this or a related Medicare claim.  I permit a copy of this authorization to be used in place of the original, and 

request payment of medical insurance benefits either to myself or the party who accepts assignment.  Regulations pertaining to Medicare assignment of benefits 

apply. 

 

Signature as it appears on Medicare Card ____________________________________ Today’s Date ___/___/___ 

 

 

AND - ​​If you have a supplemental policy to which your Medicare carrier automatically “crosses over”, we are required to keep a separate signature on file: 

 

I request authorized benefits be made on my behalf for any services furnished to me.  I authorize any holder of medical information to release to the above carrier

any information needed to determine these benefits or the benefits payable for related services. 

 

Signature as it appears on Supplemental Card __________________________________________ Today’s Date ___/___/___ 
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