
Marital Status:        Single         Married          Divorced         Widowed

Patient Information

PATIENT REGISTRATION FORM 

Full Name:

READING
DERMATOLOGY 

Email Address:

Address:

Date of Birth:           /            /

Cell:

First Last M.I

Street City State Zip

Home:

3317 Penn Ave, West Lawn, PA 19609
P: 610-750-7891 | F: 610-750-7896
After Hours Urgent Only: 610-223-4871

Sex:          Male          Female                

Race:        White        Black/African American        Asian        American Indian/ Native American  
                    Hawaiian/Pacific Islander               

Ethnicity:        Hispanic/Latino          Non-Hispanic/Latino 
                              

Preferred Method of Contact Preferred Method of Contact Preferred Method of Contact

Primary Care Physician Phone:Referred by: Primary Care Physician:

Social Security Number:           -                -

Language:       English        Spanish       Other:        

Pharmacy Phone:Pharmacy: Pharmacy Address:

How did you hear about us?:        Advertising        Word of Mouth         Web Search        Other 

Social History

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the
physician. I understand that I am financially responsible for any balance. I also authorize Reading Dermatology
Associates or my insurance company to release information required to process claims. All services provided by this
medical practice are provided either by one of our duly licensed medical professionals. No services provided by this
medical practice are provided by an individual holding less than a registered nurse license unless such individual is
being directed and overseen by another individual holding no less than a registered nurse license 

/

Parent/ Guardian Signature:

Patient Signature:

Date: /



Name Gender DOB Date of Appointment 

Personal Medical History (Check all that apply):

Blood Transfusion

Cancer

COPD (Emphysema)

Diabetes

GERD (acid & reflux)

Hay Fever 

Hearing Loss

Heart Disease

Allergies

Anemia

Anxiety

Arthritis

Artificial Joints

Asthma 

Atrial

Fibrillation

AIDS/HIV

Hepatitis- A, B or C

High Blood Pressure

High Cholesterol

Hyperthyroidism

Kidney Disorder

Liver Disorder

Lupus

Measles

Pacemaker

Radiation Treatment

Seizures

Skin Disorder

Stroke

Tuberculosis 

Valve Replacement 

Other: 

Surgical History:

Basal Cell Cancer Surgery

Joint Replacement 

Mastectomy

Mechanical Valve Replacement

Melanoma Surgery 

Skin Biopsy

Squamous Cell Surgery 

Other:

Skin:  
Do you have any of the following?:

Abnormal Moles

Acne

Boils

Rash

Bleed Easily

Chills

Changes in Moles

Dry/Sensitive Skin

Cold Sores  

Eczema 

 Scars 

 Psoriasis

 Hives

 Rosacea

 Itching and Flaking

Sore that won’t Heal

Have you visited tanning salons and/or sunbathe?

Have you ever had skin cancer?  If yes, what type?

Do you have a family history of melanoma?  

Yes No

Yes No

Yes No

Social History:

Cigarette Smoking:     Never      Quit: Former Smoker       Smokes Daily       Smokes Less than daily 

Alcohol Use:      Yes          No

Are you pregnant? Yes No



Do you have a Healthcare Proxy?  Meaning, you have someone to make any
medical decisions for you if for any reason you are unable to 

If YES, Name of Proxy: 

Phone Number: 

Family Medical History (Check & Circle all that apply):

Arthritis                                                                             Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Cancer                                                                               Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Diabetes                                                                            Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Hepatitis                                                                            Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Hypertension (High Blood Pressure)                     Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Heart Disease/Pacemaker                                        Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Psoriasis                                                                            Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Skin Cancer                                                                     Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Thyroid Disease                                                             Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Other:                                                                                 Mom/ Dad/ Sister/ Brother/ Aunt/Uncle

Medication List:

If yes, list allergies: 

Do you have any other allergies?

Are you allergic to the following?

Yes No

Adhesive tape          Antibiotics         Aspirin         Latex

Iodine                           Codeine               Sulfa            Local Anesthetics

Barbiturates (Sleeping Pills)

Yes No



HIPAA & NOTICE OF PRIVACY PRACTICE

WITH WHOM MAY WE SHARE PRIVATE INFORMATION REGARDING YOUR CARE? 
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May we leave medical information for you on your phone and/or answering
machine?
Appointment reminders via text message?

Emails on appointment reminders/specials/promotions?

May we send medical information through mail?

Yes No

Yes No

Yes No

Yes No

Name: Date of Birth:           /            /

Name: Relationship: Phone Number:

Individual is also my emergency contact

Name: Relationship: Phone Number:

Individual is also my emergency contact

Name: Relationship: Phone Number:

Individual is also my emergency contact

I have received and/or reviewed this practice’s Notice of Privacy Practices. This Notice provides details about
uses and disclosure of my protected health information that may be needed by this practice, my individual

rights, how I may exercise these rights and the practice’s legal duties with the respect to my information.

I understand that this reserves the right to change the terms of its Notice of Privacy Practices and to make any
changes regarding all protected health information residing or controlled by this practice. I understand that I

may obtain this practice’s current Notice of Privacy Practices upon request 

/

Parent/ Guardian Signature:

Patient Signature:

Date: /



FINANCIAL POTICIES AND PROCEDURES

Thank you for choosing us as your skin care provider. we are committed to providing you with quality and affordable
health care. we understand you may have some questions regarding patient and insurance responsibility for services
rendered and hope we can provide more understanding on this topic.

INSURANCE. We participate in most plans, including Medicare. lf you are not insured bya planwe are contracted with,
payment in full is expected at each visit. lf you are insured by a plan we are contracted with, but do not have an up-to-date
lnsurance card, payment in full for each visit is required until we can verify your coverage.

It is your responsibility to keep us updated with your correct insurance information. Upon arrivat we ask that you come
prepared to present your current insurance card and photo identification at every visit to verify that our office has the most
updated card on file.

Knowing your insurance benefits is your responsibility. PIease contact your insurance company with any questions you may
have regarding your coverage. Please call the telephone number on your insurance card before your appointment and they
will assist you in finding out whether the service to be provided at the appointment is covered, what your copay is and what
your deductible is. lf your insurance does not cover the cost of your visit or procedure, you will be responsible for the charges
for all services rendered.

CO-PAYMENTS AND DEDUCTIBtES. According to you r insu rance plan, you are responsible for a ny a nd a ll co-pays,

deductibles, and coinsurances. All co-payments and deductibles must be paid for at the time of service.

We accept checks, cash, Care credit and all major credit cards

An additlonal 530.00 fee will be charged for any checks returned for insufficient funds or any other reason the check would

be declined. Checks will no longer be permitted as a method of payment if there is a history of returned checks.

NON-COVERED SERVICES. Please be aware that some, and perhaps all, of the services you receive may be non-covered or

not considered medically necessary by your insurance company. You must pay for these servlces and any cosmetic

procedures in full at the time of visit.

EIECTIVE PROCEDURES/NON_COVERED PROCEDURES Patients are required to pay the estimated self-pay portion of

elective/non covered procedures prior to services being rendered.

UNINSURED/SELF-PAY patients are expected to pay for services in full at the time of each visit

PROOFOF INSURANCE. All patients must complete our patient information form before seeing the doctor. Wemustobtain a

copy of your current valid insurance card to provide proof of insurance. lf you fail to provide us with the correct insurance

information in a timely manner, you may be responsible for the balance of a claim.

CIAIMS SUBMISSION. We will submit your claims and assist you in any way we reasonably can to help get your claims paid

Your insurance company may need you to supply certain information directly. lt is your responsibility to comply with their

request. The balance becomes your responsibility if no payment is received from the insurance company.

REFERRALS: lf your insurance carrier requires a referral or authorization for your visit, it is your responsibility to make su re

that out office receives current valid authorization. lf you do not have a valid referral or authorization at the time of service,

we will be unable to treat you until a valid authorizatlon/referral is obtained, and you may be sent back to your primary care

physician to obtain authorization prior to being treated or full payment will be expected at the time of service. Please

remember to notify a staff member if your insurance prefers a specific lab. We appreciate your understanding of the ever-

changing requirements of managed care plans and our position to adhere to their policies or requirements.
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COVERAGE CHANGES. Ifyour insurance changes, please notifo us before your next visit so we can make the appropriate

changes to help you receive your maximum benefits. lf your insurance company does not pay your claim in 45 days, the

balance will automatically be billed to you.

APPOTNTMENTS: All children under the ?ggg[.1!1 must be accompanied by an adult that has authority to make health care

decisions and authority to sign necessary forms. lf parent/guardian cannot be present an Authorization to Treat Minor

Patient in Absence of Parent/Guardian form must be provided. You may print the form from our website by going to

readingderm.com and selecti nE Potient Forms u you may send a note stating that Reading Dermatology may treat the

patient as deems necessary and appropriate otherwise the visit will have to be rescheduled

MISSED APPOINTMENTS We understand that you may not be able to keep all ofyour scheduled appointments or might

occasionally be Iate. Please understand that missed appointments have a detrimental impact on our practice and other

patients. They also affect our ability to serve other patients in need of medical care. We understand there may be inclement

weather or other circumstances that may require you to cancel your appointment. lf you must cancel or reschedule your

appointment, please do so at least 24 hours in advance. Failure to cancel or reschedule an appointment at least 24 hours in

advance will be considered a no-show. we reserve the right to charge you S50.00 for any no-show lf permitted by law and

your insurance contract. Payment of the missed appointment will be required prior to scheduling another appointment.

Reading Dermatology Associates, reserves the right to terminate any patient with more than two no-show appointments

upon 30 days written notice to the patient to seek medical help from another practice.

lfyou are running late on the day ofyour appointment due to unforeseen circumstances, please contact our offlce

immediately so that we can determine whether we can see you that day or if we will need to reschedule your appointment. lf
you are more than 15 minutes late. For an appointment, Reading Dermatology, may reschedule your appointment and refuse

to see you at the originally scheduled time.

Cosmetic procedure deposits are nonrefundable unless a (5) day notice is given prior to your appointment. Any cancellation

thereafter forfeits your deposit.

FORMS. We may bill S20 for forms or letters that a provider completes on your behalf. FMLA, Disability, and Supplemental

insurance forms.

Copies of records for personal use will be charged the allowed fee by the Commonwealth of Pennsylvania.

ASSIGNMENT OF BENEFITS

I request that payment of authorized Medicare, Medicaid and commercial insurance benefits be made on my behalf to the
name of provider service and (or) supplier for any services furnished to me by that provider of service and (or) supplier. I

authorize any holder of medical information about me to release to the Centers for Medicare and Medicaid Services and its
agents, or any other insurer and its agents, any information needed to determine these benefits payable for related service.

I hereby authorize and direct my insurance carrier(s), including Medicare, private insurance and any other health/medical
plan, to issue payment check(s) directly to Reading Dermatology Associates, for medical services rendered to myself and/or
my dependents regardless of my insurance beneflts, if any. I understand that I am responsible for any amount not covered by
insurance or this assignment.

AUTHORIZATION TO RE LEASE INFORMATION

I hereby authorize Reading Dermatology Associates: (1)release any information necessary to insurance carriers .egarding my
illness and treatments; (2) process insurance claims generated in the course of examination or treatment; and {3) allow a

photocopy of my signature to be used to process insurance claims for all services provided to me by Reading Dermatology
Associates. This order will remain in effect until revoked by me in writing.

I have read and understand the omce policy and agree to abide by its guidelines:

Name of patient or responsible party (PRINT)

Date

Signature of patient or responsible party:


