Coastal Skin Care & Wellness Center
Gary F. Cox, M.D.
2705 Hospital Drive Suite 100 — Building B
Victoria, Texas 77901
361-579-4700

Patient Registration Form

Appointment Date: Time:

Who referred you for today’s visit? Primary Physician

Are you seeking treatment because you were recently in an accident or were referred by an attorney? Yes No
Last Name: First Name:

Middle Name: Date of Birth:

Sex: M F Social Security Number

Home Phone: Work: Mobile:

*Preferred Phone Number (check one) Home Work Mobile

Mailing Address:

City: State: Zip Code:

Employ?r

Status: Single "Married Other Spouse Name

Email Address:

Responsible Party (This is where statements will be sent)

Name: Date of birth: SS#:

Address
Home Phone: Mobile: Work:

In case of emergency, please notify: {Someone not living with you)
Name Relationship to patient

Address City

State Zip Phone




Insurance Information

Primary Insurance

Primary Subscriber Name

Date of Birth: / / Social Security Number

Patient Relationship to subscriber: Self Child Other List relationship

Secondary Insurance:

Secondary Subscriber Name:

Date of Birth: /. / Social Security Number

Patient relationship to subscriber: Self Child Other List relationship

In order to establish opti'mal relations with our patients and avoid misunderstanding regarding our payment
policies. our staff is trained to inform you of the financial policies of this office. Payment is expected from you at the time
of services, unless prior arrangements have been made. We accept all credit cards, including Care Credit for your
convenience. Your signature below indicates that you understand and accept this policy. Further, your signature
authorizes the Doctor to release such medical information necessary to process your insurance claims (if any). You herein
authorizs;z payment of medical benefits to the Doctor when an assigned claim is filed.

Signature of Patient or Legal Guardian Date

Please read below and sign:

[ agree to pay the physician for any balance due from myself or patient. [ accept financial responsibility for and
hereby consent to all surgical procedures and treatment, including, but not limited to laboratory and biologic tests and
administration of anesthetics, which are deemed appropriate and necessary for treatment of the disorder about which I
have consulted this office. I am also aware that a scar may result from any surgical procedure and the type of scar cannot
be determined before surgery.

SIGNATURE OF AUTHORIZED PERSON certifies claim information and authorizes release of medical or other
insurance information.

I DECLARE THE FOREGOING answers to be true and correct and hereby authorize the physician who has treated or
attended the patient, to furnish the insurance company or the referring physician any information requested regarding
treatment. Should an office visit or office surgical procedure need to be billed with patient’s insurance (including
Medicare and Medicaid), [ HEREBY AUTHORIZE DIRECT PAYMENT TO THE PHY SICIAN.

Signature of Patient or Legal Guardian Date



Coastal Skin Care
We[ﬁless Centet”

HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information about
you. The notice contains a patient’s rights section describing your rights under the law. You have the right to review our notice
before signing this consent.

The terms of the notice may change. if so. you will be notified at your next visit to update vour signature/date.

You have the right to restrict how vour protected health information is used and disclosed for treatment, payment or healthcare
operations. You understand that we are not required to agree with this restriction, but if we do. we shall honor this agreement.
[he HIPAA (Health [nsurance Portability and Accountability Act of 1996) law allows for the use of the information for
treatment. payment, or healthcare operations.

By signing this form. you consent to our use and disclosure of your protected healthcare information about you for treatment,
payment, and health care operations. You have the right to revoke this consent. in writing. signed by you. However. such a
revocation shall not affect any disclosure we have already made in reliance on your prior consent. The practice has provided
this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). Copies of our Notice of
Privacy Practices is available upon request.

By signing this form. [ understand that:
] +  Protected health information may be disclosed or used for treatment. payment. or healthcare operations.

*  The practice reserves the right to change the privacy policy as allowed by law.
. T'he practice has the right to restrict the use of the information but the practice does not have to agree to those

restrictions.
«  The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
= The practice may condition receipt of treatment upon execution of this consent.
*May we phone. email. or send a text to you to confirm appointments? YES NO
#*Nay we leave a message on vour answering machine at home or on vour cell phone? YES NO
*May we discuss vour medical condition with any member of your family? YES NO

If YES. please name the members allowed:

This consent was signed by:

(PRINT NAME PLEASE)
Signature: _ - ] . ~ Date:

Witness: Date:



Coastal Skm Care
W hlines Center

Gary F. Cox, M.D.

Physician Assistant Consent for Treatment

Coastal Skin Care & Wellness Center has Physician Assistants on staff to assist in the delivery of
medical care.

A Physician Assistant is not a Physician. A Physician Assistant is a graduate of a certified training
program and is licensed by the State Board. Under the supervision of a Physician, a Physician
Assistant can diagnose, treat and monitor common acute and chronic diseases as well as
provide health maintenance care.

“Supervision” does not require the constant physical presence of a supervising physician, but
rather overseeing the activities of and accepting responsibility for the medical services
provided.

A Physician Assistant may provide such medical services that are within his/her education,
training and experience. These services may include:

e Obtaining histories and performing physical exams
e Ordering and/or performing diagnostic and therapeutic procedures
e Formulation of a working diagnosis
e Developing and implementing a treatment plan
e Monitoring the effectiveness of therapeutic interventions
i e Performing surgery
e Offering counseling and education
e Supplying sample medications and writing prescriptions (as allowed by law)
e Making appropriate referrals

[ have read the above, and hereby consent to the services of a Physician Assistant for my health
care needs.

 understand that at any time | can refuse to see the Physician Assistant and request to see the
Physician.

Patient’s Name Patient’s Date of Birth

Patient’s Representative’s Narﬁe/ReIationship CSCWC Staff Member Signature

Patient/Representative Signature Date



Coastal Skm Care

Whlless Center

Patient No-Show and Cancellation Policy

We strive to provide excellent and prompt medical care to all of our patients. In order to be
consistent with this, we have adopted a Patient No-Show and Cancellation Policy for our office. When an
appointment is scheduled, that time has been reserved for you. However, when you do not cancel or miss
your appointment, it prevents another patient from getting much needed treatment.

Our policy is as follows: You may cancel your appointment up to one business day before your
scheduled appointment with no consequences. We will be happy to reschedule the appointment for you
and leave the open time for another patient. If you miss your appointment or cancel less than one business
day before your appointment, Coastal Skin Care & Wellness Center will charge $25 for each no-show or
late cancellation. This fee is the patient’s responsibility and is not billable to insurance.

Additionally, if a patient is more than 15 minutes late to his’her appointment without prior notification,
we reserve the right to cancel or reschedule the appointment.

\\ e do realize that, on occasion, emergencies or circumstances may arise beyond your control. We will
hddress these situations with you should that occur.

We thank you for working with us to ensure that we are able to provide the best service possible to all of
our patients.

I have read and understand the Patient No-Show and Cancellation Policy and [ agree to the terms.

Patient Name Printed: Date of Birth:

Patient Signature: Date:




Dermatology Medical History

Patient Date of Birth Date /

Race: Ethnicity: Preferred Language:

Reason for today’s visit:

Are you allergic to any medications? If so, what are you allergic to:

Are you allergic to Latex? Are you allergic to Xylocaine?

List all current medical diagnoses (e.g. diabetes, depression, high blood pressure, etc):

1. 4,
2. 5.
3. 6.
List all medications you are currently taking (include vitamins, over-the-counter, and herbals):
1. 5.
2. 6.
3. 7.
4. 3.

Do you have now, or have you ever had diseases or conditions of: (Please check YES or NO)

Lungs: YES NO Other Systemic: YES NO
Bronchitis O O Diabetes ] O
Emphysema O O Thyroid O ]
Asthma [} O Kidney O ]
Chronic Cough O O Bladder O O
Morning Cough O O Frequency/burning i O
Shortness of Breath O O Gastrointestinal:
Wheezing O O Nausea/Vomiting O O
Diarrhea O O
Cardiovascular: Yeast infections O 3
High Blood Pressure O U Arthritis | Ul
Chest Pain O O Arthralgia O O
Heart Atack || O Limited Motion O O
Heart Murmur O | Artificial Joints O O
Irregular Heartbeat n | Convulsion, Epilepsy, N ]
Phlebitis O O or Seizures
Inflammation of vein O O Fainting O O
Blood clots O O Hepatitis ] O
Pacemaker O O

List all surgical procedures you have had in the past:

Skin:

Have you had skin cancer? If so, what type:

Family history of skin cancer: If s0, what type:

Do you have any history of MRSA (Methicillin-Resistant Staph Aureus):

Do you have any history of keloids (Overgrowth of scar tissue):

Social History:

Do you drink alcohol? If yes, how many drinks per day

Do you smoke? If ves, how many packs per day

Any history of IV drug use: Have you ever had or have you been exposed to HIV (AIDS):

Females:
Are you pregnant: Last Menstrual Cycle: Are you breastfeeding:
Contraceptives: Have you had a hysterectomy: Have you had a tubal ligation:






