
 

 

New Patient Information 
 

Patient Title         Dr.       Mr.       Mrs.       Ms.       Miss 

Last Name _________________________________  First Name ___________________________  M.I. ___ 

Address ________________________ Apt/Ste # ____ City ____________________  State ____  Zip ______ 

Date of Birth ______/______/_________  Age ________          Male        Female        

Home Phone _________________________________  Cell Phone _________________________________ 

Social Security # ____________________________  Email _______________________________________ 

Marital Status        S       M       D      W   Spouse’s Name __________________________________________ 

Primary Care Doctor: Name _______________________________________________ 

Primary Care Doctor: Phone _____________________  Fax _____________________   

Occupation _____________________________________  Student         Full-time        Part-time 

Patient’s Employer __________________________________  Work Phone __________________________ 

Address ________________________ Apt/Ste # ____ City ____________________  State ____  Zip ______ 

Would you like to receive emails on the latest advances in skin care treatments?       Yes       No 

How did you hear about us? 

     SWCA Patient _________________________________  Relation _____________________ 

     Referring Physician _____________________________        Media ____________________ 

     Yellow Pages       Website ________________________       Other _____________________  



 

 

Insurance Information 
 

Patient Name ____________________________________________________________________________ 

Parent, Spouse or Responsible Party (if different from patient) 

Name ________________________________________________  Date of Birth ______/______/_________   
          Last                                     First                                    M.I. 

Address ________________________________________________________________________________ 
                                                                               Apt/Ste #      City                                 State               Zip 

Home Phone _________________________________  Work Phone ________________________________ 

 
Insurance Coverage – PRIMARY 

Insurance Co. Name  __________________________________________  Co-pay amount $ ____________ 

Address of Claim Center ___________________________________________________________________ 
                                                                               Apt/Ste #      City                                 State               Zip 

Policy Holder (Insured) Name ________________________________  Date of Birth ______/______/_______ 

Policy # ______________________________________  Group Name or # ___________________________ 

Policy Type           HMO        PPO 

If patient is a child, check relationship to insured             Mother         Father         Other __________________ 

 
Insurance Coverage – SECONDARY 

Insurance Co. Name  __________________________________________  Co-pay amount $ ____________ 

Address of Claim Center ___________________________________________________________________ 
                                                                               Apt/Ste #      City                                 State               Zip 

Policy Holder (Insured) Name ________________________________  Date of Birth ______/______/_______ 

Policy # ______________________________________  Group Name or # ___________________________ 

Policy Type           HMO        PPO 
 
If patient is a child, check relationship to insured             Mother         Father         Other __________________  
 
 
Please present your insurance card(s) and a photo ID to the receptionist along with this 
completed form. Thank you.



 

 

Statement of Patient Financial Responsibility 

 
Patient Name ____________________________________________ D.O.B. _________________ 
 
Skin Wellness Center of Alabama appreciates the confidence you have shown in choosing us to provide for 
your health care needs. The services you have elected to participate in imply a financial responsibility on your 
part. The responsibility obligates you to ensure payment in full of our fees. As a courtesy, we will verify your 
coverage and bill your insurance carrier on your behalf. However, you are ultimately responsible for payment 
of your bill.  
 
You are responsible for payment of any deductible and co-payment/ co-insurance as determined by your 
contract with your insurance carrier. We expect these payments at time of service. Many insurance companies 
have additional stipulations that may affect your coverage. You are responsible for any amounts not covered 
by your insurer. If your insurance carrier denies any part of your claim, or if you or your physician elects to 
continue past your approved period, you will be responsible for your balance in full. I agree to pay any costs 
incurred by the Skin Wellness Center of Alabama in collecting any amounts due including, without limitation, 
collection agency fees and attorney’s fees.  
 
I have read the above policy regarding my financial responsibility to Skin Wellness Center of Alabama, for 
providing medical services to me or the above named patient. I certify that the information is, to the best of my 
knowledge, true and accurate. I authorize my insurer to pay any benefits directly to Skin Wellness Center of 
Alabama, the full and entire amount of bill incurred by me or the above named patient; or, if applicable any 
amount due after payment has been made by my insurance carrier.  
 
**All copays must be paid in full at time of appointment. And all deductibles must be current to be seen. **  
 
Patient Signature_____________________________________________ Date _______________ 

Guarantor Signature___________________________________________ Date ______________ 

Co-Pay Policy 
 

Some health insurance carriers require the patient to pay a co-pay for services rendered. It is expected and 
appreciated at the time the service is rendered for the patients to pay EACH VISIT. Thank you for your 
cooperation in the matter.  
 
Patient/Guarantor Signature_____________________________________ Date ______________ 

Self-Pay 
 

In the event you do not have insurance coverage, we are pleased to offer a self-pay option for our patients. 
Effective January 1st, 2017 Skin Wellness will charge $150 for a new self-pay patient appointment and $85 
per follow-up self-pay appointment. Please let us know when you make your appointment if you would like to 
utilize our self-pay option. 
 
I do not have health insurance and will be responsible for services rendered here at Skin Wellness Center of 
Alabama. I agree to pay the practice the full and entire amount of treatment given to me or to the above 
named patient at each visit.  
 
Patient/Guarantor Signature _____________________________________ Date ______________   



 

 

Appointment Policy 
 
In an effort to keep appointments running smoothly and in a timely manner, the following policies 
have been implemented. Please completely read the policy before signing. If you have any 
questions, they may be directed to our office staff. 
 

• For first office visits, please arrive 15-20 minutes early. New Patient forms must be 
completed prior to seeing the doctor. These forms are also available on our website at 
www.skinwellness.com under “Patient Resources” if you wish to complete prior to your 
office visit. 

 
• Each time a patient misses an appointment without providing notification (no-shows), 

another patient is prevented from receiving care. A failure to be present at the time of your 
scheduled appointment will be recorded in the medical record, and an administrative fee of 
$50 will be charged to you (not your insurance company). If an individual has three (3)  
no-shows within a three (3) year period, they may be discharged from the practice. 

 
• Please be aware that Monday appointments must be canceled by noon on the previous 

Friday. If you are scheduled for surgery, a procedure for Accutane follow-up and you 
cancel or no show, we may not be able to reschedule another appointment in a  
timely manner. 

 
• Any time that you will be late for an appointment, please call to inform us. If you are 

running more than 15 minutes late, you may be asked to reschedule if our schedule is 
tight. This may also result in a Late Cancellation Fee of $50 charged to you (not your 
insurance company). We will always try to accommodate as we all run late sometimes. 

 
Appointment time reflect the health issues provided to the receptionist at the time the appointment 
is scheduled (i.e.; is the visit for acne, a mole check, a surgical procedure or a consultation 
regarding a specific skin and/or cosmetic concerns?). Lengthy delays result from patients asking 
for additional time to address issues other than those originally scheduled. Please be considerate 
of those waiting. 
 
 
The Skin Wellness Center of Alabama is committed to timely appointments, so we appreciate your 
cooperation and understanding on these matters. 
 
 
Patient’s Name ______________________________________________ Date _______________ 
(please print) 

Signature of Patient or Legal Guardian _______________________________________________ 

  



 

 

HIPAA Patient Consent Form 
 
Our Notice of Privacy Practices provides information about how we may use and disclose protected 
health information about you. The Notice contains a Patient Rights section describing your rights 
under the law. You have the right to review our Notice before signing this Consent. The terms of 
our Notice may change. If we change our Notice, you may obtain a revised copy by contacting our 
office. 
 
You have the right to request that we restrict how protected health information about you is used or 
disclosed for treatment, payment, or health care operations. We are not required to agree to this 
restriction, but if we do, we shall honor that agreement. 
 
By signing this form, you consent to our use and disclosure of protected health 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 disclosures we have 
already made in reliance on your prior Consent. The practice provides this form to comply with the 
Health Insurance Portability and Accountability Act of 1996 (HIPAA). 
 
The patient understands that: 
 

• Protected health information may be disclosed or used for treatment, payment, or health 
care operations 

• The Practice has a Notice of Privacy Practices and that the patient has the opportunity to 
review this Notice 

• The Practice reserves the right to change the Notice of Privacy Practices 
• The patient has the right to restrict the uses of their information but the Practice does not 

have to agree to those restrictions 
• The patient may revoke this Consent in writing at any time and all future disclosures will 

then cease 
• The Practice may condition receipt of treatment upon the execution of this Consent. 

 
This Consent was signed by:     ___________________________________________________ 
                                                       Printed Name – Patient or Representative 
 
                                                       _____________________________      ______/______/______ 
                                                             Signature                                                        Date 
                  Relationship to Patient 
                    (if other than patient):       ___________________________________________________ 
 
 
Witness:                                        ___________________________________________________ 
                                                       Printed Name – Patient or Representative 
                                                        
                                                       _____________________________      ______/______/______ 
                                                             Signature                                                        Date   



 

 

HIPAA Patient Consent Form (continued) 
 
I understand that as a part of my healthcare, this practice originates and maintains health records 
describing my history, symptoms, examination and test results, diagnosis, treatment, and any plans 
for future care or treatment. 
 
I wish to have the following restrictions to the use or the disclosure of my health information: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

You may release my records to the following family members and physicians: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

Patient Signature _____________________________________________ Date ______________  



 

 

Notice of Privacy Practices 
 
This notice describes how medical information about you may be used and disclosed and 
about how you can get access to this information. Please review it carefully. 
 
The policy of Skin Wellness Center of Alabama is to protect the confidentiality, integrity and 
security of the protected health and personal information of our patients and to prevent 
unauthorized access to, or the use or disclosure of such information. We are required by law to 
maintain the privacy of your health information and provide you with this notice of our duties and 
obligations. This policy applies to patients who are current or former patients of Skin Wellness 
Center of Alabama. 
 
Individually identifiable health and personal information are any information obtained by Skin 
Wellness Center of Alabama in connection with providing healthcare treatment, obtaining payment 
and related health care operations. This relates to past, present or future information that Skin 
Wellness Center of Alabama receives from you as our patient. 
 
Skin Wellness Center of Alabama collects personal information in order to learn about your medical 
history and medical conditions to render treatment and collect payment for our services. We gather 
this information from your patient forms, health questionnaires and other forms you will be asked to 
complete from time-to-time. In addition, we will assemble information based on our discussions and 
conversations with you, your personal representative and your family members. Your healthcare 
plan or insurance carrier may provide information to our office. 
 
We will use this information to provide caring and quality medical care to you. Examples include 
diagnosis, treatment and communications such as follow up and appointment reminders, as well as 
treatment alternatives or other health-related benefits. As part of our standard treatment and 
healthcare operations, we may share information with a facility such as a hospital, laboratory, 
diagnostic service or healthcare provider to efficiently coordinate your treatment plan. For 
contracted insurers, your information will be used for claims management and to obtain payment 
from your insurance carrier. As required by your insurance contractor, we will exchange paper and 
electronic data with your insurance carrier for activities such as eligibility, benefit and coverage 
determinations, precertification, utilization review and related activities. For worker’s compensation, 
information about work-related condition can be exchanged with the employer. 
 
Your information is maintained in our office in our practice management computer system. We also 
maintain information about you in your medical chart. Skin Wellness Center of Alabama limits the 
access to your protected health information to those employees and business associates who need 
to know that information. With some limitations, you have the right to inspect, amend, copy and 
receive an accounting of disclosures of your medical and billing records. 
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Notice of Privacy Practices (continued) 
 
We do not disclose personal information to third parties unless one of the following exceptions 
applies: 
 

• We receive explicit authorization from you to release individually identifiable information. 
This authorization must be in writing and give exact details regarding to whom the 
disclosure applies, the nature of the data to be released, the applicable dates and signed 
by the patient (or guardian). You may revoke this authorization by providing a written 
statement to the Skin Wellness Center of Alabama Privacy Officer. 

 
• Federal, state or other applicable law requires us to share protected information or records. 

 
We are obligated to abide by the terms of this notice. If, at any time in the future, it is necessary to 
disclose any of your personal information in a way that is materially different from this policy, Skin 
Wellness Center of Alabama will give you notice of the change through a mailed announcement or 
on your visit following the change. 
 
With some exceptions, you have the right to review and obtain a copy of your health information. 
This request must be in writing and there may be a reasonable charge to provide you with a copy 
of your information. You also have the rights to request your records be amended, to request 
special accommodations and restrictions of your health information and to receive an accounting of 
the disclosures of your information. You have the right to request to receive confidential 
communications of your information. Skin Wellness Center of Alabama is not obligated to agree to 
a requested restriction. We must receive a written request from you to administer these rights. 
Please speak to the receptionist for further information or to begin the process to exercise any of 
these rights. 
 
If you have a complaint about the management of your health information or believe your privacy 
rights have been violated, contact Vickie Miles at (205) 871-7332. You have the right to file a 
complaint with the Secretary of the Department of Health and Human Services if you believe that 
your privacy rights have been violated. There will be no retaliation for filing a complaint. 
 
Other uses of PHI: 
 

• Your medical information may be reviewed by our medical staff for possible inclusion and 
referral in research studies. You will be contacted prior to the use of your information in a 
research study. 

  
• We may leave a message on your answering machine, voice mail, or email to contact you 

about appointments or to have you call our office. 
 

• We may send emails about new services or promotional events for new cosmetic services. 
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Patient History and Intake Form 

 
Past Medical History: (Please circle all that apply.) 
 
Anxiety 
Arthritis 
Asthma 
Atrial fibrillation 
Bone Marrow Transplantation 
Breast Cancer 
Colon Cancer 
COPD 
Coronary Artery 
Disease 

Depression 
Diabetes 
End Stage Renal Disease 
GERD 
Hearing Loss 
Hepatitis 
High Blood Pressure 
HIV/AIDS 
High Cholesterol 

Hyperthyroid 
Hypothyroid 
Leukemia 
Lung Cancer 
Lymphoma 
Prostate Cancer 
Radiation Treatment 
Seizures 
Stroke 
NONE 

 
Other __________________________________________________ 
 
 
Past Surgical History: (Please circle all that apply.) 
 
Appendix Removed 
Biological Valve Replacement 
Bladder Removed    
Breast Biopsy (Right, Left, Bilateral)  
Breast Reduction    
Breast Implants     
Colectomy: Colon Cancer Resection  
Colectomy: Diverticulitis 
Colectomy: IBD 
Coronary Artery Bypass 
Gallbladder Removed 
Heart Transplant 
Hysterectomy 
Hysterectomy: Fibroids 
Hysterectomy: Uterine Cancer 
Joint Replacement, Hip (Right, Left, Bilateral) 
Joint Replacement, Knee (Right, Left, Bilateral) 
Joint Replacement within last 2 years 
Kidney Biopsy (Nephrectomy) 

Kidney Removed (Right, Left) 
Kidney Stone Removal 
Kidney Transplant 
Lumpectomy (Right, Left, Bilateral)  
Mechanical Valve Replacement 
Mastectomy (Right, Left, Bilateral)  
Ovaries Removed: Endometriosis 
Ovaries Removed: Cyst 
Ovaries Removed: Ovarian Cancer 
Prostate Biopsy 
Prostate Removed: Prostate Cancer 
Spleen Removed 
TURP (Prostate Removal) 
Testicles Removed (Right, Left, Bilateral) 
Tonsillectomy 
NONE 

 
Other __________________________________________________ 
 



 

 

 
 

Patient History and Intake Form (continued)  

 
Skin Disease History: (Please circle all that apply.) 
 
Acne 
Actinic Keratoses  
Asthma 
Basal Cell Skin Cancer 
Blistering Sunburns 

Dry Skin 
Eczema 
Flaking or Itchy Scalp 
Hay Fever/Allergies 
Melanoma 

Poison Ivy 
Precancerous Moles 
Psoriasis 
Squamous Cell Skin Cancer 
NONE 

 
Other __________________________________________________ 
 
 
Do you wear sunscreen?        Yes       No 

If yes, what SPF? ______________ 

Do you tan in a tanning salon?        Yes       No 

 

Do you have a family history of Melanoma?         Yes       No 

If yes, which relative(s)? ____________________________________________________ 
 
 
Medications: (Please enter all current medications.) 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Allergies: (Please enter all allergies.) 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 



 

 

 

Patient History and Intake Form (continued)  

 
Social History: (Please circle all that apply.) 
 
Cigarette Smoking:    Alcohol Use: 
Currently smokes    Less than 1 drink per day 
Has smoked in the past    1-2 drinks per day 
Never smoked     3 or more drinks per day 
      None 
 
Other __________________________________________________ 

 
65+ Pneumonia Vaccine: (Please circle one.)  Yes or No 

 
Family Medical History: (Only first degree relatives.) 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
 
Preferred Language ________________________________________ 

Race __________________  Ethnic Group ______________________ 

 

Preferred Pharmacy   

Name ______________________________________  

Phone ______________________________________ 

City or Zip Code ______________________________ 



 

 

Patient History and Intake Form (continued)  

 
Review of Symptoms  
 
Are you currently experiencing any symptoms? 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Special Alerts (Please circle all that apply.) 
 
Are you pregnant or currently trying to get pregnant?        Yes        No 
Allergy to adhesive 
Allergy to lidocaine 
Allergy to topical antibiotics 
Artificial heart valve 
Artificial joint replacement 
Blood thinners 
Defibrillator 
MRSA 
Pacemaker 
Require antibiotics prior to surgical procedure 
Rapid heartbeat with epinephrine 
  



 

 

 

No Recording Policy 

 
Skin Wellness Center prohibits the use of any recording devices in the waiting area or the exam 
rooms. Any unauthorized recording or photography may result in dismissal from the practice.  
 
 
 
 
Patient Signature: __________________________________________ 
 
 
Date: ____________________________  
 
 

  



 

 

Office Procedures 

 
The following information will help you understand our office procedures. These procedures are in 
place so that our staff can give the best care to all our patients. Thank you for allowing us to take 
care of you! 
 
MEDICATION REFILLS 
Please allow up to 48 hours on all prescription requests. We try to do them the SAME DAY you call 
if possible, but DO NOT wait until last minute. We ask that you submit your request via the patient 
portal, as this can result in a quicker response time. You can also leave a voicemail on the office 
NURSE line to request a refill. Please leave your full name, DOB, name of medication 
requested, pharmacy name and pharmacy phone number. Please contact the office that you 
are seen in, either Homewood or Chelsea.  

LAB AND TEST RESULTS 
Some test and lab results can take up to 10-14 days. Your abnormal results will be called to you. 
Your normal results will be available on the patient portal. You may request a copy of your records.  

REFERRALS 
You are responsible for insurance authorizations. You will need to know if a referral is needed 
from your insurance company for your visit. If your doctor wants to refer you for a test, or to another 
specialist, please allow 5 days for the medical staff to process your referral.  

MEDICAL RECORDS 
Medical records require a 72-hour notice and are subject to a fee. A medical records release form 
must be on file for records to be released. Records can be faxed to another provider free of charge.  

PHONE CALLS AND APPOINTMENTS 
• The appointment line voicemail is checked every hour. If you have a more urgent matter that 

needs to be handled, you may send an email to info@skinwellness.com.  
• Please do not leave multiple messages on the nurse line. You can also submit request or 

questions through the patient portal or info@skinwellness.com.  
• Three “No Show” appointments or recurrent cancellations will result in DISMISSAL FROM THE 

CLINIC. Please call as soon as you know you will not be able to make your appointment. 
Please see APPOINTMENT POLICY for further detail on fees that can be associated with 
same day cancellations and no-show appointments.  

I authorize the staff of Skin Wellness Center to leave message(s) concerning my care on the 
voicemail of the following phone number(s):  
_________________________________      _________________________________ 
 
_________________________________      _________________________________ 
 
E-mail: ___________________________________________ 
 
Patient Signature: __________________________________  Date: _______________ 
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