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THE DERMATOLOGY CENTER OF NEW JERSEY, PC 

1. Patient Information - Print All Answers 

 

Full Name : (last/first)  

Date of Birth:  

Address: (street/city/state/zip or po box)  

Home Tele#:  

Cell #:  

Work Tele#:   

Email:  

Emergency Contact/Tele#: (name/tele/relation)  

Referred by:  

Preferred Pharmacy Name: (city/state)  

 

 

2. Gender Identity (circle appropriate category) 

Male 

 

Female 

 

Genderqueer (neither exclusively male nor female) 

Female-to-Male (FTM)/Transgender Male   

Male-to-Female (MTF)/Transgender Female  

 

 

3. Demographic Information (circle appropriate category) 

 

American Indian or Alaska Native                  Native Hawaiian or Pacific Islander 

Asian or Asian Indian                                      White 

Black or African American                              Declined to Specify  
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4. Ethnicity (circle appropriate category) 

 

Hispanic or Latino 

Not Hispanic or Latino  

Declined to Specify 

 

5. Insurance Information  

  
Responsible Party/Guarantor : (Full Name)  

Date of Birth/SSN:  

Primary Insurance Name/Policy ID:  

Secondary Insurance Name/Policy ID:  

Prescription Insurance Name/Policy ID:  

 

6. Patient Acknowledgement & Authorization for Release of Information      

 

I, (patient/guarantor) consent to all health care treatments, diagnostic procedures, and any other tests provided  

by The Dermatology Center of New Jersey and its associated physicians, clinicians, and other personnel. 

I further state that I understand that no guarantee has been or can be made as to the results of the treatments or 

examinations. 

 

I (patient/guarantor) agree to be contacted via email or text with information related to my visit, via patient-portal,  

post-visit services appointments, follow-up reminders or any new services related to the practice that relate    

to me or my family. 

 

I (patient/guarantor) consent to the use and disclosure of my protected health information for purposes of   

obtaining payment for services rendered. 

 

Initials: ____________ 

  
7. Co-payments, Deductibles & Self-Pay  

 

I, (patient/guarantor) am required and responsible for all payments at the time services are rendered.  

 

Initials: ____________ 

 

8. Advance Beneficiary Notice of Non-Coverage – Medicare Patients Only 

 

I, (patient) understands that Medicare does not pay for some procedures. If Medicare does not pay, payment   

 becomes my responsibility.  

 

Initials: ____________ 
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9. Co-payments, Deductibles & Self-Pay  

 

I, (patient/guarantor) am required and responsible for all payments at the time services are rendered. 

 

 Initials: ____________ 

 

 

10. Referrals  

  

I, (patient/guarantor) am required and responsible to obtain the referral form and to assure it is presented   

at the time of my service. Furthermore, it is my responsibility to keep track of #office visits and expiration date.  

 

Initials: ____________ 

  

11. Cancellation, Reschedule & No- Show Policy  

Should you (patient/guarantor) be unable to keep your appointment, please contact our office at minimum of   

2.5 hours before the scheduled appointment. Failure to notify this office in a timely-manner will result in a  

$50 No-Show fee. Late-arrivals of more than 15 minutes without notification will be cancelled.  

This fee is your responsibility  

  

Initials: ____________ 

  

12. Insurance Cards  

New or Established Patients with a change in their insurance must provide a valid insurance card physically/digitally   

At the time of service. Should you be unable to provide this documentation, patients may pay in full as self- pay. 

Self-pay patients with insurance that is not in network can submit Health Insurance Claim Form to their insurance  

carrier.  

Initials: ____________ 

  

 

13. HIPAA Policy  

Patients over the age of 18 are protected under the Federal Health Insurance Portability and Accountability Act.  

 
Name of Individual  Relationship t Patient 

  

  

  

  
 

Print Name of Signee: ______________________________________________________________________ 

Full Signature Name Required: _______________________________________________________________ 

Date:_____________________ 
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