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Intake and History Form 

*Please present ALL Insurance cards and Drivers License to the receptionist.  
 

Patient Information:    Please Complete All Fields Using Legal Names of the Parties Involved. 
 

Name: (First)______________________________ (MI)______ (Last)_____________________________________ 
 
Date of Birth: ___________ Age: _____ Sex:  _ Male _ Female    Marital Status: Single   Married   Divorced Widow 
 
Mailing Address: ________________________________________________________________________________ 
 
City: ________________________________ State: _____ Zip: ________ Social Security#: ____________________ 
 
Home Phone: _____________________ Cell: _______________________ Email address_____________________ 
 
Emergency Contact Name: ____________________________ Phone#_________________ Relationship ________________ 
 
Pharmacy Name: __________________________ City: ________________Phone#: ________________________ 
 
Primary Doctor Name: ______________________ City: ________________Phone#: ________________________ 
 
Referring Physician _______________________City: __________________ Phone#: _______________________ 
  
New Patients:  How did you hear about us? ___________________________________ 
 
Primary Insurance Plan: ____________________________________ID#_________________________________ 
 
Primary Insurance Plan Holder’s Name: ___________________ DOB: _________ Relationship to patient: ___________ 
 
Mailing address of Plan Holder if different from patient: _________________________________________________ 
 
Home Phone of Plan Holder: _________________________________   Cell phone of Plan holder: _______________ 
 
Secondary Insurance Plan: _______________________________________ID#_______________________________________ 
 
Secondary Insurance Plan Holder’s Name: _________________ DOB: _________ Relationship to patient: __________ 

PATIENT RELEASE: MUST BE SIGNED BY PATIENT OR IF PATIENT IS A MINOR, THE LEGAL GUARDIAN  
I certify that the information that I have provided is correct. I hereby consent to medical and surgical procedures, including but not 
limited to laboratory, biologic tests, & administration of local anesthesia which are deemed appropriate and necessary at any time 
while under the care of the physicians at Sienna Dermatology.     
Tissue samples may be needed to diagnose your condition. Both malignant & benign growths and conditions may require a surgical 
procedure called a biopsy. It is the policy of this office to send all surgically removed specimens for expert consultation. Biopsies do not 
guarantee complete removal or that a diagnosis will be obtained. In a small percentage of cases, even with the biopsy information, a 
diagnosis may not be arrived at and another biopsy or special stain will have to be done.  If the lab determines the lesion contains 
abnormal or cancerous cells additional treatment may be needed to ensure that no harmful cells remain.  Biopsies carry minor risks 
such as: allergic reaction to anesthesia, bleeding, scarring, infection, and nerve damage. The risks of not having the procedure done 
should be discussed with your physician.  
 
By signing below, I authorize Sienna Dermatology to administer care as is deemed necessary and access my full prescription 
history via Surescripts.  
 
PATIENT OR LEGAL GUARDIAN SIGNATURE: ____________________________ Date: _____________ 
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Co-Payments, Deductibles and Co-insurances and Balances 
• Copayments are due and collected on the day appointment.  I understand I may be charged a $25.00 administrative billing fee 

for each co-payment that is not paid at the time of service.  

• Sienna Dermatology will file claims with your insurance company, however, you remain responsible for your yearly deductible as 

well as any remaining copayment.  

• All balances are due in full within 30 days of my first billing.  

• Any balance left unpaid after 90 days without attempt at resolution will be considered for collections.  

• I understand it is my responsibility to contact the office to arrange for an acceptable payment plan should I be unable to pay my 

balance in full.  

• Should my account be sent to collections, I understand I will be responsible for an additional 15% administrative collection fee plus 

any attorney / court fees which may be added to my account during efforts to obtain payment.  

• I am responsible for any bank fees associated with returned check fees plus a $25.00 administrative processing fee. Any returned 

check must be paid in full via credit card or cash within 15 days of notice or legal efforts to collect balance will be instituted. 

Referrals 
• It is my responsibility to know if my insurance plan requires a referral to see a specialist.  

• If my insurance plan requires a referral, it is my responsibility to obtain an updated referral from my Primary Care Physician and to 

make sure Sienna Dermatology has the referral before my visit.  

• I further understand that it is my responsibility to keep track of the number of visits I have used on my referral and the expiration 

dates of referrals and will obtain new ones as needed.  

• I understand that should I fail to have a valid referral for my visit, Sienna Dermatology is not authorized to see me.  I will either need 

to reschedule my appointment or pay in full at the time of service for my visit. 

• If I decide to see the provider without my referral my insurance company will not reimburse me and I will be considered a self-pay 

patient for that visit and be responsible for the balance at the time of service.  

 

Insurance Policies 
• I will confirm my insurance is current at each visit. If there is a change to my insurance I will provide a valid insurance card or 

temporary print out at the time of my visit.  

• If I am unable to produce this documentation, I will pay in full at the time of the visit and submit my claim to the insurance company 

for reimbursement or will need to reschedule my appointment.  

• My insurance carrier may consider certain routine services in dermatology to be surgical in nature and separate co-insurances, 

deductibles or co-payments may apply. Each insurance plan is different, and I understand it is my responsibility to understand my 

policy and what will be covered.  I also realize and understand that if there are any costs related to biopsy, pathology, cultures, or 

other lab work that my insurance carrier does not cover, that I am responsible for those costs.  

• I understand in signing below that I am responsible for notifying Sienna Dermatology of any changes to my insurance or contact 

information.  If insurance or referral information I present at the time of my visit is not correct, I will be responsible for all charges 

incurred.   

Minor Patients 

• A legal guardian MUST ACCOMPANY children under the age of 18 to their initial appointment so that proper forms can be 

completed, and your child can be treated.  

• Children without legal guardian at their initial visit will be rescheduled.  

 

Insurance Inquiries 

• From time to time I may receive a letter from my insurance company requesting information about my coverage. 

• I understand that claims will not be paid without my providing this information.  

• I will reply to all insurance inquiries within 30 days of receipt or may be responsible for the entire balance.  

 

Products: We are committed to providing quality products to our customers. While we hope that you are always satisfied with your purchases, 

we realize there are times that you may need to return a product. If you need to return your product, please review the information below:  

                                *Returns must be within 30 days of your receipt day for refund.  

       *Merchandise must be in its original, unopened, and unused condition  

Prepaid Cosmetic Services:  
  All prepaid treatments must be used and/or in process according to treatment plan within one (1) year of purchase. Any unused treatments 

will expire, and no refunds will be issued. Failure to complete prepaid special package-priced treatments will default any credit back to 

regular pricing. Transfer of packages will be default to regular pricing prior to credit being issued to another account.  

 

Refund policy:  
 Treatment, procedure, & service sales – All treatment, procedures, and services are final. Once a procedure has been provided, there are 

no refunds. Therefore, before a service is performed, please consider all the required protocols and side effects. Cosmetic services are 

elective and there are no guarantees as to the outcome results or patient satisfaction. We are committed to client satisfaction and are 

available to answer any questions or concerns you may have regarding the services we offer before purchase.  

 

Patient or Legal Guardian Signature: _________________________________ Date: _________________ 
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I agree to receive news and information about Sienna Dermatology via email, which may include offers and announcements for 
special events or offers from the practice and my physician. ______________ (initial) 
 

 

Patient Name: _________________________________________________________ 

 

HIPAA Patient Authorization 
 

Patients over the age of 18 are protected under the Federal Health Insurance 

Portability and Accountability Act. This Federal Law prohibits any staff member 

of Sienna Dermatology from discussing appointments, medications, test results, 

or treatment plans with anyone other than the patient. Often, this causes 

difficulty for some patients who would like family members or caretakers to 

obtain information for them. This becomes especially important if your spouse or 

adult children assist with making appointments for you or if you are an adult 

college student away at school and you parents assist with prescriptions and 

appointments. 

If you would like to permit someone to discuss your medical condition, confirm 

appointments or obtain results for you, please indicate their name(s) below. 

Only these individuals will be provided with information about you. Should you 

wish to update the names below, please ask the receptionist for a HIPAA form.  

Please place a check mark next to the following methods we may use to 

contact you regarding your appointments and medical information and 

indicate below any persons authorized to speak with our office on your behalf.  
You may leave a message   Regarding Appointments     Regarding Medical Results 

Home Answering Machine   ________    ________ 
Home# __________________ 

Mobile phone Voice Mail   ________    ________ 

Mobile # __________________ 

Information through email   ________    ________ 

Name of Individual (please print)    Relationship to Patient 

________________________________________________________________________    

 

Patient or Guardian Signature: ________________________ Date: ______________  
 

I acknowledge and understand the above HIPAA policies and understand I 

may request a copy of Sienna Dermatology’s Notice of Privacy Practices 

related to the Health Insurance Portability and Accountability Act of 1996.  
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OPTIONAL Credit Card on File for BALANCES after insurance 

 

• We have implemented a policy for an optional credit card held on file. As you may be aware, the 

current healthcare market has resulted in insurance policies increasingly transferring costs to you, the 

insured.  

• Some insurance plans require deductibles and copayments in amounts not known to you or us at the 

time of your visit.  

• Similar to hotels and car rental agencies, you are asked for a credit card number at the time you check 

in and the information will be held securely until your insurances have paid their portion and notified us 

of the amount of your share, you will receive a statement.  

• At that time, any remaining balance owed by you will be charged to your credit card, and a copy of 

the charge will be mailed to you.  

• This is an advantage since it makes checkout easier, faster, and more efficient.  

• This in no way will compromise your ability to dispute a charge or question your insurance company’s 

determination of payment.  

 

 

I, __________________________________ authorize Sienna Dermatology, PLLC to charge my credit card for any 

outstanding patient responsible balances after applicable insurance reimbursements have been applied for 

medical services received at Sienna Dermatology, PLLC.    

  

Relationship to the Patient: Self Parent/Guardian Other ________________  

  

Select one: Visa Master Card  Discover  American Express  

  

Card Number:  ____________________________________________________  

  

Exp Date (mm/yy):  _________________________  

  

CVV:  _________________________  

  

• If your balance is over $100 you will receive a courtesy call  

  

• Declined Transactions/Closed Accounts:  

  

o You will be notified by phone by our billing department to provide an alternate card for payment  

o A $25.00 service charge will be added to all accounts if no alternative payment is provided.    

o An additional monthly late fee charge of $25.00 will also be applied to any account that is 30 days past 

due from the date of the failed transaction.    

  

Would you like to be emailed a receipt?     Yes No    Email address:  _______________ 

  

Would you like to keep your credit card information on file for future visits? 

 Yes No  

  

Name of Patient:  ________________________________________________  

  

Signature:  ________________________________________________  

  

Printed Name of Signature:  ______________________________________________ 


