GREEN DERMATOLOGIC MEDICAL GROUP
PATIENT REGISTRATION
Please Print

Patient Name

Last Name First Name MI
Phone ( ) Cell ( )
Address
City State Zip
Date of Birth - Gender (circle): Male Female
Marital Status (circle): S M D W Race
Social Security # Drivers License# State
Email address
Employer Occupation
Employer Address Work#
Name of Spouse (or nearest relative) Relationship
Were you referred to our office by another physician?  Yes NO

If yes, what is the physicians name?

May we conatct you at home with results? (Please circle) Yes NO
Do you prefer we leave a message at your: (Circle all that apply) Home  Work  Voice Mail Cell

PLEASE PRESENT INSURANCE CARDS TO THE RECEPTIONIST SO COPIES CAN BE MADE

I certify that the above information is true, and I consent to any medical or surgical treatment rendered the patient under the general and
special instructions of the physician.

I hereby assign all benefits to Green Dermatologic Medical Group for services rendered to me. I authorize any holder of medical
information about me to release to my insurance company any information needed to determine benefits or the benefits payable for
related services. [ understand my signature requests that payment be made to Green Dermatologic Medical Group, and authorize release
. of medical information necessary to pay the claim. I have given all my insurance information for billing purposes and understand the
billing procedures.

I understand that [ am responsible for all charges not covered by my insurance policy including but not limited to co-payments,
deductibles, and non-covered services. [ also agree to complete all necessary paperwork in order for my claim to be paid by my insurance
company and accept full liability if payment is not made in my behalf by my insurance company.

Your signature below indicates that you understand and accept the policies listed above.

Date
Patient signature Date




GREEN DERMATOLOGIC MEDICAL GROUP

History and Intake Form Update

Name: Date: Email:
Phone: Cell:

Pharmacy: Pharmacy Address:

Reason For Todays Visit:

Past Medical History: (please circle all that apply)

Anxiety

Arthritis

Artificial Joints

Asthma

Atrial Fibrillation

BPH

Bone Marrow Transplantation
Breast Cancer

Colon Cancer

COPD

Coronary Artery Disease
Depression

Diabetes

End Stage Renal Disease
GERD

Hearing Loss

Other

Hepatitis
Hypertension
HIV/AIDS
Hypercholesterolemia
Hyperthyroidism
Hypothyroidism
Leukemia

Lung Cancer
Lymphoma
Pacemaker

Prostate Cancer
Radiation Treatment
Seizures

Stroke

Valve Replacement
NONE

Past Surgical History: (please circle all that apply)

Appendix Removed

Bladder Removed

Mastectomy (right, left, bilateral)
Lumpectomy (right, left. bilateral)

Breast Biopsy (right, left, bilateral)

Breast Reduction

Breast Implants

Colectomy: Colon Cancer resection
Colectomy: Diverticulitis

Colectomy: IBD

Gallbladder Removed

Coronary Artery Bypass

PTCA

Mechanical Valve replacement

Biological Valve Replacement

Heart Transplant

Joint Replacement, Knee (right, left, bilateral)
Joint Replacement, Hip (right, left, bilateral)
Joint Replacement within last 2 years

Other

Kidney Biopsy

Kidney Removed (right, left)
Kidney Stone Removal

Kidney Transplant

Ovaries Removed: Endometriosis
Ovaries Removed: Cyst

Ovaries Removed: Ovarian Cancer
Prostate Removed: Prostate Cancer
Prostate Biopsy

TURP

Skin Biopsy

Basal Cell Cancer Surgery
Squamous Cell Carcinoma Surgery
Melanoma Surgery

Spleen Removed

Testicles Removed: (right, left, bilateral)
Hysterectomy: Fibroids
Hysterectomy: Uterine Cancer
NONE




Skin Disease History: ( please circle all that apply)

Acne Hay Fever/Allergies
Actinic Keratoses Melanoma

Asthma Poison Ivy

Basal Cell Skin Cancer Precancerous Moles
Blistering Sunburns Psoriasis

Dry Skin Squamous Cell Skin Cancer
Eczema NONE

Flaking or Itchy Scalp

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
It yes, which relative[s] ?

Any other family history?

Mec(lii)cations: (Please enter all current medications, strength, dosing and frequency or state NONE if on no
meds

Allergies: (Please enter all allergies and type of reaction or state NONE if you have no allergies)

Social History: (Please enter all that apply)

Alcohol Use: How often do you exercise:
Alcohol: none Exercise: several times a day
Alcohol: less than 1 drink a day Exercise: once a day
Alcohol: 1-2 drinks a day Exercise: few times a week
Alcohol: 3 or more drinks a day Exercise: few times a month

Exercise: never

Cigarette Smoking: ‘What is your caffeine use:
Never smoked Caffeine: several times a day
Quit: former smoker Caffeine: once a day
Smokes less than daily Caffeine: afew times a week
Smokes daily Caffeine: a few times a month

Caffeine: never

Alert: Have you ever had a Melanoma? (Please circle) Yes No



GREEN DERMATOLOGIC MEDICAL GROUP
ROLLIN M. GREEN, MD
24411 Health Center Drive, Suite 520
ELaguna Hills, CA 92653
049-452-3841

Cancellation Policy

Time has been specifically reserved for your office visits and procedures. Due to our high
patient volume and patient wait list, you are required to give us at least a 72-hour notice if
you need to cancel your procedure (surgical excision or biopsy) and a 24 hour notice for a
routine office visit.

If you fail to cancel your Office Visit before a 24-hour period, you will be charged a
$75.00 cancellation fee.

If you fail to cancel your procedure (surgical excision or biopsy) you will be charged a
$150.00 cancellation fee.

These fees are non-refundable, even if you decide to reschedule.

We confirm office visits 2-3 days before the scheduled appointment. This is a courtesy
call only. .

It is your responsibility to call us 72 hours before your procedure or 24 hours before your
office visit if you are unable to keep your scheduled appointment.

Cancellation Agreement:

1 understand Dr. Green’s Cancellation Policy above and agree to follow Dr. Green’s
office policy.

Patient Name (Please print) Patient Signature

Date Office Staff



Green Dermatologic Medical Group
A Medical Corporation

Rollin M. Green, MD Roger E. Green, MD
24411 Health Center Drive, Suite 520, Laguna Hills, CA 92653
Phone (949) 452-3841 Fax (949) 859-8937

Patient Consent for Use and Disclosure of Protected Health Information

1 hereby give my consent for Green Dermatologic Medical Group to use and disclose protected health information
(PHI) about me to carry out treatment, payment and healthcare operations (TPO). Green Dermatologic Medical
Group’s Notice of Privacy Practices provides a more complete description of such uses and disclosures. [ have the
right to review the Notice of Privacy Practices prior to signing this consent. Green Dermatologic Medical Group
reserves the right to revise its Notice of Privacy Practices at Green Dermatologic Medical Group anytime. A
revised Notice of Privacy Practices may be obtained by forwarding a written request to Green Dermatologic
Medical Group’s Privacy Officer at 24411 Health Center Drive, Suite 520, Laguna Hills, CA 92653.

With this consent, Green Dermatologic Medical Group may call my home and leave a message on voice mail or in
person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders,
msurance items and any calls pertaining to my clinical care, including laboratory results among others. Green
Dermatologic Medical Group may mail to my home or other alternative location any items that assist the practice
in carrying out TPO, such as appointment reminder cards and patient statements.

With this consent, I also aclknowledge that Green Dermatologic Medical Group is not liable if my access codes to
our electronic medical records system are personally lost by you, shared by you or stolen from you.

This consent authorizes Green Dermatologic Medical Group to provide medica! information to the following
individuals. This authorization shall remain in effect until withdrawn with a request in writing.

Name Relationship

I have the right to request that Green Dermatologic Medical Group restrict how it uses or discloses my PHI to
carry out TPO. However, the practice is not required to agree to my requested restrictions, but if it does, it is
bound by this agreement signing this form, I am consenting to Green Dermatologic Medical Group’s use and
disclosure of my PHI to carry out TPO.

I'may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance
upon my prior consent. If I do not sign this consent, or later revoke it, Green Dermatologic Medical Group may
decline to provide treatment to me. -

Signature of Patient (or legal guardian) - Date

Patients Name

Notice of Privacy Practices
Acknowledgement Form

[ am a patient (or legal guardian of a patient) of Green Dermatologic Medical Group. I hereby acknowledge I have
been advised of Green Dermatologic Medical Groups Notice of Privacy Practices.

Signature of Patient (or legal guardian} Date Patients Name



