
P A T I E N T  I N F O R M A T I O N

First: _______________________________   MI: _______    Last: _______________________________  DOB: _____________  

Address: _______________________________________  City: _____________________  State: _______  Zip: _____________ 

Cell #: ___________________________   Home / Work #: ___________________________   Gender:      ❑ Male       ❑ Female 

Email: _________________________________________________________________________________________________  

Would you like access to your patient portal & newsletter via email?  ❑ Yes   ❑ No, I decline 
  It is the policy of Sanova Dermatology to not share your contact and email information with any third parties. 

Driver’s License #: ____________________________  DL State: ____________  Social Security #: ______ __________________ 

Preferred Language:   ❑  English   ❑ Spanish   ❑ Other ( ): _____________    ________________________________ 

Primary Race:               ❑  Black or African American    ❑ White    ❑ Native Hawaiian/Other Pacific Islander    ❑ Asian      
 

❑ American Indian/Alaska Native ❑ Declined to Specify

Marital Status:  ❑ Single     ❑ Married     ❑ Divorced     ❑ Widowed     ❑ Other

Ethnicity:        ❑ Not Hispanic or Latino       ❑ Hispanic or Latino      ❑ Prefer not to answer      ❑ Unknown

Employment:     ❑ Employed     ❑ Disabled     ❑ Retired      ❑ Part-Time     ❑ Not Employed     ❑ Student      ❑ Unknown

Student Status: ❑ Full Time      ❑ Part Time      ❑ Not a Student      ❑ Unknown

E m e r g e nc y  C o nt ac t  
Name: _________________________________Relationship: _____________________Phone: __________ 

P r i m ar y  C ar e  P hy s i c i a n  
Physician Name: ___________________________________________   Did this physician refer you to Sanova?    ❑ Yes      ❑ No 

Office Phone #:  ___________________________________________    Office Fax #:  _________________________________ 

R e f e r r a l  So ur c e  
❑ Facebook    ❑ Twitter    ❑ Yelp    ❑ Google+    ❑ Insurance List   ❑ Friend / Family    ❑ Other: _____________________ ___

P e r s on  R es p ons i b l e  f or  B i l l  
Name: ___________________________________  Relationship: ____________________________   DOB:  ____ ___________ 
_ 

Address: _______________________________________  City: _____________________  State: _______  Zip: _____________ 

P r i m ar y  I ns ur anc e  
Primary Insurance: _______________________________________  Policy #: _______________________  Group #: _____________________ 
Policy Holder’s Name ______________________________________ Policy Holder’s DOB _____  _____________ 

Relationship to Patient:   ❑ Self    ❑ Spouse   ❑ Child    ❑ Other: __________________________________________________ 

S e c o nd ar y  I ns ur an c e  
Primary Insurance: _______________________________________  Policy #: _______________________  Group #: _____________________ 
Policy Holder’s Name ______________________________________ Policy Holder’s DOB _____  _____________ 

Relationship to Patient:   ❑ Self    ❑ Spouse   ❑ Child    ❑ Other: __________________________________________________ 

The above information is accurate and complete to the best of my knowledge. 

________________________________________      _______________________________________      __________________ 
Signature of Patient / Responsible Party                    Patient / Responsible Party (printed)                           Date 



Thank you for choosing Sanova Dermatology! 
V2021 

Patient Medical History 
Name Date _______________ 

Referring Physician Primary Care Physician Date of Birth ___ / ___ / ______ 

Reason for visit?  Best phone # to reach you to discuss results? Okay to leave a message?     Y   N 

Preferred Pharmacy (Include Location)   Occupation:  
❑Yes ❑No Do you drink alcohol? If yes, how many drinks per day?  
❑Yes ❑No Do you smoke? If yes, how many packs per day? 
❑Yes ❑No  Do you use illegal street drugs? If yes, list   

PAST MEDICAL HISTORY SKIN DISEASE HISTORY 
Have you ever had any of the following? Please check all that apply 
❑Yes❑ No     Anxiety ❑Yes❑ No    Hearing Loss ❑Yes ❑No    Actinic Keratosis
❑Yes ❑No    Artificial Joints ❑Yes ❑No    Hepatitis ❑Yes ❑No    Basal Cell Skin Cancer
❑Yes ❑No    Asthma ❑Yes ❑No    High Blood Pressure ❑Yes ❑No    Melanoma (malignant) 
❑Yes ❑No    Atrial Fibrillation ❑Yes ❑No    HIV/AIDS ❑Yes ❑No    Squamous Cell Skin Cancer
❑Yes ❑No    Cancer (non-skin) ❑Yes ❑No    High Cholesterol ❑Yes ❑No    Precancerous Moles
❑Yes ❑No    COPD ❑Yes ❑No    Seasonal Allergies ❑Yes ❑No    Atypical/Dysplastic moles/spots
❑Yes ❑No    Coronary Artery Disease ❑Yes ❑No    Seizures ❑Yes ❑No    History of bad or blistering sunburns? 
❑Yes ❑No    Depression ❑Yes ❑No    Thyroid Disease ❑Yes ❑No    Do you use Sunscreen?   If yes, what SPF? 
❑Yes ❑No    End Stage Renal Disease ❑Yes ❑No    Valve Replacement ❑Yes ❑No    Do you have a family history of Melanoma? 
❑Yes ❑No    Other:     If yes, whom? 

REVIEW OF SYMPTOMS PAST SURGICAL HISTORY 
Are you currently experiencing and of the following? Please list previous surgical procedures. 
❑Yes ❑No    Runny Nose/Itchy Eyes ❑Yes ❑No    Enlarged Glands/Lymph Nodes
❑Yes ❑No    Palpitations/Chest Pain ❑Yes ❑No    Joint Pains
❑Yes ❑No    Leg Swelling ❑Yes ❑No    Muscle Aches
❑Yes ❑No    Fever/Chills ❑Yes ❑No    Headaches 
❑Yes ❑No    Unplanned Weight Loss ❑Yes ❑No    Memory Loss 
❑Yes ❑No    Cold/Heat Intolerance ❑Yes ❑No    Depression
❑Yes ❑No    Excessive Thirst/Hunger ❑Yes ❑No    Anxiety
❑Yes ❑No    Swallowing Problems ❑Yes ❑No    Wheezing/Asthma 
❑Yes ❑No    Mouth or Cold Sores ❑Yes ❑No    Shortness of Breath
❑Yes ❑No    Nausea/Vomiting ❑Yes ❑No    Suppressed Immune System
❑Yes ❑No    Diarrhea/ Constipation ❑Yes ❑No    Rash with Medication or Foods 
❑Yes ❑No    Burning with Urination ❑Yes ❑No    Problems Healing 
❑Yes ❑No    Blood in Urine ❑Yes ❑No    Scars/Keloids After Surgery 
❑Yes ❑No    Do you have immediate family with a history of Skin Disease?

    If yes, who/type? MEDICATIONS
❑Yes ❑No    Do you have immediate family with a history of Skin Cancer? Please list all current medications (OTC, Herbal, Etc.) 

      If yes, who/type?  

ALLERGIES: Please list all allergies and/or adverse reactions 

ALERTS 
Are you currently experiencing any of the following? 
❑Yes ❑No    Allergy to Latex or Tape ❑Yes ❑No    Allergy to Lidocaine ❑Yes ❑No    Allergy to Topical Antibiotic
❑Yes ❑No    Artificial Heart Valve ❑Yes ❑No    Artificial Joint in Past 2 Months ❑Yes ❑No    Accutane Used in Past 6 Months 
❑Yes ❑No    Blood Thinner Use/Daily Aspirin ❑Yes ❑No    Defibrillator ❑Yes ❑No    Pacemaker 
❑Yes ❑No    Medication Prior to Procedures ❑Yes ❑No    Rapid heart Rate w/ Epinephrine ❑Yes ❑No    Pregnant/Breastfeeding
❑Yes ❑No    MRSA (Resistant Staph) 

EDUCATE YOURSELF Our physicians are experts in Cosmetic Dermatology procedures! Please help us maintain the highest level of customer service by checking all areas that interest you:
❑ Botox ❑ Eyelid Rejuvenation ❑ Chemical Peels ❑ Facial Redness 
❑ Cosmetic Fillers ❑ Eyelash Rejuvenation ❑ Acne Scarring ❑ Sun Spots
❑ Non-Surgical Nose Job ❑ Neck Rejuvenation ❑ Laser Hair Removal ❑ Liposuction/Body Contouring
❑ Lip Enhancement ❑ Neck/Chin Tightening ❑ Spider Vein Treatment ❑ Skin Care Advice
❑ Underarm Odor/Sweating ❑ Sensitivity to Deodorant ❑ Double Chin Treatment

Patient/Guardian Signature:  Date: 



F I N A N C I A L  P O L I C Y

Welcome and thank you for choosing Sanova Dermatology! We are committed to providing you with the best possible medical care. 
Understanding your financial responsibility is an essential element of your care. Please initial next to each paragraph below signifying 
that you have read and understand our policy. If you have any questions, contact your Sanova Dermatology office. 

I n s u r a n c e - C l a i m s  /  N o n - C o v e r e d  C h a r g e s .

A u t h o r i z a t i o n  /  F i n a n c i a l  R e s p o n s i b i l i t y . 

P r e - A u t h o r i z a t i o n  /  R e f e r r a l s . 

M e d i c a r e

P a t i e n t s  W i t h o u t  I n s u r a n c e  ( C a s h  P a y )  /  O u t - O f - N e t w o r k  I n s u r a n c e  P l a n s

R e t u r n e d  C h e c k s

S k i n  C a r e  P r o d u c t s

N o  S h o w  P o l i c y .  

L a b o r a t o r y  B i l l .  YOU MAY RECEIVE A BILL FROM AN OUTSIDE LABORATORY.  

Your signature below signifies that you have reviewed, understand, and accept all of the above policies. Please sign by typing your name & date of birth. 
 

__________________________________________________________________  ___________________________ 



A C K N O W L E D G E M E N T  O F  R E C E I P T  O F  S U M M A R Y  /  N O T I C E  
O F  P R I V A C Y  P R A C T I C E S  

Please review each paragraph below and initial next to each paragraph signifying that you have read, understand, and agree 
with our policy. If you have any questions, please contact your Sanova Dermatology office for assistance. 

_____ R e c e i p t  o f  N o t i c e  o f  P r i v a c y  P r a c t i c e s  ( H I P P A ) .

_____ C o n s e n t  t o  T e l e p h o n e  /  E - m a i l  C o m m un i c a t i o n

_____ C o n s e n t  t o  T r e a t m e n t

_____ O t h e r  C o m m u n i c a t i o n

_____ A u s t i n  I n s t i t u t e  f o r  C l i n i c a l  R e s e a r c h  C o n t a c t  C o n s e n t .  

_____C o n s e n t  t o  T e l e h e a l t h

_____C o n s e n t  t o  T r e a t  a  M i n o r

_____ C o n t a c t  P e r m i s s i o n .  Sanova Dermatology needs to contact you regarding an appointment, lab result, medication, 
or for any other reason, it is permissible to (please check all that apply): 

❑ Leave a message on voicemail / answering machine
❑ Text message cell phone number
❑ Speak with other   Name: ______________________ Phone #: _________________ Relationship: ______________

Your signature below signifies that you have reviewed, understand, and accept all of the above policies and notices. 

________________________________________      ____________________________________      _____________________ 
Patient/Legal Guardian Signature                                 Patient/Legal Guardian Name (printed)               Date 

*If Legal Guardian, please indicate your relationship to the patient:  ❑ Parent      ❑ Legal Guardian     ❑ Other: _____________



Patient Name: Date of Birth: _____________________

In accordance with the Federal Health Policy, please answer the following questions:

1) Tobacco – Asked 1 time per year

● Do you use any tobacco containing products (does not include vaping)?

2) Do you have a surrogate decision maker (for patients 65+)? – Asked 1 time per year

● If yes, enter their information:

Name: ___________________________________

Phone Number: ____________________________

For patients that will be turning 10 to 13 years old this year:

3) Has the patient had a meningococcal vaccine (serogroups A, C, W, Y), on or between the patient's 11th and
13th birthdays?

4) Has the patient had a tetanus, diphtheria toxoids and acellular pertussis vaccine (Tdap) on or between the
patient's 10th and 13th birthdays?

5) Has the patient had at least two HPV vaccines on or between the patient's 9th and 13th birthdays?

6) Did the patient not receive any of the vaccinations above because of a medical reason, including allergic
reactions?

Signature:_________________________________________ Date:________________________

v. 1.2 March 2024

MIPS 2024
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