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PATIENT REGISTRATION FORM 

            Today’s Date___________________

Last Name ______________________________________   First _______________________________________   M.I.________ 

Date of Birth _____/_____/______    Social Security Number ______/______/_______    Marital Status________   Sex _______

Street Address _____________________________________   Apt # _______   City______________________________________ 

State _______   Zip ___________     Home Phone (_____) ___________________    Cell Phone (_____) _____________________

Employer_________________________________   Occupation___________________________   Work (____) _______________ 

Employer Address ________________________________________   City______________________   State_____   Zip_________

Name of Spouse____________________________   Employer ____________________________   Work (____) _______________ 

Person to notify in case of emergency _______________________________________________   Phone (____) _______________ 

Referring Doctor/Practice __________________________________________________________   Phone (____) ______________ 

May we leave a message on your home answering machine/cell phone?  ___ Yes ___ No
May we leave a message for you at work to call us? ___ Yes ___ No  
May we discuss your medical condition with another person?     ___ Yes ___ No 

If yes, with whom _______________________________________   Relationship ________________   Phone (___) ____________

Permission to email/fax any correspondence to you at your request i.e. itemized billing:    ___ Yes ___ No 

Would you like to be informed about special pricing, promotions and/or services via email?   ___ Yes ___ No 

E-Mail Address: ____________________________________________________________________________________________ 

How did you hear about our practice? __________________________________________________________________________ 

If patient is a minor please enter responsible party information. (Note we do not bill absent parents. The adult presenting the 
minor for care is responsible party.) 

Last Name ________________________________________   First ______________________________________   M.I.________ 

Relationship to patient _____________________   Date of Birth _____/____/_____   Social Security Number_____/____/______  

Street Address_________________________________   City____________________________   State _______   Zip___________ 

Primary Insurance: Secondary Insurance: 
Name of Insurance ______________________________  Name of Insurance ____________________________ 
Name of Policy Holder ___________________________ Name of Policy Holder _________________________ 
Policy Holder Date of Birth _______________________ Policy Holder Date of Birth _____________________ 
Policy Holder SS# _______________________________ Policy Holder SS# _____________________________ 
Policy Holder Employer __________________________ Policy Holder Employer ________________________ 
Policy Holder Work Phone________________________ Policy Holder Work Phone______________________ 
Relationship to Patient____________________________ Relationship to Patient__________________________ 
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PATIENT FINANCIAL POLICY

We would like to thank you for choosing Midwest Dermatology as your medical provider.  To keep you informed of 
our current financial policies we ask that you read and sign our financial acknowledgement prior to any treatment.  

Credit Card Policy: Midwest Dermatology has recently implemented a new billing process that will enable patients 
to save a charge card on file, which will be used to pay for any portion of a visit that is not covered by insurance.  This process offers 
benefits to our patients, insurers and the environment. You will not have to worry about writing checks, mailing payments or paying 
on time. The system will process the payment for you automatically. If you provide an email address, you will receive a notification 
and receipt via email when your credit card has been charged, Because you will not receive an invoice or receipt by mail, this 
environmentally friendly process reduces the amount of mail you receive and paper used. Your credit card information is encrypted, 
stored in a specially secured facility and is only accessible by the credit card processors. The amount you will be charged is strictly 
limited to the contractually obligated amount your insurance requires you to pay, such as copayments, co-insurance, deductible and 
non-covered services.   

Canceled Appointments: In the event you are unable to keep your scheduled appointment, you are required to call our office within 
24 hours to reschedule for another time. This will allow time to use your slot for another patient.  Due to the shortage of dermatologist 
in the Kansas City area a large number of patients need our care, Midwest Dermatology works very hard to meet the 
needs of our patients.  It has never been our policy to double book appointments.  Your appointment time is especially reserved for 
you.  Because of this we ask that you notify our office 24 hours in advance if you cannot keep an appointment so that we may utilize 
this time for another patient.  We will charge patients $50.00 for all medical appointment, $75.00 for all cosmetic consultations and 
$250.00 for all missed appointments involving a scheduled surgery, biopsy or other procedure, that are missed without 24 hour 
notification.  We greatly regret the need for this policy, however we feel it is very important to see all patients as soon as possible to 
give them the highest quality care.

Insurance: Please bring your insurance card with you at the time of your appointment.  For insurance plans that we contract with, 
your carrier requires that all co-pays be paid prior to any services being rendered.  The co-pay requirement cannot be waived by our 
practice, as it is a requirement placed on you by your insurance carrier.  Please be aware that any costs not covered by insurance are 
your responsibility. It is the patient’s responsibility to determine coverage. You are responsible for any co-insurance, deductibles or 
non-covered services as required by your insurance.  You will receive a notice from your insurance company indicating they paid.  
Any remaining balance will be placed on your credit card. You will be notified of the amount if you have provided us with an email 
address.  You are also responsible for collection costs, attorney fees, court costs and 18% annual interest on any unpaid balance. If 
your account is placed in collections, a collection fee will be added to the balance owed.

HMO or POS: If your insurance carrier requires that you obtain a referral from you Primary Care Physician (PCP), please bring that 
referral with you.  Any services received without a referral or proper authorization will be your responsibility.

No Insurance: Payment will be due at time of service.

If you do not have one of the plans in which our practice has a contract, the total cost of your visit is required at the time of service. If 
at any time you are concerned about the cost of a procedure proposed by the doctor, you may ask for someone from the business office 
who will be happy to discuss the cost with you. For your convenience, this office accepts Master Card, Visa, Discover, American 
Express, and CareCredit in addition to cash and checks.

I certify that I have read the financial policy of Midwest Dermatology and agree to abide by the policy.

Patient Signature/Legal Representative: __________________________________________________ Date: _______________
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ACKNOWLEDGE OF HIPAA PRIVACY ACT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain 
rights to privacy regarding my protected health information. I understand that this information can and will be 
used to conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be 
involved in that treatment directly and indirectly, to obtain payment from third-party and to conduct normal 
healthcare operations such as quality assessments and physician certifications. 

I have been made aware that there is a copy of Midwest Dermatology’s Privacy Practices available in the waiting 
room or upon my request containing a more complete description of the uses and disclosures of my health 
information. I understand that I may request in writing that you restrict how my information is used or disclosed 
to carry out treatment, payment, or health operations. I also understand you are not required to agree to my 
requested restrictions, but if you do agree, you are bound by such restrictions. 

Patient Signature/Legal Representative: __________________________________________Date: ________________

Witness: _____________________________________________________________________Date: ________________

              Thank you for choosing Midwest Dermatology for your healthcare needs.
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