
 

Welcome to Tampa Mohs! 
 

Please fill out the information below. You may complete this information online at our patient portal 
http://www.premierdermdocs.ema.md. You may call us at (813) 867-6200 at any time and we will provide you your 

personal access information. You can also mail or fax your completed forms to  
Tampa Mohs, 2727 W Dr. Martin Luther King Jr Blvd, Ste 570, Tampa FL 33607 – Fax: (813) 347-9679 

 
NOTE: If you have an HMO plan, you are responsible for obtaining an Authorization from your primary care physician prior to 

your visit or we may have to reschedule your appointment. 
 

Patient Information 

Patient Name: (First Middle Last)       Social Security #: ❑Male   
❑Female 

Date of Birth:(mm/dd/yy)     
               

Preferred Name: _____________________________ 
(ex: John, Mr. Smith, Dr. Smith, Johnny) 

Address: 
 

Primary Language: ❑English  ❑Spanish  ❑Other      
Hispanic or Latino? ❑Yes   ❑No   
Ethnicity:   ❑White    ❑Black/African American ❑Asian   
  ❑American Indian/Alaska ❑ Hawaiian/Pacific Islander    

City/State/Zip: 
 

Alternative Address (if applicable):                                            

 

City/State/Zip: 

Email Address:  Emergency Contact:  

Home Phone #: Cell Phone #: Phone #: Relationship: 

Employer Primary Care Physician Pharmacy 

Name: Name: Name/Location: 

What is/was your occupation?                                                ❑Retired What is your weight?   

Marital Status:  ❑Single ❑Married ❑Widowed ❑Other What is your height? 

Do you drink alcohol? ❑Yes ❑No   Do you smoke Cigarettes/Cigars?    Do you use illicit drugs? ❑Yes ❑No 

If yes, how many times in the last year have 
you had 5 or more drinks in a day (male) or 4 
or more drinks in a day (female)? 

                                                     __________ 

Three (3) or more may be harmful to your 
health.   

❑Never smoked  ❑Yes, ___ cig/day 

❑I quit, ____ ❑days ❑mths ❑yrs ago  

Other Type of Tobacco: ___________    

If you use tobacco, we recommend you 
quit. 

If yes, what type and how often?   

 

Do we have permission to leave a detailed message on your voicemail that may include protected health information?        
❑Yes   ❑No        

Preferred phone contact:  ❑Home phone     or     ❑Cell phone 

 

 

 

 

 

PATIENT 
INITIALS 



 

Medical History Form  Patient Name: ____________________________________       Date of Birth: ___________________ 

Reason for today’s visit: _______________________________________________________________________ 
Current Medications: (prescriptions, over-the-counter meds, vitamins, herbal treatments)  

Name Strength Route Dose Frequency Name Strength Route Dose Frequency 

          
          
          
          
          
          

Do you have, or have you had any of the following conditions?  
Heart disease or murmur?     ❑Yes ❑No 
 
Pacemaker?                              ❑Yes ❑No 
 
Defibrillator?                            ❑Yes ❑No 
 
Lung disease/COPD/asthma? ❑Yes ❑No 
 
Liver disease?                         ❑Yes ❑No 
 
Kidney disease?                         ❑Yes ❑No 
 
Cancer (other than skin)?      ❑Yes ❑No 
     If yes, type: ________________________ 
 
Infectious disease?                ❑Yes ❑No 
    (Including Hepatitis B or C or HIV) 
 
Diabetes?                                  ❑Yes ❑No 
 
Organ transplant?                  ❑Yes ❑No 
 
Other immunosuppression?  ❑Yes ❑No 
 
Bleeding or healing problems? ❑Yes ❑No 
 
High blood pressure?                 ❑Yes ❑No 
 
Pregnant or breastfeeding?      ❑Yes ❑No 
 
Do you have any implants we should 
know about?                             ❑Yes ❑No                                                                           
     (Cochlear, cosmetic, other) 
 
 
  
 

Personal history of skin cancer?  ❑Yes ❑No 

   Basal Cell Carcinoma?                 ❑Yes ❑No 

   Squamous Cell Carcinoma?        ❑Yes ❑No 

   Melanoma skin cancer?               ❑Yes ❑No 
 
Family history of skin cancer?    ❑Yes ❑No 
 

______________________________ 
 

Did you eat today?                        ❑Yes ❑No  
 
Take your medication today?  ❑Yes ❑No 
 
Do you wear sunscreen?          ❑Yes ❑No 
 
Do you have a healthcare proxy in the 
event you are unable to make your own 
medical decisions?          ❑Yes ❑No 
 
     If yes, who? _______________________ 
  
 
Do you have a living will?    ❑Yes ❑No 
                                                          
 

Allergies:         ❑ None  (or list all allergies) 

__________________________________ 

__________________________________ 
 
Do you take aspirin?            ❑Yes ❑No        
     If yes, date of last dose: _______________ 
 
Do you take Coumadin?          ❑Yes ❑No 
     If yes, date of last dose: ______________ 
     If yes, last INR value: ________________ 
 
Do you take Plavix?             ❑Yes ❑No 
     If yes, date of last dose: _______________ 
 
Any other blood thinners?  ❑Yes ❑No 
     If yes, name of medication:  ____________ 
     If yes, date of last dose: _______________ 
 
Do you need antibiotics before dental 
work or during procedures? ❑Yes ❑No 
 
Do you have artificial joints or are you 
scheduled for a joint replacement in the 
next four weeks?                 ❑Yes ❑No 

How do you tolerate post-procedural 
pain? 
__________________________________ 

Any other medical problems we need to 
be aware of?                          ❑Yes ❑No 
     If yes, please describe:  
 
__________________________________

__________________________________ 

 
 

Patient Signature/POA/Guardian:                                              Name (if not patient):                                            Date:                  
                                                                                                                                   

 
Tampa Bay Dermatology is a division of Premier Dermatology LLC.  Your financial statements and billing related correspondence 
will come from Premier Dermatology LLC.  If at any time you have questions regarding your bill for services performed at Tampa 

Bay Dermatology or by our pathology laboratory, please contact our Central Billing Office at (941) 312-5027 for assistance. 

 

 



 

Financial Policy, Notice of Privacy Practices, Authorization, and Payment Terms 

We ask that you read and sign the following form to acknowledge your financial responsibility for the medical services provided here as well 
as our policy on the protection of your private health information. We will be happy to provide further clarification if necessary. In order to avoid 
any misunderstanding regarding our payment policies, please review our Financial Policy below.  

Payment is required for all services at the time they are rendered unless you are in a prepaid plan in which we participate. For 
those patients, applicable co-payments, deductibles, and co-insurance will be collected at the time of service. 
We accept payment via cash, check, debit cards, Master Card, Visa, Discover, and American Express. 
We may request a payment authorization form to be filled out at the time of check-in for patients who are minor, uninsured or with an 
outstanding balance, as well as patients with a non-participating insurance (including non-QMB Medicaid patients). Any outstanding balance 
from your visit will be mailed to your primary address. If there is any discrepancy or if you are unable to pay the balance in full, we ask that 
you contact our office immediately. Failure to settle your balance will result in further collection efforts and a collection fee may be assessed 
to your account.  
Please note that you may be billed separately for laboratory analysis if we are required to send specimens (such as a biopsy) to 
an external laboratory. Ask us if any specimen was submitted to an external laboratory at time of checkout.   
 
Participating Insurance: We are a provider for a variety of commercial insurance carriers, and we bill them as a courtesy to you. Prior to 
your visit, you will be informed whether we are a provider for your insurance plan. We accept payment for covered services from these 
insurance plans in accordance with our contracts. It is your responsibility to know and understand the guidelines of your insurance plan. You 
should attempt to seek medical care with physicians participating in your plan when possible. Insurance may not cover all fees.  To be fully 
aware of your benefit limitations, please read your insurance policy or talk with your insurance representative. You are responsible for co-
insurance, deductible amounts, and payment for services not covered by your insurance at the time of service. 
Medicare Patients: We bill Medicare directly for you. However, you are responsible for charges applied to your deductible, any co-insurance, 
or charges not covered by Medicare.  
Medicaid Patients: We are not a Medicaid provider. If you are not a Qualified Medicare Beneficiary, you are responsible for payment of all 
charges non-covered by Medicare at the time of service.  
Uninsured & Non-participating Insurance: If we are not a provider for your insurance you are responsible for payment of all charges at the 
time of service. For non-participating insurance, we will provide you with a receipt for reimbursement.  

Refund Policy: We do not offer refunds for medical and cosmetic procedures. Product returns are limited to company policy. 

Notice of Privacy Practices: We understand that your medical information is personal to you, and we are committed to protecting the 
information about you. As our patient, we create paper and electronic medical records about your health, our care for you, and the services 
and/or items we provide to you as our patient. We need this record to provide for your care and to comply with certain legal requirements. We 
may use and disclose medical information about you for one or more of the following reasons: medical treatment, payment, internal operations, 
appointment reminders, others involved in your care, as required by law, to avert a serious threat to health or safety, organ and tissue donation, 
public health risks, worker’s compensation, government activities, lawsuits and disputes, law enforcement, coroner or medical examinations. 
A complete copy of our Notice of Privacy Practices is available for you at your request.  

I authorize the release of medical information to my primary care or referring physician, to consultants if needed, and as necessary to process 
insurance claims, and prescriptions. I also authorize payment of medical benefits to the physician. Your signature below authorizes the release 
of your medical information and payment as listed above and signifies your willingness to comply with our financial policy.  

By law, we are only permitted to discuss your diagnosis and treatment with you (the patient). In the event that a spouse, family 
member, or close friend may need this information, please list their name in the space provided below. 
 
Name: ________________________________ Relationship: ____________________________ 
By listing the individual above, you have given us permission to discuss your medical history and treatment with this person. We cannot 
disclose any of your private health information to anyone who is not listed on this form. You have the right to inspect and copy the medical 
information that we maintain. To inspect a copy of your medical record, you must submit your request in writing. In some cases, there may be 
a fee associated with your request.   

I voluntarily consent to care treatment by Tampa Bay Dermatology including diagnostic procedures, labs and medical treatment ordered by 
the attending physician/ARNP/PA-C. I understand that I have financial responsibility for payment of medical services provided and hereby 
assume payment of all expenses incurred during my office visit. Should legal action be required to secure payment of this account, I agree to 
pay the legal expenses incurred by this office. Additionally, in the event of non-payment, the undersigned guarantees payment of all costs of 
collections, including reasonable late fees and attorney’s fees.  
I have read and understand this financial policy and notice of privacy practices and agree to accept responsibility as described. 
 
Patient/POA/Guardian Signature: ________________________________ Date: _______________________ 
 
Printed Name (if not patient):  _____________________________ Relationship (if not patient): ________________________    
 
 
 



 

Patient Name: ___________________________________       Date of Birth: ______________ 
Consent for Treatment, Exposure policy, and Fee Responsibility 

 
This is to certify that I (or my authorized agent) consent to the performing of any surgical or medical procedure or examination as required. I 
(or my authorized agent) assume financial responsibility for any services rendered. I consent to having specimens removed (such as skin 
biopsies) on which it is possible to perform DNA testing. I authorize Tampa Bay Dermatology to import my medication history from my 
Pharmacy via SureScripts. 
 
If another person is exposed to my blood or bodily fluids, I consent to have my blood drawn and tested and to the disclosure of my results 
to Tampa Bay Dermatology and the exposed person for the purposes of treatment of the exposed person. 
 
We may use your health information and/or records to:  

❖ Plan for your care and help your health care providers communicate and work together for your medical benefit 
❖ Submit bills for reimbursement for the care provided to you 
❖ Help health care payers or medical insurance companies verify that services were provided to you 
❖ Help improve the quality of your health care 
❖ Disclose information to certain officials or organizations as requested by law  

 
Check the boxes ONLY below if you do NOT wish to authorize:  

● The release of my medical information to my immediate family upon their request.       ❑ I do not authorize 
● The use of my non-medical information (name, address, and date of birth) to receive information such as appointment                

               reminders and medical information.                                                                                ❑ I do not authorize 
 
Everyone at Tampa Bay Dermatology is bound by law to uphold to all privacy standards. We encourage you to read the Notice of Privacy 
Practices and ask us any questions. This authorization may be revoked at any time to the extent that use or disclosure has not already 
occurred prior to your request. To update or revoke the authorization, notify the Tampa Bay Dermatology Privacy Officer in writing or call 
(813) 867-6200. By signing below, you confirm that you have read and understand your rights to privacy, and that you have been given 
access to all information pertaining to those rights.   
 

Signature: __________________________________ Name: _______________________ Date: ______________________  
                                 �Patient           �Parent         �Legal Guardian  

Tampa Bay Dermatology will not condition treatment, payment, enrollment, or eligibility for benefits on the execution of this Authorization. The Protected 
Health Information disclosed as a result of this authorization may be redisclosed by the entity receiving it, and thus is no longer protected by the federal 
privacy regulations. This Authorization is given without promise of compensation. The patient and, if applicable, parent/legal guardian release to Tampa Bay 
Dermatology any right, titles and/or interest of any kind they may have in the information produced.  
The above statements must be signed and dated to be valid. If the patient is an emancipated minor or 18 years of age, he/she is required to sign the 
Authorization. If Tampa Bay Dermatology requests this Authorization for its own use or disclosure, a copy of this Authorization must be provided to the 
individual completing this form. 

Receipt of Notice of Privacy Practices 
 

Your privacy is important to us. The information that we record about you and your medical history is to help us provide quality medical 
care. We are committed to protecting this information. The Notice of Privacy Practice describes your rights with regards to your health 
information and our responsibility to protect that information. A complete copy of our Notice of Privacy Practices is available for you in 
our lobby. Additional copies are available in the folder for you to take home. 
 
Your rights include:  

❖ The right to amend your health information 
❖ The right to request restrictions on what information we use or know we disclose your health information 
❖ The right to see an account of certain disclosures we have made of your health information 
❖ The right to obtain access to your health information with limited exceptions (written request, advance notice and a cost-based fee 

for expenses delineated by law) 
❖ The right to receive a paper copy of our Notice of Privacy Practices 

 
These rights do have certain restrictions and you may obtain detailed disclosure of these restrictions at any time.  
My signature below indicates that I have received and/or reviewed a copy of my physician’s Notice of Uses and Disclosures of Personal 
Health Information. *Copy provided upon request 
 

Signature: __________________________________ Name: _______________________ Date: ______________________  
                      �Patient           �Parent         �Legal Guardian   
How did you hear about us? 
 

__________________________________________________________________________________________ 
 

Have you met any members of our team? 
 

__________________________________________________________________________________________ 
 


