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Date_________________ _________________ _________________ _________________                                                                                                                                 Chart #________________________________________________         
 

New Age Dermatology, P.A.New Age Dermatology, P.A.New Age Dermatology, P.A.New Age Dermatology, P.A.    
    
Patient Information:Patient Information:Patient Information:Patient Information:    
 
(First)________________________________________________________________________________________________________________________________________________________________________________________________(M)_____________________________________________________________________(Last)_____________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Address________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    
    
City________________________________________________________________________________________________________________________________________________________________________________________County____________________________________State____________________________________________Zip________________________________________________________________________________________________________________________________________________________________    
 
Phone (____________________________)_____________________________________----____________          ____________          ____________          ____________          Cell Phone (____________________________)_____________________________________----________________________________________________                                                    SS#_____________________________________________----____________________________________________----____________________________________     
 
Circle One:  Male  /  Female    Marital Status (Circle One)   M  D  W   S  
    
DOB ____________________________----________________________________________________----___________            ___________            ___________            ___________            Age______________ ______________ ______________ ______________   
 
Employer_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Employer’s Phone # ( ______) _______________) _______________) _______________) _________----____________________________________EXT____________________________ 
 
Pharmacy Name____________________________________________________ ___________________________________________________ ___________________________________________________ ___________________________________________________ Pharmacy Phone # (______) ______________) ______________) ______________) _________----____________________________________    
 
 

If under If under If under If under 18 (Legal18 (Legal18 (Legal18 (Legal guardian or parent’s name responsible for  guardian or parent’s name responsible for  guardian or parent’s name responsible for  guardian or parent’s name responsible for payment)payment)payment)payment)    
 
(First)_________________________________________________________________________________________________________________________________________________________________________________(M)_____________________________________________________________________________________(Last)_________________________________________________)_________________________________________________)_________________________________________________)_________________________________________________    
 
Address________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    
    
City_________________________________________________________________________________________________________________________________________________________________________________________________________________State_________________________________________________________________________________________________________Zip______________________________________________________________________________________________________________________________________________________ 
 
Employer_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Employer’s Phone # (_____________________) _________ _________ _________ _________----____________________________________EXT____________________________ 
 

    
Insurance Information            Insurance Information            Insurance Information            Insurance Information                        * * * * PleasePleasePleasePlease show us your insurance card *  show us your insurance card *  show us your insurance card *  show us your insurance card *     
    
Policy Holder Name  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
DOB of Policy Holder ___________/___________/_____________________/___________/_____________________/___________/_____________________/___________/__________   Policy Holder SS#________________________________----________________________________----____________________________________ 
 

    
InInInIn Case of an Emergency Please  Case of an Emergency Please  Case of an Emergency Please  Case of an Emergency Please Call:Call:Call:Call:    
    
Name_______________________________________________________ _______________________________________________________ _______________________________________________________ _______________________________________________________ Relationship to patient____________________________________________________________________________________________________________________________________________________________________________________    
 
Phone (_________________________________)________________________________________________________________________________----___________________  ___________________  ___________________  ___________________  Work # (________________________________)_____________________________________________________________________----_____________(_____________(_____________(_____________(Ext.)__________________)__________________)__________________)__________________    
 

    
How did you hear about our practiceHow did you hear about our practiceHow did you hear about our practiceHow did you hear about our practice?  ________________________________________________________________?  ________________________________________________________________?  ________________________________________________________________?  ________________________________________________________________    
    
    
Patient’s Signature:Patient’s Signature:Patient’s Signature:Patient’s Signature:    
    
________________________________________________________________________________________________________________________________________________________________________________________________     
    


