
COASTALDERMATOLOGY     Patient Information                         

Patient	
  Information	
  

Date___________________________________________________	
  

Patient	
  Last	
  Name___________________________________	
  

First___________________________Middle	
  Initial________	
  

Address_______________________________________________	
  

City____________________________________________________	
  

State__________________________Zip_____________________	
  

Birthdate____________________________Age_____________	
  

Sex	
   Male	
   Female	
  

Married	
  	
  	
  	
  	
  Single	
  	
  	
  	
  	
  Divorced	
  	
  	
  	
  	
  Separated	
  

Dependent	
  	
  	
  	
  	
  Widowed	
  	
  	
  	
  	
  Other	
  

Spouse’s	
  Name_______________________________________	
  

Occupation___________________________________________	
  

Employer_____________________________________________	
  

Referring	
  physician__________________________________	
  

How	
  did	
  you	
  hear	
  of	
  our	
  practice?_________________	
  

 _________________________________________ 

Primary	
  Insurance	
  

Subscriber___________________________________________	
  

Subscriber	
  Birthdate________________________________	
  

Relationship	
  to	
  patient______________________________	
  

Insurance	
  Company_________________________________	
  

Subscriber/Policy	
  #_________________________________	
  

Group	
  #______________________________________________	
  

Subscriber	
  Address_________________________________	
  

City___________________________________________________	
  

State________________________Zip______________________	
  

Secondary	
  Insurance	
  

Subscriber___________________________________________	
  

Subscriber	
  Birthdate________________________________	
  

Relationship	
  to	
  patient______________________________	
  

Insurance	
  Company_________________________________	
  

Subscriber/Policy	
  #_________________________________	
  

Group	
  #______________________________________________	
  

Subscriber	
  Address_________________________________	
  

City___________________________________________________	
  

State________________________Zip______________________	
  

I	
  certify	
  that	
  I	
  or	
  my	
  dependents	
  have	
  insurance	
  
coverage	
  with	
  the	
  above	
  listed	
  company.	
  	
  I	
  give	
  
authorization	
  for	
  payment	
  of	
  insurance	
  beneSits	
  
to	
  be	
  made	
  directly	
  to	
  Coastal	
  Dermatology.	
  	
  I	
  
understand	
  that	
  I	
  am	
  Sinancially	
  responsible	
  for	
  
all	
  charges	
  whether	
  or	
  not	
  they	
  are	
  covered	
  by	
  
insurance.	
  

Contact	
  Information	
  

Home	
  #_________________________________________________________	
  

Cell	
  #__________________________________________________	
  

Preferred	
  phone	
   Home	
  	
  	
   Cell	
  

Email__________________________________________________	
  

In	
  case	
  of	
  emergency,	
  contact:	
  

Name_________________________________________________	
  

Relationship__________________________________________	
  

Phone	
  number_______________________________________	
  

______________________________________________________________________________________________________________________	
  
Signature	
  of	
  Patient	
  or	
  Responsible	
  Party	
   	
   	
   	
   	
   	
   Date
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