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Diplomats of the American Board of Dermatology

General, Surgical and Cosmetic Dermatology
Shavano Commons Business Park               Helotes Country Village               Westover Hills                Singing Hills

Patient Registration
Today’s Date: ______ / ______ / ______     


Patient Last Name: _______________________________ First Name: ________________________________ MI: _______ 

Address: _________________________APT#_____________ City: _________________ State: ____Zip code: __________ 

Home Phone:  ​______________________   Work Phone: ______________________Cell Phone: ______________________
SSN:_____ - _____ - _____ DOB:_____ / _____ / _____  Email: __________________________ @ ___________ . ______
Marital Status:    □ Single □ Married □ Other                                             Gender: □ Male    □ Female    □ Transgender
Emergency Contact: _____________________________ Phone: _______________ Relationship to Patient:  _____________
Employer: __________________________________________ Work Phone: ______________________________________
Race: □ White   □ Asian   □ African American   □ Other: _________  

Ethnicity: □ Not Hispanic   □ Hispanic □ Other: _________      Language: □ English   □ Spanish   □ Other: _________ 
 □ Decline to Answer
Referring Physician: ______________________________ Phone: _________________ Clinic Name: __________________
Pharmacy Name: ________________________________ Phone: __________________ Address: _____________________
	Responsible Party Information (if different from patient)


Who is the insured party?   □Self     □Spouse    □ Mother    □ Father    □ Other __________

Primary Insured: _________________________________DOB: ______/______/______      SSN: ______ - ______ - ______ 

Insurance Co: _______________________________ ID#: ____________________Group #:__________________________

Secondary Insured: _______________________________DOB: ______/______/______      SSN: ______ - ______ - ______
[image: image1.png]Insurance Co: ________________________ ID#: _______________Group #: _____________

PATIENT Signature: ____________________________________     Date: ___________________

(OR IF patient is under 18 Parent/Legal Guardian’s signature is required)

