BASE Dermatology & Mohs Surgery
Bryan Sofen, MD

Financial Policy and Consent to Treat

Financial Policy
* Please remember that your health insurance is a contract between you and your insurance company. It is YOUR responsibility to
know your health plan benefits, including co-payment amounts, deductibles, co-insurance, and lab contracts.
* The patient (or patient's legal guardian, if a minor) is ultimately responsible for the payment for treatment and care.
» We will bill your insurance for you. However, you are required to provide the most correct and updated information regarding
insurance.
* Your insurance carrier may require a referral for you to see our medical provider. If so, it is your responsibility to have acquired
this before your appointment. If our office does not have a referral at the time of your appointment, you will be asked to pay in full
at the time of service or reschedule your appointment.
* Patients are responsible for payment of copays, coinsurance, deductibles and all other procedures or treatment not covered by their
insurance plan.
» Copays are due at the time of service.
* Our office may require a deposit for services and/or may collect an estimated patient responsibility (estimated deductible) for an
office visit or procedure.
* Any deductibles and/or non-covered items billed to patient responsibility are due 30 days from receipt of billing.
» We expect payment in full at the time of service for all cosmetic services and products. There are no exceptions to this policy.
» Any products purchased in office are non-returnable and non-refundable.
» Patients may incur and are responsible for payment of additional charges, if applicable.
* These charges may include a charge for missed appointments or late cancellations
24 hour notice for general dermatology appointments- $50 cancellation fee
48 hour notice for Procedure & Mohs appointments- $100/$150 cancellation fee

IMPORTANT NOTICE: Certain office procedures or services may not be covered, or may be considered "not medically necessary"or
"cosmetic", by your health plan. You are responsible for payment of these services. It is your responsibility to know the benefits and
limitations of your current healthcare coverage. Base Dermatology will provide medically necessary care based on patients' medical

needs, not a patient's insurance coverage. Your medical provider is not responsible for knowing your plan's specific benefit and
coverage limitations.

Consent to Treat

I understand and voluntarily consent to receive medical and health care services given by Base Dermatology. I understand the
examination procedures will be explained to me and I authorize the administration of all diagnostic and therapeutic procedures,
examinations and treatments considered advisable or necessary in the judgment of the physician. I understand that the examination
results will be provided to me with recommendations. No guarantee or assurance has been given by anyone as to the results that may
be obtained by such treatments. The responsibility for any follow up examinations to check abnormalities found and treated lies with
me and not with Base Dermatology. I hereby release my examiner from all responsibility in connection with the examination. I
understand that for the doctor to give me the best medical care possible, I must follow instructions and notify the office if I have
problems with my medications or treatment.



By my initialing to indicate my understanding of this policy, I hereby authorize assignment of financial benefits directly to Base
Dermatology for services rendered as allowable under standard third-party contracts. I understand that I am financially responsible for
charges not covered by this assignment.

I have read, understand, and agree to the provisions of this Patient Financial Responsibility and Consent to Treat Form.

Name Printed

Signature

Date




HIPAA Agreement Form

To obtain a copy of the HIPAA Policy Rules and Procedures, please ask the front office staff. Our notice of Privacy Practices
provides information about how we may use or disclose protected health information or PHI. The notice contains written language on
the rights you have reviewed the aforementioned notice. The terms of this notice are subject to change, at which point you will be
asked to sign an updated consent form.

You may have the right to restrict how your PHI is used and disclosed for treatment, payment or healthcare operations. However, you
understand that doing so we are not required to agree with this restriction. The HIPAA law allows for use of PHI used for treatment,
payment or healthcare operations, but the Privacy Rule allows us to deny that restriction.

By signing this form, I have read and understand that:

* Protected health information may be disclosed or used for treatment, payment or healthcare operations.

* The practice reserves the right to change the privacy policy as allowed by law.

* The practice has the right to request the restriction of the use of PHI, although the practice is not required to approve of/agree with
the request.

» The patient can revoke this consent at any time, but this would cause any PHI disclosures to cease.

* The practice may condition receipt of treatment upon revocation of this consent.

May we confirm appointments or communicate via phone, email or text? Yes No
May we text in regard to any balance owed? Yes No
May we leave a message on your voicemail in the event we cannot reach you? Yes No
May we discuss your medical condition and/or billing with anyone aside from

yourself? Yes No

If yes, please list the name of allowed person(s):

Name Printed

Signature

Date



Intake and History Form

Name: Date of Visit:
Date of Birth: Gender: Marital Status:
Race: Ethnicity (Hispanic/Latino): Yes No Email:
PCP: Referred by:

Occupation/Employer:

Emergency Contact Phone

Preferred Pharmacy:

Pharmacy Phone/Address:

Please check appropriate box (Y/N) as each applies to your CURRENT OR PAST MEDICAL HISTORY:

*Artificial heart valve / Infection Y[ N *Artificial joint (past 2 years) y U

HVAIDS YO NO  -Organ mamsplar Y O
rgan transplant:

*Pacemaker/Defibrillator Y] N[ *Staph bacterial infection Y [

*MRSA infection Y[ N[ *Vasovagal reaction (fainting) Y [

*Premedication prior to procedures Y] N[] Antibiotic:

* Accutane use in the last 6 months Y[] N[] Diabetes Yy O

Hyperthyroid YOI N[O

High blood pressure Y] N[J  Hypothyroid Y [

Dementia YL N[O

Autoimmune condition vy N[J Type:

Cancer Y[ NLJ Type: (other than skin)

Radiation treatment YU NLJ When & why:

SURGICAL PROCEDURES (within the past 2 years):

z zzzzZZ
O 0O OOood

Z

Have you had MELANOMA SKIN CANCER? Y] N[
Locations/date(s):

Have you had BASAL CELL CARCINOMA? YOI N[O
Location(s)& date of most recent:

Have you had SQUAMOUS CELL CARCINOMA? Y[ ] N [
Location(s)& date of most recent:

Do you wear Sunscreen? Y[ ] N[] SPF

Has anyone in your family had skin cancer? Y N[
Which relative(s):

Allergies:

Current Medications:



Social History:
Alcohol Use:
None

<1 drink a day
1-2 drinks dail

Current Symptoms or Condjtions:

*Pregnant or planning Y

*Recent biologic med.

Abnormal scarring

Z ZzzzZ

Y
*Problems w/bleeding Y
Y
Y

Fever or chills

Have you received the following vaccinations:
Flu (Oct — Mar only) Y N
Shingles (50+ years only) Y N
Pneumonia (65+ years only) Y N

Cigarette Smoking:
Never smoked
Former Smoker
Currently Smoke

*Currently breastfeeding
*Recent chemotherapy
Abnormal blood counts
Enlarged lymph nodes
Recent Illness

Describe:

< <<~

Z ZZ Z Z
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