BOSWELL

DERMATOLOGY

5701 N. West Ave | Fresno, CA 93711
559.439.3000 phone | 559.439.3004 fax

has an appointment on

Monday Tuesday Wednesday Thursday Friday
Date: at AM/PM
With: J. Scott Boswell, MD Vivian Young, FNP Kristie Cyrus, FNP
Jessica Krigbhaum, FNP Austin Lee, PA-C

Please give at least 24 hour notice for any appointment changes. 559.439.3000

PLEASE ARRIVE 5 MINUTES PRIOR TO APPOINTMENT TIME NOTED ABOVE

Reminder: Patients under 18 years of age must be accompanied by a parent or guardian,

In order to ensure a prompt visit, we ask that you bring the following to your appointment:

. Completed Paperwork

. Insurance Card

. Photo ID

. List of current medications
. Office visit co-pay

If you have any questions about your appointment, please contact us at 559.439.3000.
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Thank you!
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Our office is located near Bullard and West, just south of the
Pavilion West Shopping Center.




Directions to Boswell Dermatology

Traveling South on 41:

Take 41 South to the Bullard Ave exit and turn right on Bullard. Take Bullard to West
Ave and turn left on West. Turn right into the third driveway, which is the Pavilion
Professional center. Come up the driveway; we are the first building on the left.

Traveling South on 99:

Take 99 South to the Herndon Ave exit and turn left on Herndon. Take Herndon to
West Ave and turn right on West Ave. Take West Ave and get into the right hand lane
before crossing Bullard Ave. After crossing Bullard, turn right into the third driveway,
which is the Pavilion Professional center. Come up the driveway; we are the first
building on the left.

Traveling North on 41:

Take 41 North to the Bullard Ave exit and turn left on Bullard. Take Bullard to West
Ave and turn left on West Ave. Turn right into the third driveway, which is the Pavilion
Professional center. Come up the driveway; we are the first building on the left.

Traveling North on 99:

Take 99 North to the Herndon Ave exit and turn right on Herndon. Take Herndon Ave
to West Ave and turn right on West Ave. Take West Ave and get in the right hand lane
before crossing Bullard Ave. After crossing Bullard Ave, turn right into the third
driveway, which is the Pavilion Professional center. Come up the driveway; wé are the
first building on the left.



BOSWELL

DERMATOLOGY

PATIENT REGISTRATION INFORMATION

Please PRINT and complete ALL sections below.

PERSONAL INFORMATION Today’s Date:

Marital Status: [ Single O Married O Divorced O Widowed Sex: [1Male OFemale
Name:

Last Name First Name Middle Initial Maiden Name
Street Address: City: State: Zip:
Home Phone: ( ) Cell Phone : ( )
Date of Birth: / / Social Security Number:
EMAIL Address:
If self, please check box and go to insurance section below
[1Self [OSpouse OParent OMale OFemale
Spouse/Parent Name: Date of Birth: / /
Billing Address: City: State: Zip:
Home Phone: ( ) Cell Phone : ( )

W e F 1 TSelt (o]l Please present all insurance cards and notify us of changes in insurance

Primary Insurance Secondary Insurance
Primary Insurance: Secondary Insurance:
ID #: 1D #:
Group #: Group #:
Insured Name: Insured Name:
Insured DOB: Insured DOB:

PERSONAL REPRESENTATIVE

I authorize the following person(s) to receive or know information regarding my health care. This authorization may
be revoked in writing at any time.

Name; Phone Number:
Name: Phone Number:
*  |hereby give consent for medical/surgical treatment to the care providers with Boswell Dermatology.
e  lacknowledge that | was provided with a copy of the Notice of Privacy Practices. | have read and understand my rights.
s lauthorize the release of information to facilitate treatment, payment or health care operations.
Date:

Patient Signature (or Responsible Party Signature)




We're happy that you have chosen Boswell Dermatology. We are committed to excellence in helping you meet your health care
needs and understand that billing/payment for health care services can be a confusing and sensitive topic. Please take the time to
review the policies of our practice; we will be happy to answer any questions you may have.

Please initial to indicate that you have read each policy

m We are contracted with many insurance companies and will gladly bil! on your behalf. It is the patient’s
responsibility to be sure that we have the correct information and that we are in-network with your insurance. Patients are
responsible for co-payment, deductibles and co-insurance. All co-payments must be paid at your appointment per our contract with
your insurance. There will be a $10 fee added to your bill should you fail to do so. If you have questions regarding your insurance,
please call your insurance company so they may address your questions.

WL R¥NE We are not contracted with any Medi-Cal plan. We cannot accept, nor bill, these plans under any circumstance.
Furthermore, if you have one of these plans, we will not be able to see you on a cash basis. To do so would jeopardize your health
benefits and open our office to penalization by the State.

PELIIEN If you have not met your deductible, it is our policy to collect, at the time of your appointment, for services we
know will not be paid by your insurance. We do not guarantee that the amount paid at the time of service settles your bill with us.

__ Please be aware that there may be services rendered at your appointment that are not covered by your
insurance. Hair loss, skin tags, and the removal of benign growths are common conditions that may not be paid by insurance
companies; you may receive a bill from our office for these services. Please be aware that anything excised from your body will be
sent out to a dermatopathologist and you may receive a separate bill from that office.

MEETEI IO It is your responsibility to obtain a current referral/pre-authorization for treatment, should your

insurance dictate that one is necessary. in the absence of the appropriate documentation, you agree to accept full responsibility for
the charges related to treatment.

aee R AL ER e NIV LT R UV ETITS:R You will be asked to provide us with a copy of your ID and insurance cards for your
chart. Please understand that we are helping to protect your identity as a patient. We are also required to send a copy of your
insurance and ID to pharmacies for your prescriptions and a copy must accompany any pathology that may be sent out for testing.

- If you do not have insurance and would like to be seen, we accept cash, check, VISA, Discover or MasterCard; all
payments are due at the time of your appointment. A $25 fee will be added to any check that is returned for insufficient funds.

Once we have received notification/payment from your insurance company, we will send you a statement. All balances are due
upon receipt of the statement. It is never our intent to send a patient to collections for non-payment; please contact the billing

office if you have any questions regarding your bill.

__ We understand there may be times when you miss an appointment due to iliness or
emergencies. However, we ask that you call 24 hours prior to your appointment to make changes or cancel your appointment.
Please understand that because appointment time slots are valuable, you will be charged a $35 no show/late cancellation fee if you
do not give a 24 hour notice. This must be paid before you are scheduled for a future visit. if you are scheduled for any surgical
procedure, we require a 72 hour notice to cancel or reschedule. You will be charged a $300 fee if you do not give 72 hour notice.

(TG I ET R We will be asking permission to take your photo. Please understand that this is to be used for
identification purposes and will aid us in keeping track of areas of concern for future treatment. We WILL NOT publish your photos

without your permission. If a provider would like to use a photo to be used for medical education, you will be asked to sign a
separate consent form to do so.

e |have read the policies set forth by Boswell Dermatology. My signature below signifies my understanding and willingness to comply with
your policies.

Date:

Patient Signature (or Responsible Party Signature)




BOSWELL

DERMATOLOGY

NEW PATIENT MEDICAL HISTORY
Name: Date: Age:

How were you referred to our clinic?
Physician (full name}: Dr.

Did the same requesting physician see you for your skin condition? O Yes ONo
Friend {name): Other (please specify):

Pharmacy Name: Phone:

Medical History: In your own words, please state the reason for your visit (chief complaint):

How long have you had this problem? (duration)

What parts of your body are affected? (location)

What makes it better? What makes it worse? (change in severity)

How does this problem bother‘ you? (symptoms)

What treatments have you received for this problem? (previous therapy)

Is your problem o worsening? o stable? oimproving? (timing) Explain:

Past medical/family/social history: Please list all past major illnesses and operations:

Please list all medications you are currently taking:

Please list all drug and environmental allergies:

Is there a family history of a condition similar to yours? OYes [ONo Additional information:

Is there a family history of (please mark the square(s) that apply): o adultacne ©asthma 0 diabetes
Oeczema ohayfever ogeneticdisease 0 hairloss ©melanoma o psoriasis O skin cancer
Additional information:

Occupation:

Do you smoke? O Yes ONo Do you drink alcohol? OYes [ONo

Cosmetic Concerns:
Would you be interested in anti-aging/wrinkle treatment? o Yes o No
Would you consider Botox/Juvéderm filler? o Yes o No

Are you interested in laser hair removal? D Yes o No




Review of Symptoms

Skin: Have you seen a doctor for other skin problems? CYes CONo Which one(s)?

Do you have (please mark square(s) that apply: o hair loss

When you are exposed to sunlight, do you:
1. o Always burn
3. o Often burn, tan slowly
5. O Rarely burn, always tan

Women: Are you pregnant?

Are you nursing?

O Yes o0 No
o Yes o No

2. 0 Usually burn, rarely tan

Do you plan to become pregnant?
Do you have breast problems?

Mark square next to any symptom or condition you are having:

General

o fever

o chills

O weight loss

o loss of appetite
o fatigue

Head, Eyes, Ears, Nose, Throat
o1 visual problems

o dry eyes

o eye disease

O ringing in ears

O ear disease

o bloody nose

o stuffy nose

o swallowing difficulties
o dry mouth

o sore mouth

o mouth ulcers

Cardiovascular

o pacemaker

o heart disease

o mitral valve prolapse
o hypertension

o chest pain

Respiratory

o cough

o difficulty breathing
o lung disease

o tuberculosis

o coughing up blood

If needed, please elaborate on any of the above:

Gastrointestinal

o liver disease

O intestinal disease

o heartburn/indigestion

o abdominal/stomach pain
D diarrhea

D constipation

o blood in stool/black stool
O rectal pain

O nausea

O vomiting

Genitourinary
o kidney disease

0 bladder disease
0 blood in urine/dark urine
o female problems

o stillbirth/spontaneous abortion

o problems with urination

Musculoskeletal

O joint aches

o swollen joints

o muscle aches

o0 muscle weakness

o back pain

o ankle swelling

D fingers sensitive to cold

o1 skin cancer

4. o Sometimes burn, tan well
6. 0 Never burn, deeply tan

o abnormal moles

O Yes 0 No
0O Yes 0O No

Neurologic
D epilepsy/seizures
o headaches
o stroke
o dizziness
o disorientation
o confusion
o0 memory loss
a numbness
o double vision
o loss of consciousness

Psychiatric

O nervous breakdown
o depression

O insomnia

Endocrine

o diabetes

o enlarged glands

o hormonal problems
o thyroid disease

Hematologic/Lymphatic

O anemia
o free bleeding tendency

Immunologic
o0 immune deficiency
o frequent infections

Date:

Patient Signature (or Responsible Party Signature)




BOSWELL

DERMATOLOGY

5701 N. West Ave | Fresno, CA 93711
559.439.3000 phone | 559.439.3004 fax

Notice of Privacy Practices Acknowledgement Form

THE NOTICE OF PRIVACY PRACTICE DESCRIBES HOW MEDICAL INFORMATION
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY, AS IT EXPLAINS:

e How this office will use and disclose your protected health information.

¢ Your privacy rights with regard to your protected health information.

¢ This office’s obligations concerning the use and disclosure of your
protected health information.

I acknowledge that | have received a copy of the office Notice of Privacy Practices.
| further acknowledge that the office Notice of Privacy Practices is available at the

front desk upon request.

Patient or Patient Representative Signature Date

Patient or Patient Representative Printed Name



