
PLEASE PRINT

PATIENT LAST NAME_____________________________FIRST NAME____________________________MI_______

D.O.B._____/____/_____ AGE_________ SEX: M F MARITAL STATUS: S M

STREET ADDRESS_____________________________________________ CITY______________________________

STATE_____ZIP_______

PATIENT PHONE
(H)____________________________(W)____________________________(C)____________________________

EMERGENCY CONTACT NAME_________________ RELATIONSHIP________________ NUMBER________________

PRIMARY CARE DOCTOR:_________________________________REFERRING DOCTOR:_______________________

HOW DID YOU HEAR ABOUT US: __________________________________________________________________

RESPONSIBLE PARTY: SELF ____ SPOUSE ____ OTHER _____________________________

PRIMARY INSURANCE SELF (PLEASE CIRCLE) SECONDARY INSURANCE SELF (PLEASE CIRCLE)
POLICY HOLDER:___________________________ POLICY HOLDER:___________________________
D.O.B_________________ D.O.B_________________
RELATIONSHIP TO POLICYHOLDER:________________ RELATIONSHIP TO POLICYHOLDER:____________

PHONE_________________________EXT___________ PHONE_________________________EXT_______

INSURANCE NAME______________________________ INSURANCE NAME_________________________

ID #______________________GROUP#_____________ ID #______________________GROUP#________

INSURANCE ADDRESS____________________________ INSURANCE ADDRESS_______________________

CITY___________________ST______ ZIP____________ CITY___________________ST______ ZIP_______

WORKER’S COMPENSATION: WERE YOU INJURED ON THE JOB? YES NO DATE OF INJURY_________________

NAME OF
SUPERVISOR___________________________________PHONE__________________________________________

SERVICES ARE CHARGED TO THE PATIENT, WHO IS RESPONSIBLE FOR ALL FEES, REGARDLESS OF INSURANCE COVERAGE. I HEREBY ASSIGN
ALL MEDICAL AND SURGICAL BENEFITS TO INCLUDE MAJOR MEDICAL BENEFITS INCLUDING MEDICARE, PRIVATE AND OTHER PLANS, TO MY
INDIVIDUAL PHYSICIANS. I GIVE AUTHORIZATION TO RELEASE MY RECORDS TO ANYONE NECESSARY FOR CONTINUATION OF MY CARE AND
BILLING PURPOSES.
HMO INSURANCE: IF I DO NOT HAVE A REFERRAL, I UNDERSTAND I AM RESPONSIBLE FOR PAYING FOR SERVICES RENDERED.

PATIENT/GUARDIAN SIGNATURE_______________________________________DATE________________________
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MEDICAL HISTORY

NAME:__________________________________________________ D.O.B._______________________AGE:_____

REASON FOR YOUR VISIT:_________________________________________________________________________

WHAT MEDICAL PROBLEMS DO YOU HAVE:__________________________________________________________

LIST ANY SURGERY YOU HAVE HAD, INCLUDE DATES:___________________________________________________

_____________________________________________________________________________________________

DO YOU HAVE A SELF OR FAMILY HISTORY OR SKIN CANCER: IF YES, PLEASE SPECIFY

_____________________________________________________________________________________________
_____________________________________________________________________________________________

HAVE YOU EVER BEEN HOSPITALIZED OTHER THAN FOR SURGERY?
_____________________________________________________________________________________________

LIST ANY MEDICATION THAT YOU ARE TAKING:
_____________________________________________________________________________________________

_____________________________________________________________________________________________

ALLERGIES TO MEDICATION:
_____________________________________________________________________________________________

HEIGHT___________WEIGHT_____________OCCUPATION_____________________________________________

DO YOU SMOKE: Y N IF YES, HOW MANY CIGARETTES A DAY ______________ HOW MANY YEARS_____________

DID YOU EVER SMOKE: Y N HOW MANY YEARS________________ WHEN DID YOU STOP ____________________

DO YOU DRINK ALCOHOL: Y N HOW MUCH_____________________ HOW OFTEN___________________________
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MEDICAL HISTORY (CONTINUED)

HAVE YOU EVER HAD ANY OF THE FOLLOWING (PLEASE CIRCLE IF YES)

HEART DISEASE ANEMIA CANCER

CHEST PAIN BLOOD TRANSFUSION ASTHMA

STROKE EASY BRUISING KIDNEY DISEASE

RAPID HEART BEAT BLEEDING TENDENCIES HERPES/COLD SORES

HIGH BLOOD PRESSURE DIABETES STOMACH ULCER

HIGH CHOLESTEROL THYROID DISEASE CHRONIC DIARRHEA

HEPATITIS JOINT/MUSCLE PAIN SEIZURES/EPILEPSY

SKIN RASHES ARTHRITIS DEPRESSION

SWOLLEN LYMPH NODES CHRONIC COUGH AIDS/HIV

DRY EYES TUBERCULOSIS RECENT WEIGHT CHANGE

1) Have you had a Pneumonia Vaccination: YES or NO (please circle)
2) Have you had an Influenza Immunization: YES or NO (please circle)

Do you have an Advanced Directive (a written statement of a person's wishes regarding medical treatment, often including a living will, made to

ensure those wishes are carried out should the person be unable to communicate them to a doctor.)?

Yes_____ or No_____ (please indicate)

I VERIFY THAT ALL ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE.

SIGNATURE______________________________________________________DATE_________________________
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HIPAA (HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT) PRIVACY PRACTICE

Our Notice of Privacy Practices provides information about how we may use or disclose protected health
information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your
signature that you have reviewed our notice before signing this consent.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment
or healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this
agreement. The HIPAA law allows for the use of the information for treatment, payment, or healthcare operations;
your personal information may be shared with a third-party for these purposes.

By signing this form, you consent to our use and disclosure of your protected healthcare information and
potentially anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you.
However, such a revocation will not be retroactive. If you have questions or would like more details on our HIPAA
Privacy Practices please let us know.

By signing this form, I 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 restrict the use of the information but the practice does not have to agree to those
restrictions.

· The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.

· The practice may condition receipt of treatment upon execution of this consent.

May we leave a message on your answering machine at home or on your cell phone? YES NO

May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:
_____________________________________________________________________________________

____________________________________________________________________________________

This consent was signed by: _______________________________________ (PATIENT/GUARDIAN NAME)

Signature: _____________________________________________________Date: _______________
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FINANCIAL POLICY STATEMENT

Patient Responsibilities & Financial Policies: You have the responsibility to provide accurate and complete
information about your health and other billing information. If any information changes – name, address, phone,
insurance coverage, etc., you must inform Galaria Plastic Surgery & Dermatology immediately. Insurance denials
and billing errors due to patient supplied information will result in the transfer of the account balance to the
patient’s immediate financial responsibility.
Know Your Insurance Coverage, Benefits & Referral Requirements: Your health insurance is a contract between
you and your health insurance plan(s). Patients are responsible for understanding their health insurance
coverage(s), benefits and referral requirements to Pre-authorizations or Pre-certifications from your primary care
physicians. Patients are responsible for securing the necessary written referrals from your primary care physician
or health plan prior to service rendered. If you have not received the necessary authorizations prior to your
appointment, the appointment may either be rescheduled or you may be responsible for all of the charges for your
medical visit. Please present your Insurance ID card upon registration for each visit. Co-pays are expected to be
paid at the time of your visit as per your contract with your insurance company. An additional fee may be charged
if co-pays are not paid at the time of visit.
Self-Pay Patients: Patients without insurance coverage are expected to pay for services received in full at the time
of service.
Patient Payment Agreement: I understand that I am financially responsible for all charges, regardless of third-party
involvement. I agree to pay the deductible coinsurance, co-payments, or service deemed as “non-covered” by my
insurance carrier at the time of service. Should any balances arise due to insurance co-payments, co-insurance,
deductibles, termination of coverage, non-payment at the time of service and/or any other reason, I agree to pay
all charges within 30 days of notice. I understand that if I fail to pay outstanding balances or make payment
arrangements that my account will be considered as delinquent and subject to legal action. I will be responsible
for any legal fees and/or court fees if they are necessary to collect a delinquent payment. I hereby authorize
Galaria Plastic Surgery & Dermatology PLC to apply for benefits on my behalf for covered services rendered. I
certify that the information I have reported with regard to my insurance coverage is correct. I further authorize the
release of any necessary information, including medical information for this or any related claim to my insurance
carrier, (or, in case of Medicare Part B benefits to the Social Security Administration and Health Care Financing
Administration). A copy of the authorization may be used in place of the original. This authorization may be
revoked by either me or my insurance carrier at any time in writing. Failure to make payments within 60 days may
result in being temporarily or permanently discharged from the practice.
Assignment Of Benefits: I hereby authorize payment of all medical benefits which are payable to me under the
terms of my insurance policy to be paid directly to Galaria Plastic Surgery & Dermatology, PLC for service rendered
to myself or minor child. I further authorize the release of any information needed for processing my insurance
claims. All cosmetic claims will not be filed to my insurance company. I permit a copy of this authorization and
signature to be used in place of this original on all insurance claim submissions and for the release of specific
medical or other protected health information, whether manual, electronic or telephonic. I authorize Galaria
Plastic Surgery & Dermatology to contact my employer or insurance company regarding insurance information,
existence of insurance and coverage of my benefits. I understand and agree that I am financially responsible for
charges not paid by my insurance company.
In consideration for medical services rendered, I acknowledge receiving notice of the financial policy and agree to
pay for said medical services according to the above terms. My signature below indicates that I have read and
agree to the above policy.
PATIENT/GUARDIAN SIGNATURE_____________________________________DATE_________________________
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MISSED APPOINTMENT POLICY

● Patients will incur a fee for each missed appointment that is not canceled or rescheduled at least 24 hours
before the scheduled appointment.

● Your account will be charged with the following missed appointment fee:
Dermatology appointment with the Physician or Physician Assistant: $50.00
Surgical or Surgical Consultation: $100.00

● Please note that this fee will not be billed to your insurance and you will be required to pay this fee before
your next appointment.

● If you arrive more than 15 minutes late for your scheduled appointment, without prior notification to our
office, every effort will be made to accommodate your visit; however, you may need to be rescheduled.

● We realize that there are times that you may arrive for a scheduled appointment time and are not able to
be seen promptly at your appointed time. Please know that we go out of our way to make certain that this
does not happen, however due to patient emergencies or other unexpected incidents, our schedule may
occasionally fall behind. If this is the case, we will make every attempt to let you know the status of our
schedule. We appreciate the confidence you place in our office. Thank you.

__________________________________________ ___________________________________________

Patient Name Date of Birth

___________________________________________________

Signature of Patient/Guardian Date
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PHOTOGRAPHIC AUTHORIZATION & RELEASE OF RECORDS CONSENT

I hereby consent that photographs may be taken of me. Photographs and/or video may be taken and published by
Dr. Galaria and/or Galaria Plastic Surgery and Dermatology, PLC and/or Inner Glow, in any print, visual, or
electronic media including, but not limited to, medical journals and textbooks, scientific presentations and
teaching courses and internet web sites, for the purpose of informing the medical profession or the general public
about plastic surgery or dermatology methods. I understand that such uses may also include marketing on behalf
of Galaria Plastic Surgery and Dermatology and/or Inner Glow. I waive any right to compensation for their use. I
hold Galaria Plastic Surgery and Dermatology and Inner Glow harmless from and against any claim for injury or
compensation resulting from the activities authorized by this agreement.

I understand that I will not be identified by name if any photographs or images are used.

__________________________________________ ___________________________________________

Patient Name Date of Birth

________________________________________________

Signature of Patient/Guardian Date
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“MEANINGFUL USE” QUESTIONNAIRE

Federal guidelines require our electronic health record system to be certified as a “Meaningful Use
System”. In order to meet meaningful use guidelines Galaria Plastic Surgery & Dermatology is required to
collect additional demographic information.

Kindly complete the information below.

REQUIRED DEMOGRAPHIC INFORMATION:

Race:
❏ American Indian or Alaska Native
❏ Asian
❏ Black or African American
❏ Native Hawaiian
❏ White
❏ Hispanic or Latino
❏ Other Pacific Islander
❏ More Than One Race
❏ Declined to Specify

Ethnicity:
❏ Hispanic or Latino
❏ Non-Hispanic or Latino
❏ Declined to Specify

Language:
❏ English
❏ Spanish
❏ Other

E-Mail Address: ____________________________________________________________

Patients Name: ____________________________________________________________

Date of Birth: ______________________________________________________________

8



“OUT OF NETWORK” AND “REFERRAL” NOTIFICATION POLICY

Your health insurance is a contract between you, your employer and the insurance company. Therefore, it is the
patient’s responsibility to know if the providers are “in network” with his or her insurance plan before any
scheduled visits. While the practice makes every effort to help you determine your coverage we are not party to
many of these contracts. Therefore, if you are seen by any of our providers with “out of network” benefits for your
particular insurance plan you will be responsible for payment of all charges to Galaria Plastic Surgery &
Dermatology.

Similarly, it is the patient’s responsibility to know if a “referral” is required. If required, a valid “referral” must be
provided by the patient to the office prior to the patient visit. It is not Galaria Plastic Surgery and Dermatology’s
responsibility to obtain a referral prior to the patient’s visit. The patient will be responsible for any charges and/or
lack of insurance coverage that may result if a valid “referral” is not provided.

PATIENT/GUARDIAN SIGNATURE_____________________________________DATE_________________________
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TELEHEALTH POLICY

Telehealth is healthcare provided by any means other than a face-to-face visit. In telehealth services, medical and
mental health information is used for diagnosis, consultation, treatment, therapy, follow-up, and education. Health
information is exchanged interactively from one site to another through electronic communications. Telephone
consultation, videoconferencing, transmission of still images, e-health technologies, patient portals, and remote
patient monitoring are all considered telehealth services.

1) I understand that telehealth involves the communication of my medical/mental health information in an
electronic or technology-assisted format.

2) I understand that telehealth billing information is collected in the same manner as a regular office visit. My
financial responsibility will be determined individually and governed by my insurance carrier(s), Medicare, or
Medicaid, and it is my responsibility to check with my insurance plan to determine coverage.

3) I understand that all electronic medical communications carry some level of risk. While the likelihood of risks
associated with the use of telehealth in a secure environment is reduced, the risks are nonetheless real and
important to understand. These risks include but are not limited to: • It is easier for electronic communication to
be forwarded, intercepted, or even changed without my knowledge and despite taking reasonable measures. •
Electronic systems that are accessed by employers, friends, or others are not secure and should be avoided. It is
important for me to use a secure network. • Despite reasonable efforts on the part of my healthcare provider, the
transmission of medical information could be disrupted or distorted by technical failures.

4) I understand that some services may not provide a secure HIPAA-compliant platform, but I willingly and
knowingly wish to proceed.

5) The healthcare provider is not responsible for breaches of confidentiality caused by an independent third party
or by me.

6) I understand and agree that a medical evaluation via telehealth may limit my healthcare provider’s ability to
fully diagnose a condition or disease. As the patient, I agree to accept responsibility for following my healthcare
provider’s recommendations—including further diagnostic testing, such as lab testing, a biopsy, or an in-office visit.

7) To the extent permitted by law, I agree to waive and release my healthcare provider and his or her institution
or practice from any claims I may have about the telehealth visit.

By signing below, I understand the inherent risks of errors or deficiencies in the electronic transmission of health
information and images during a telehealth visit.

I certify that I have read and understand this agreement and I have had the opportunity to have questions
answered to my satisfaction.

________________________ _________________________ ____________

Name Signature Date
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