


PRIZANT DERMATOLOGY PATIENT REGISTRATION 
 
 
 

SMOKING  STATUS 
□ CURRENT     □ FORMER      □ NEVER 

ALCOHOL USE 
□ NONE      □ 1 TO 2 DRINKS/DAY    □ 3 OR MORE 

CURRENTLY PREGNANT 
□ YES       □ NO 

 

 

MEDICAT IONS 
MEDICATION NAME DOSAGE FREQUENCY REASON TAKING 

    
    
    
    
    
    
    
    

 
 

ALLERG IES                                      REACT ION DETAILS 
  
  
  
 

PATIENT SIGNATURE (GUARDIAN IF UNDER 18)           DATE     
 

TRACY L PRIZANT MD SIGNATURE            DATE     
 

PDPH 9-18 

PATIENT NAME  

DATE OF BIRTH / AGE  

ADDRESS 
CITY / STATE / ZIP 

 

PHONE NUMBERS  

SOCIAL SECURITY #  

PLACE OF WORK / 
OCCUPATION 

 

EMERGENCY CONTACT/ 
RELATIONSHIP / PHONE  

 

EMAIL  

PRIMARY CARE 
 PHYSICIAN 

 REFERRED      □YES   □ NO 

MARITAL STATUS □ MARRIED          □ SINGLE          □ WIDOWED          □ DIVORCED WEIGHT   

GENDER / RACE □ MALE   □ FEMALE  □ WHITE    □ BLACK/ AFRICAN AMERICAN     □ ASIAN     □ AMERICAN INDIAN     □ UNSPECIFIED 

PHARMACY NAME ADDRESS / ZIPCODE PHONE NUMBER 

   



PRIZANT DERMATOLOGY PATIENT REGISTRATION 
 
NAME               DA TE  O F  B IRTH      
 

 
 

 
 

 
 

PLEASE NOTE 
PROCEDURES THAT ARE CONSIDERED TO BE COSMETIC BY YOUR HEALTH INSURANCE  

AND THE DOCTOR ARE NOT COVERED BY HEALTH INSURANCE AND PAYMENT WILL BE COLLECTED AT THE TIME OF SERVICE 
 

PATIENT SIGNATURE (GUARDIAN IF UNDER 18)          DATE     

PDPH 9-18  

PAST  MED ICAL  H ISTORY 
CONDITION   CONDITION   

ANXIETY YES NO HIV / AIDS YES NO 

ARTHRITIS YES NO HIGH CHOLESTEROL YES NO 

ASTHMA YES NO HYPERTHYROIDISM YES NO 

ATRIAL FIBRILLATION  YES NO HYPOTHYROIDISM YES NO 

BREAST CANCER YES NO JOINT REPLACEMENT   LIST AREA YES NO 

COLON CANCER YES NO KIDNEY DISEASE YES NO 

COPD YES NO LEUKEMIA YES NO 

CORONARY ARTERY DISEASE YES NO LUPUS YES NO 

DEPRESSION YES NO LYMPHOMA YES NO 

DIABETES YES NO PROSTATE CANCER YES NO 

GERD  (REFLUX) YES NO SEIZURES YES NO 

HEARING LOSS YES NO STROKE YES NO 

HEPATITIS  ( A   B   C ) YES NO TRANSPLANT YES NO 

HIGH BLOOD PRESSURE YES NO TUBERCULOSIS YES NO 

OTHER  

  

DERMATOLOGICAL HISTORY 
CONDITION SELF FAMILY MEMBER CONDITION SELF FAMILY MEMBER 

ACNE   HAIR LOSS   
ACTINIC KERATOSES   MELANOMA SKIN CANCER   
BASAL CELL SKIN CANCER   PSORIASIS   
BLISTERING SUNBURNS   ROSACEA   
ECZEMA   SQUAMOUS CELL SKIN CANCER   
FLAKING / ITCHING SCALP   WARTS   
OTHER  

ALLERGY TO ADHESIVES YES        NO HEADACHES OR DIZZINESS YES             NO 

BLEEDING OR CLOTTING PROBLEMS YES NO MUSCLE WEAKNESS YES             NO 

BOWEL OR BLADDER PROBLEMS YES NO RASH YES             NO 

CHANGE IN MOLE OR SKIN LESION YES  NO SHORTNESS OF BREATH YES             NO 

FEVER AND CHILLS OR FATIGUE YES    NO UNINTENTIONAL WEIGHT LOSS YES             NO 

REVIEW OF SYSTEMS 



PRIZANT DERMATOLOGY PATIENT REGISTRATION 
 

NAME           DA TE  O F  B IRTH     
 

 
RECORD RELEASE AUTHORIZATION / HIPAA 

I authorize Prizant Dermatology and its’ agents to release routine information pertaining to my evaluation and 
treatment, to their agents, insurance carriers, my primary care physician, a consulting physician, or myself to aid in my 
medical treatment.  My protected health information may be used and disclosed by Dr Prizant and her staff that are 
involved in my care and treatment for the purpose of providing health care services to me, to pay my health care bills, 
to support the operation of the physician’s practice and other use required by law.  Notice of HIPAA Privacy Practices 
brochure is available upon request. 
 
 
SIGNATURE    DATE     

 

 
 

 
ALL INSURANCE CARRIERS 

I authorize that payment on my behalf be made directly to Prizant Dermatology for all covered charges and services not 
paid by me.  I have read and understand the billing policies of Prizant Dermatology, and I agree to pay Prizant 
Dermatology for all charges that are not covered or are denied by the applicable insurance carrier.  This agreement 
pertains to coverage by all private, managed care, and government insurance carriers. 
 
 
SIGNATURE    DATE     
 

 
 

 

TEST RESULTS NOTIFICATION 

The office will phone you in approximately 7 to 10 days with your test results. If we do not reach you 
directly, a message may be left on your voicemail, or may be given to the following individual(s)  
 
               
 
               
 
SIGNATURE         DATE     
 

 

THE ABOVE SIGNED AUTHORIZATIONS ARE TO BE CONSIDERED VALID AS LONG AS I AM UNDER THE CARE OF  
PRIZANT DERMATOLOGY UNLESS REVOKED BY WRITTEN REQUEST 

 

PD REL FORM 9-18 
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