
_____________________________________________________________________ 

PATIENT INFORMATION FORM 

PATIENT DATA 

Last Name: ___________________________ First Name: ________________________________Middle Initial:_______ 

Date of Birth: ________________________ Social Security: _______________________ Gender:     □ Female □ Male 

ADDRESS 

Address: _________________________________________________________________________________________ 

City: ______________________________________________State: ________________________ Zip: _____________ 

PHONE 

Home: ___________________________ Work: _________________________ Mobile: __________________________ 

EMAIL 

Email: ___________________________________________________________________________________________  
Your email will be used for internal communications from our office only. We will NEVER sell your personal information 

What is your preferred contact method?       □  Phone      □    Email         

RESPONSIBLE PERSON ● PATIENTS 18 & UNDER ONLY 

Last Name: _______________________________ First Name: _____________________________Middle Initial:______ 

Phone: __________________________________ Email: ___________________________________________________ 

EMERGENCY CONTACT 

Last Name: __________________________ First Name: ______________________ Home Ph:____________________ 

REFERRAL 

How did you hear about us? __________________________________________________________________________ 

Please leave blank to be filled out by office staff 

CPT CODES 
Insurance: ______________________________ 

Copay: ____________ Deductible: ___________ 

Follow Up: _____________    PRN ⁭



  PATIENT HEALTH QUESTIONNAIRE 
 

All information collected in this questionnaire is strictly confidential and will become part of your medical record. 
Please bring this completed form with you to your consultation 

 
 
PATIENT DATA 
 
Occupation / Employer:_________________________________________ 
 
 

Referring Physician:Primary Care Physician: _________________________________ __________________________ 
 
 
Ethnicity:                                      Race: 

□ Hispanic or Latino                □ White                                        □ Black or African American 

□ Not Hispanic or Latino        □ American Indian or Alaska    □ Native Hawaiian or Pacific Islander 

□ Unknown                               □ Asian                                           □ Other 
  
What are you seeing the dermatologist for today? ________________________________________________ 
 
PAST MEDICAL HISTORY  
 
Have you had any of the following conditions? 
 
□ Anxiety                                                                    □ Coronary Artery Disease         □ Hyperthyroidism 
□ Arthritis                                                             □ Depression                                □ Hypothyroidism 
□ Artificial Joints                                         □ Diabetes                                     □ Leukemia 
□ Asthma                                                   □ End Stage Renal Disease         □ Lung Cancer 
□ Atrial Fibrillation (Irregular Heartbeat)    □ GERD                                          □ Lymphoma 
□ BPH                                                                             □ Hearing Loss                              □ Prostate Cancer 
□ Bone Marrow Transplantation               □ Hepatitis                                    □ Radiation Treatment 
□ Breast Cancer                                                        □ Hypertension                            □ Seizures 
□ Colon Cancer                                         □ HIV/AIDS                                    □ Stroke 
□ COPD                                                     □ Hypercholesterolemia 
 
Other:_________________________________________________________________________________ 
 
PAST SURGERIES 
 
Have you had any previous surgeries? If so, what and when? _____________________________________ 
 
SKIN DISEASE HISTORY 
 
Have you had any of the following conditions? 
□ Acne                                             □ Dry Skin                              □ Poison Ivy 
□ Actinic Keratoses                       □ Eczema                               □ Precancerous Moles 
□ Asthma                                        □ Flaking or Itchy Scalp       □ Psoriasis 
□ Basal Cell Skin Cancer               □ Hay Fever/Allergies          □ Squamous Cell Skin Cancer 
□ Blistering Sunburns                   □ Melanoma 
 
 
Other: _______________________________________________________________________________ 
 
 
Do you wear sunscreen?              □ Yes   □ No                                      If yes what SPF: __________________               
 
Do you tan in a tanning salon?   □ Yes   □ No 



FAMILY HISTORY  

Do you have a family history of Melanoma?    □ Yes    □ No      If yes, which relative/s? ______________ 

Do you have a family history of Psoriasis?     □ Yes    □ No    If yes, which relative/s? ______________ 

Do you have a family history of Eczema?          □ Yes    □ No    If yes, which relative/s? ______________ 

Do you have a family history of Alopecia?        □ Yes    □ No            If yes, which relative/s? ______________ 

Do you have a living will? (Patients over 65 only)     □ Yes   □ No

SURGICAL HISTORY 

Have you ever had difficulty stopping bleeding?  □ Yes  □ No

Do you require antibiotics prior to a surgical procedure? □ Yes □ No

Have you had an artificial joint replacement? □ Yes □ No    If yes, when and where? _____________

Do you have an artificial heart valve? □ Yes □ No 

Do you have a pacemaker? □ Yes  □ No

Do you have a defibrillator? □ Yes □ No

PREGNANCY 

Are you pregnant or currently trying to get pregnant? □ Yes □ No

MEDICATIONS 

Are you currently on prescription medication?   □ Yes  □ No     If yes, please list below: 

Medication Name: Strength: Directions: 

_______________________________ ___________ ______________________________ 

_______________________________ ___________ ______________________________ 

_______________________________ ___________ ______________________________ 

_______________________________ ___________ ______________________________ 

_______________________________ ___________ ______________________________ 

_______________________________ ___________ ______________________________ 

Do you take over-the-counter drugs, vitamins, supplements or use inhalers? □ Yes □ No    If yes, please list:

Name: Strength: Directions: 

_______________________________ ___________ ______________________________ 

_______________________________ ___________ ______________________________ 

_______________________________ ___________ ______________________________ 

_______________________________ ___________ ______________________________ 

PREFERRED PHARMACY INFORMATION  
Prescriptions will be sent electronically to your pharmacy  

Pharmacy Name: _____________________________           Phone: ______________________________ 

Address: ______________________________________________________________________________ 



ALLERGIES 

Do you have any allergies?     □ Yes    □ No     If yes, what? _________________________ 

SOCIAL HISTORY 
Please check all that apply. 

□ currently smokes □ drug use

□ has smoked in the past □ alcohol use 

Other: ________________________________________________________________________________ 

PLEASE LET US KNOW IF ANY OF THE FOLLOWING QUESTIONS CONCERN YOU.

Do you have unwanted wrinkles?            □ Yes   

Do you have increased skin laxity?                                   □ Yes   

Are you interested in using topical Anti-Aging products?              □ Yes   

Do you have acne scars or Brown Spots?                                  □ Yes   

Do you suffer from excessive sweating?               □ Yes   

Do you have stubborn fat that diet and exercise don’t seem to get rid of?                   □ Yes   

Are you interested in learning about injections of PRP to stimulate hair growth?             □ Yes   

Would you like to meet with our aesthetician for a complimentary skin care evaluation?      □ Yes   

At the Dermatology Institute of Southern California, we believe in the addition of a skin care 
regimen Backed by Science to compliment your medical care in our office.  

If you would like to learn more about evidence-based skin care products, please check here    

 
 
 

Daniel Behroozan, MD, FAAD 
Lubomira Scherschun, MD, FAAD 
Ellen Lee, PA-C 
Jacqueline Linnert, PA-C 

Dermatology Institute of Southern 
California 
Ph# (310) 392-1111 | Fax# (310) 392-1101 
www.dermsurgery.net 
Follow us on Instagram @drdanbehroozan 

http://www.dermsurgery.net/


OFFICE INSURANCE DEDUCTIBLE POLICY 

In order to avoid misunderstanding and confusion regarding our payment policy and your 
insurance benefits, our staff is trained to consistently inform you of the financial responsibility. 

Payment is required for all services at the time they are rendered. We will collect applicable co-
payments, co- insurance and deductibles at the time of service. We will always submit the charges 
to your insurance to satisfy your deductible/out of pocket.  

As many insurances reimbursement rates vary, please remember should there be any undercharge 
or overcharge, a credit to your account and/or a balance due bill will be generated once your 
insurance company makes a determination on your bill. Verification of benefits and coverage is not 
a guarantee of eligibility or payment.   

Actual payment is based on the terms and conditions of your insurance plan. Final determination 
will be made once the claim has been received by your insurance 

** Please Note that any lab work done will be billed separately by the Lab. If you have questions 
regarding your lab bill please contact the lab directly as we do not have access to their billing 
information. ** 

I am aware once my claim has been submitted to my insurance policy, I will not be able to request 
any further discounts such as the self-pay discount offered. I will be responsible for the contracted 
rates determined by my insurance 

I have had an opportunity to read the deductible/payment policy above. By signing below, I 
understand that payment in full and/or a deposit for medical services provided to me is due today 
at the time of service. 

Patient Name:___________________________ Signature:_______________________ Date:_________ 



FRONT DESK - Physician/Patient Agreement Form 

Thank you for selecting The Dermatology Institute of Southern California for your medical care. We look forward to assisting you with 
your healthcare needs. To prevent any misunderstanding concerning your medical care, including the responsibility for payment for 
medical and surgical services provided to our patients, the following information is supplied. 

Cancellation Fees 
All cancellations or reschedules of appointments require a 24-hour notice or they will be subject to the following fees. Follow up 
appointments $50, Cosmetic appointments are subject to cosmetic treatment cancellation fees. Surgical appointments are subject to 
a $500 cancellation fee and require 72- hour notice 

Email 
By providing your email you understand that this will be used for internal communications from our office only. We will NEVER sell or 
give out your personal information 

PPO or Contracted Insurance Coverage 
If you have insurance coverage through a company we’re contracted with, we require a copy of your insurance card and driver's 
license or ID in order to submit your visit for payment. I understand that regardless of my insurance status, I am ultimately responsible 
for the balance of my account for any professional services rendered. I authorize payment of medical benefits to be paid directly to 
The Dermatology Institute of Southern California by my insurance company. I authorize the release of any medical information 
necessary to process my claims.  In the event the payment is made to the policy holder, I agree to submit payment to this office 
immediately. If the account is not paid in full or prior arrangements have not been made after 90 days from your visit your account(s) 
may be referred to a collection agency. 
Our office DOES NOT accept Medi-Cal or any form of HMO coverage as primary or secondary insurance. 

Medicare 
Our physicians are participating Medicare providers. Medicare will pay 80% of their allowable charges after you have met your annual 
deductible for the calendar year, you are responsible for paying the other 20%. If you have supplemental insurance, we require a copy 
of your insurance card and insurance mailing address.  

Authorization to Perform Laboratory tests 
Tests ran in the office which are sent to an outside facility, such as pathology or laboratory will be billed separately and will be in 
addition to the office visit charges.  Please let us know in advance if you choose to use a particular lab for any testing services provided 
in our office. With respect to medical care and services provided by the physicians at the Dermatology Institute of Southern California 
it is agreed and understood: I hereby give The Dermatology Institute of Southern California authorization to perform the required 
laboratory or pathology test(s) that have been ordered by the doctor. I also understand these bills will NOT be combined with the 
office visit and any billing questions regarding the testing should be directed to the laboratory and not the Dermatology Institute of 
Southern California. 

PLEASE READ CAREFULLY 
I authorize the evaluation and treatment by the doctors at the Dermatology Institute of Southern California.  I understand that 
dermatology is an inexact science and many conditions are chronic and require ongoing care.  All medications have potential side 
effects and there are risks to any medication prescribed. Dermatologists frequently treat skin growths by freezing, cauterization with a 
heated needle, excision by cutting the lesion out, and/or cortisone injections.  I understand that there are risks to any procedure 
performed on the skin and that these risks include, but are not limited to, permanent discoloration of the skin, scarring, pain, 
infection, bleeding, and/or nerve damage.  I consent to having these procedures as part of my treatment. This authorization and 
consent shall remain in force for all future visits to this office. 

By signing below, I acknowledge that I've read and understand the information on this form and have been provided a copy if 
requested. 

Patient Name:___________________________ Signature:_______________________ Date:_________ 



Notice of Privacy Practices/HIPAA 

The appropriate collection, use and disclosure of patients’ personal health information is fundamental to our day-to-day operations 
and to patient care. Protecting the privacy and the confidentiality of patient personal information is important to the physicians and 
staff at The Dermatology Institute of Southern California. 

We strive to provide our patients with excellent medical care and service. Every member of our office must abide by our 
commitment to privacy in the handling of personal information. The policy was last modified on the 19th day of July 2017. 
Our Privacy Policy attests to our commitment to privacy and demonstrates the ways we ensure that patient privacy is protected. Our 
Privacy Policy applies to the personal health information of all our patients that is in our possession and control. 

What is Personal Health Information (PIH)? 
Personal health information (PIH) means identifying information about an individual relating to their physical or mental health 
(including medical history), the providing of health care to the individual, payments or eligibility for health care, organ and tissue 
donation and health number. 

Principles of Privacy 
Our Privacy Policy reflects our compliance with fair information practices, applicable laws and standards of practice. We take our 
commitment to securing patient privacy very seriously. Each physician and employee associated with the practice is responsible for 
the importance of privacy and receive information periodically to update them about our Privacy Policy and related issues.  

Why we collect information 
We ask you for information to establish a relationship and serve your medical needs. We obtain most of our information about you 
directly from you, or from other health practitioners whom you have seen and authorized to disclose to us. You are entitled to know 
how we use your information and this is described in this policy. We will limit the information we collect to what we need for those 
purposes, and we will use it only for those purposes. We will obtain your consent if we wish to use your information for any other 
purpose.  

Consent 
You have the right to determine how your personal health information is used and disclosed. For most health care purposes, your 
consent is implied as a result of your consent to treatment, however, in all circumstances express consent must be written. Your 
written consent will be forwarded to the privacy officer who will document the request in patient’s medical records and notify 
appropriate Health care providers and their supporting staff. 
Patients who have withdrawn consent to disclose PHI must sign and date the Consent to Withdrawal Form. It is understood that the 
consent directive applies only to the PHI which the patient has already provided, and not to PHI which the patient might provide in 
the future: PHIPA permits certain collections, uses, and disclosures of the PHI, despite the consent directive; healthcare providers 
may override the consent directive in certain circumstances, such as emergencies; and the consent directive may result in delays in 
receiving health care, reduced quality of care due to healthcare provider’s lacking complete information about the patient, and 
healthcare provider’s refusal to offer non-emergency care. Your written Consent to Withdrawal Form will be forwarded to the 
privacy officer who will document the request in patient’s medical records and notify appropriate Health care providers and their 
supporting staff. 

Limiting Collection 
We collect information by fair and lawful means and collect only that information which may be necessary for purposes related to 
the provision of your medical care. The information we request from you is used for the purpose defined. We will seek your consent 
before using the information for purposes beyond the scope of the posted Privacy Statement. 
Under no circumstances do we sell patient lists or other personal information to third parties. There are some types of disclosure of 
your personal health information that may occur as part of this practice fulfilling its routine obligations and/or practice 
management. This includes consultants and suppliers to the practice, on the understanding that they abide by our privacy policy, 
and only to the extent necessary to allow them to provide business services or support to this practice. We will retain your  
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information only for the time it is required for the purposes we describe and once your personal information is no longer required, it 
will be destroyed. However, due to our on-going exposure to potential claims, some information is kept for a longer period.  

Accuracy  
We endeavor to ensure that all decisions involving your personal information are based upon accurate and timely information. 
While we will do our best to base our decision on accurate information, we rely on you to disclose all material information and to 
inform us of any relevant changes.  

Safeguards: Protecting Your Information 
We protect your information with appropriate safeguards and security measures. The Practice maintains personal information in a 
combination of paper and electronic files. Recent paper records concerning individuals’ personal information are stored in files kept 
onsite at our office. Older records may be stored securely offsite.  
Access to personal information will be authorized only for the physicians and employees associated with the Practice, and other 
agents who require access in the performance of their duties, and to those otherwise authorized by law.  
We provide information to health care providers acting on your behalf, on the understanding that they are also bound by law and 
ethics to safeguard your privacy. Other organizations and agents must agree to abide by our Privacy Policy and may be asked to sign 
contracts to that effect. We will give them only the information necessary to perform the services for which they are engaged, and 
will require that they not store, use or disclose the information for purposes other than to carry out those services. Our computer 
systems are password-secured and constructed in such a way that only authorized individuals can access secure systems and 
databases. If you send us an e-mail message that includes person information, such as your name included in the “address”, we will 
use that information to respond to your inquiry. Please remember that e-mail is not necessarily secure against interception. If your 
communication is very sensitive, you should not send it electronically unless the e-mail is encrypted or your browser indicates that 
the access is secure.  

Access and Correction 
With limited exceptions, we will give you access to the information we retain about you within a reasonable time, upon presentation 
of a written request and satisfactory identification. We may charge you a fee for this service and if so, we will give you notice in 
advance of processing your request.  

If you find errors of fact in your PIH, please notify us as soon as possible and we will make the appropriate corrections. We are not 
required to correct information relating to clinical observations or opinions made in good faith. You have a right to append a short 
statement of disagreement to your record if we refuse to make a requested change.  

Complaints 
We encourage you to contact us with any questions or concerns you might have about your privacy or our Privacy Policy. If, after 
contacting us, you feel that your concerns have not been addressed or you believe your privacy rights have been violated you have 
the right to complain to the Secretary of Health and Human Services. 

By signing below, I acknowledge that I have had an opportunity to review the notice of privacy practices and I have been provided a 
copy if requested. 

Patient Name:___________________________ Signature:_______________________ Date:_________ 
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