
 
            DEL MAR DERMATOLOGY 
 

Today’s Date Are you a new Patient? 
 

     YES                    NO  

Who were you referred by? 
 

Phone # 
 

(       ) 

 
PATIENT INFORMATION 

PATIENT’S NAME (LAST NAME, FIRST NAME, M.I.) 
 

 
RESPONSIBLE PATRY’S NAME – IF NOT THE PATIENT (LAST NAME, FIRST NAME, M.I.) 
 
 
 
BILLING ADDRESS                                                                                                              CITY                                         STATE                      ZIP 
 
 
 
PERMANENT ADDRESS (if different)                                                                             CITY                                         STATE                      ZIP 
 
 
 
HOME PHONE 
 
 
(             )                          -  

WORK  PHONE 
 
 
(             )                          - 

CELL PHONE 
 
 
(             )                          - 

SEX 
 
 
MALE                           FEMALE 

BIRTHDAY  PATIENT SOCIAL SECURITY # 

RELATIONSHIP OF PATIENT TO RESPONSIBLE PARTY 
 
 
SELF        SPOUSE        CHILD       OTHER(SPECIFY)__________ 

MARITAL STATUS 
 
 
SINGLE          MARRIED        REGISTERED DOMESTIC PARTNER 

PATIENTS OCCUPATION AND EMPLOYER 
 
 
 

 
INSURANCE INFORMATION  

(PLEASE PROVIDE COPIES OF ALL I.D. CARDS – FRONT AND BACK, IF APPLICABLE) 
Please be aware that it is common for insurance companies to subcontract certain benefits to another company.  In these instances, we may not bill your 
insurance company; we may be required to bill your medical group or third party payer.  It is your responsibility to know if this is true.  If you are not sure, 
the office staff may be able to assist you. 

PLEASE CHECK HERE IF YOU HAVE NO INSURANCE AND YOU WILL BE SOLELY RESPONSIBLE FOR PAYMENT     □ 
PRIMARY INSURANCE COMPANY  SECONDARY INSURANCE COMPANY  

INSURANCE  PHONE # 
 
 
(        )                -  

EFFECTIVE DATE INSURANCE  PHONE # 
 
 
(        )                -  

EFFECTIVE DATE 

CLAIMS ADDRESS CLAIMS ADDRESS 

SUBSCRIBER NAME DATE OF BIRTH  SUBSCRIBER NAME  DATE OF BIRTH 

SUBSCRIBER ID # GROUP # SUBSCRIBER ID # GROUP # 

RELATIONSHIP OF SUBSCRIBER TO PATIENT 
 
 
SELF         SPOUSE        CHILD        OTHER ______________ 

RELATIONSHIP OF SUBSCRIBER TO PATIENT 
 
 
SELF         SPOUSE        CHILD        OTHER ______________ 

 
 
 



 
 

PRIMARY CARE PHYSICIAN 
PRIMARY CARE PHYSICIAN NAME  PHYSICIAN PHONE 

 
 
(            )                        -  

PRIMARY CARE PHYSICIAN ADDRESS (IF KNOWN)                                                    CITY                                 STATE                        ZIP  
 
 
 
MAY WE CONTACT YOUR PHYSICIAN SO THAT HE/SHE MAY BE FULLY INFORMED AND MAY WE COORDINATE TREATMENT IF NECESSARY? 
 

         YES                                NO  

 
EMERGENCY CONTACT INFORMATION  

EMERGENCY CONTACT PERSON RELATIONSHIP TO PATIENT 

HOME PHONE  
 
 
(          )                           -  

WORK PHONE  
 
 
(          )                           - 

CELL PHONE 
 
 
(          )                           - 

 
AUTHORIZATION TO RELEASE INFORMATION, ASSIGNMENT OF 

BENEFITS AND CERTIFICATION OF ACCURATE INFORMATION 
I HEARBY AUTHORIZE DR. AGATA MARRIOTT TO RELEASE INFORMATION WHICH IS NORMALLY  
REQUIRED IN THE COURSE OF MY TREATMENT FOR THE SOLE PURPOSE OF PROCESSING ANY  
INSURANCE CLAIM(S) SUBMITTED.  
  
I HEARBY AUTHORIZE MY INSURANCE COMPANY TO SEND PAYMENT DIRECTLY TO DR. AGATA  
MARRIOTT FOR ANY INSURANCE BENEFITS FOR SERVICES RENDERED.  I UNDERSTAND THAT I AM  
FINANCIALLY RESPONSIBLE FOR ANY UNMET DEDUCTIBLE, CO-PAYS AND FOR ANY CHARGES OF  
SERVICES NOT COVERED BY MY INSURANCE, UNLESS SPECIFICALLY PROHIBITED BY MY INSURANCE 
PLAN.  
 
I HAVE REVIEWED THE PRECEEDING INFORMATION AND I CERTIFY THAT THIS INFORMATION IS  
CORRECT.  I FURTHER UNDERSTAND THAT I AM RESPONSIBLE FOR ANY FINANCIAL LOSS DUE TO  
INACCURATE OR INCOMPLETE INFORMATION PROVIDED BY ME.  
 
PRINTED NAME:__________________________________________________ 
 
 
SIGNED:____________________________________DATE:_______________ 
                        (PATIENT OR RESPONSIBLE PARTY, IF PATIENT IS A MINOR) 
  

 


