
PLEASE PRINTI!

FORM MUST BE COMPLETED FULLY. DO NOT LEAVE ANY SPACE BLANK.

SEX: M/F

ADDRESS ctry

DATE

E-MAIL

NAME BIRTHDATE

HOME PHONE- AGE

CELL PHONE

OCCUPATION SS#

EMPLOYED BY WORK PHONE

REFERRED BY DOCTOR
PATIENTS STATUS

Dsingle I Married ! Divc.

PARENTS i SPOUSE NAME HOME PHONE

HOME PHONE

WORK PHONE

STUDENT PERMANENT ADDRESS

EMPLOYED BY

Have you ever been seen by Dr. Warthan undera different name/maiden name? please list:

Family member who has received care at this clinic?

Have you seen Dr. Warthan before? YES I

DO YOU HAVE MEDICARE? YES I MEDICARE NUMBER

NO

NO

GUAMNTOR NAME:

ADDRESS

D.O.B.

NAME OF INSURANCE ADDRESS

I.D. NUMBER SS# GROUP #

MEDICINE ALLERGIES

CURRENT MEDICINE

Name

Street Address

Relationship to You

Phone #

City / State

ALL FEES AND CHARGES ARE TO BE PAID AT THE TIME OF SERVICE. I CERTIFY THAT THE INFORMATION IS TRUE AND I PROMISE TO
PAY ALL FEES AND BILLS INCURRED FOR THE MEDICAL AND PROFESSIONAL SERVICES OF T. LYNN WARTHAN, M.D, I ALSOAUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS ANY CLAIM AND IAUTHORIZE PAYMENT OFMEDICAL BENEFITS FILED TO MY INSURANCE COMPANY TO BE PAID TO THE PHYSICIAN.

SIGNEO

WE ARE IIOT A MEDICAID PROVIDER.
WE DO NOT SEE WORKER'S COMPENSATIO]I PATIENTS OR ON-THE-JOB INJURIES.
TYE DO NOT PARTICIFATE III ANY MEDICARE ADVANTAGE PLANS.
PLEASE INFORM TTIE REGEPIIONIST IF YOU ARE ONE OF THESE.



T. LYNN WARTHAN, M.D.

PATIENT CONSENT FOR USE AND DISCLOSURE
OF PROTECTED HEALTH INFORMATION

With my consent, T. Lynn Warthan, M.D. may use and disclose protected health information (PHI)

about me to carry out treatment, payment and healthcare operations (TPO)' Please refer to

T. Lynn Warthan, M.D.'s Notice of Privacy Practices for a more complete description of such uses

and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent.

T. Lynn Warthan, M.D. reserves the right to revise its Notice of Privacy Practices at

anytime. A revised Notice of Privacy Practices maybe obtained by forwarding a

written request to T. Lynn Warthan, M.D., Privacy Offrcer, at 4730 N'8. Stallings Drive,
Nacogdoches, TX'7 5965.

With my consent, T. Lynn Warthan, M.D. may call my home or other designated location

and leave a message on voice mail or in person in reference to any items that assist the practice in
carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my
clinical care, including laboratory results among others.

With my consent, T. Lynn Warthan, M.D. may mail to my home or other designated location any

items that assist the practice in carrying out TPO, such as appointment reminder cards and patient

statements as long as they are marked Personal and Confidential'

With my consent, T. Lynn Warthan, M.D. may e-mail to my home or other designated location any

items that assist the practice in carrying out TPO, such as appointment reminder cards and patient

statements. I have the right to request that T. Lynn Warthan, M.D. restrict how it uses or discloses

my PHI to carry out TPO.

However, the practice is not required to agree to my requested restrictions, but if it does, it is bound

by this agreement.

By signing this form, I am consenting to T. Lynn Warthan, M.D.'s use and disclosure of my
PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made

disclosures in reliance upon my prior consent. lf I do not sign this consent, T. Lynn warthan. M.D.
may decline to provide treatment to me.
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INSURANCE INFORMATION

If you have insurance with a company we are signed up with, you may have to
pay ONLY your CO-PAY for YOUR OFFICE VISIT ONLY. Please be aware that

your CO-PAY applies ONLY to your OFFICE VISIT. If you have surgery or freezing

done, or any other procedure, these ARE NOT considered part of an office visit or co-

pay.
If you have not met your deductible, you will usually be responsible for paying

the rest of the office visit, in addition to the co-pay. If you are unsure about your

deductible, your co-pay, or the percentage you may be responsible for, you should

contact your lnsurance company. You need to be aware of the amount ofyour deductible'

whethei or not you have met your deductible, and what percentage you are responsible

for.
Also, you need to be aware that our contract with your insurance coTlTl

requires that they pay your claim within a reasonable period of time, which is usually 30

aays at". *" nti yoot claim. If they do not pay in a,timely manner' YOU WILL

nncorrlrRESPONSIBLEFoRPAYMENToFYOURBILLINF.[JLL.Forthis
reason, it is important for you to check with your insurance company periodically to be

sure tirat have paid your claim. We know from experience that many insurance

companies delay pafng claims for many months'

I have read and understand the above information'

(Patient's Sigrarure) (Date)



Warthan Dermatology Center

Cosmetic Questionnaire
*rFollow us on facebook and at nacderm.com

And stay updated on our latest cosmetic specials*r

Would you be interested in leaming more about any of the following procedures?

Botox/Dysport Cosmetic

Dermal fillers (Juvederm, Restylane, Perlane)
Latisse (eyelash enhancer/fuller thicker lashes)

Chemical peels (Glycolic, Salicyclic acid, Jessners, Trichloroacetic acid (TCA))
Treatrnent of brown spots

Skin care products

Sunscreen advice

Laser hair removal
Fraxel Laser Resurfacing (wrinkles and acne scars)

Coolsculpting

What cosmetic procedures, if any, have you had in the past?

Were you pleased with the outcome? If not, why?

In the future, our office may hold cosmetic open houses and presentations to leam more about

certain cosmetic procedures, specials, and promotions. Would you like an invitation to these

events? trYes lNo

What topics would be of interest to you?

May we notify you by email about our practice and events? [ Yes lNo

If yes, please print your email address:

May we mail you information about our practice, specials, promotions, and events? [Yes trNo

If yes, print mailing address:

Print Patient Name: Date:



CREDIT CARD AUTHORIZATIOT'I ON FIIE

Asaconveniencetoourpatientsandtolimitthehassleofpaperbills,T'Lynnwarthan'M'D'
Dermatology requires patients to provide a credit card number to be charged in the event that

a balance is not paid in full by your insurance company. In order to help you avoid a past due

account,T.Lynnwarthan,M.D.Dermato|ogywi|lbil|thecreditcard|istedbe|owfortheunpaid
balance. Your balance will be charged to your credit card after your insurance has paid its

portion of your bill, or after a reasonable period of time' if your insurance has not paid' (This

po|icyissimi|artohavingacreditcardonfi|eforincidenta|sduringahote|stayorinthecase
when you are renting a car.)

Youherebyacknowledgeunderstandingthisnotice'andauthorizeustobillthecreditcard
listed below for dermatology services, that are unpaid by your insurance company and/or you'

and you agree for us to take all further actions required to collect the charges in full'

Name on Credit Card:

Patient's Name:

Billing Address:

Cardholder SiSnature:

Date:

D Mastercard o Visa

credit card Number:

Expiration Date:

3 digit security code on back of card:


