CORE

DERMATOLOGY
Patient Information Date:
Name: Preferred name: DateofBirth ___ / [/
Birth Sex: Preferred pronouns (optional) e.g. she/her/hers / /

Mailing Address:

City, State and Zip Code:

Home Phone: Work Phone: Cell Phone:
Ok to leave a detailed message? YES NO Preferred phone: HOME WORK CELL
Email: Marital Status:

Occupation/Employer:

Race (optional): Ethnicity (optional): Sexual Orientation (optional):
Primary Care Physician (PCP): Phone:

Referring Physician Name (if not PCP): Phone:

Emergency Contact: Relationship: Phone:
Preferred Pharmacy: Phone: Fax;
Pharmacy Address:

Responsible Party Information for Medical Insurance (Main Policy Holder)

Name: Date of Birth:

Mailing Address:

City, State and Zip Code:

Home Phone: Work Phone: Cell Phone:

By signing this authorization, | verify the accuracy of my demographic information. | also authorize
Core Dermatology, pLLC to share my protected health information (PHI) with the physicians | have listed on this form.

Patient Name: Date:

Signature:

Relationship to Patient: (Please circle one) SELF  GUARDIAN POWER OF ATTORNEY

Updated Dec 2023



