


Albuquerque Dermatology Associates & Cutaneous Surgery Center, PA 
MEDICAL HISTORY 

 
This is a confidential part of your treatment and will be kept in this office.  Information included on this form will not be 
released to anyone without written authorization from you.   
        
DATE:____________________   NAME: ________________________________________________________________ 
                  (Last)                                              (First)                                        (Mi) 
 
DOB: ____________________ BIRTHPLACE (city & state) _________________________ Years in NM:__________         
                 
Date of your last physical exam:______________________ Occupation:____________________________________________ 
 
Name of Primary Care Physician or Referring Physician: _________________________________________________  
 
         PERSONAL HISTORY OF ILLNESS      (circle all that apply)  
    
Acne                  Acid Reflux (GERD)    

ADD/ADHD         AIDS/HIV       

Alopecia        Alzheimer’s Disease 

Anemia         Anxiety 

Arthritis        Asthma 

Atrial Fibrillation (fast, irregular heart beat)     Autoimmune diseases (Lupus, Scleroderma)__________ 

Bleeding Disorders ____________________________   Cancer Type: _________________________________ 

Cerebral Palsy        Congestive Heart Failure    (CHF)  

Crohn’s Disease/Ulcerative Colitis    Chronic Obstructive Pulmonary Disease (COPD)/Emphysema  

Deep venous thrombosis (blood clot of the leg)    Depression      

Diabetes Mellitus         Diverticulitis            

Eczema             Glaucoma      

Gout         Hayfever/Seasonal Allergies     

Headaches         Heart Disease/Heart Attack (myocardial infarction) 

Hepatitis Type:_______________________________    Hypercholesterolemia (high)    

Hypertension         Hyperthyroidism (high)    

Hypothyroidism (low)          Irritable Bowel Syndrome (IBS)  

Lymphoma/Leukemia Type: _____________________   Measles 

Migraines        Multiple sclerosis   

Parkinson’s Disease       Pulmonary Embolus (blood clot of the lung)  

Psoriasis         Scarlet Fever 

Seizures/Epilepsy        Sinus Problems   

Skin Cancer (Melanoma, Basal Cell Carcinoma, Squamous Cell Carcinoma, Basosquamous Cell Carcinoma) 

Other Skin Diseases Type: ___________________________  Stroke (TIA)    

Sleep Apnea      Use of CPAP device?         Y              N    Syphilis       

Tuberculosis        Ulcers Where? ________________________________ 

Varicella Zoster (Chicken Pox/Shingles)     Vertigo 

Vitiligo          Warts Where? ________________________________ 

 
Are you currently pregnant?     Y N        Date of last pregnancy:______________________________________________ 
 



Have you had the influenza (flu) vaccination within the past year?             Y          N 
 
Have you had the pneumococcal (pneumonia) vaccination within the past five years?  Y  N  
 
Are you currently under the care of a psychiatrist?     Y      N       If so, who is the doctor? ____________________________ 
                 
Which smoking status applies to you? 
☐ Never smoker   
☐ Former tobacco smoker   When did you quit? __________________   
☐ Current tobacco smoker                How much:  ________________________          
☐ Cigar smoker    How much:  ________________________ 
 
Do you drink alcohol?  Y       N               If yes, how many drinks do you have per day?  _____< 1 _____ 1 to 2 ____ 3 or more 
 
How many times in the past year have you had 5 or more drinks in a day (men) or 4 or more drinks in a day (women)?________ 
 
      PAST SURGERIES (including history of pacemaker/defibrillator) 

Please list what kind and date:        
 
_______________________________________________________________________________________________________         
           
PLEASE LIST ALL CURRENT MEDICATIONS (including prescription, over-the-counter  and herbal medications)    
Please list name, dosage and how the medication is administered.    
________________________________  _______________________________  ________________________________ 

________________________________  _______________________________  ________________________________ 

________________________________  _______________________________  ________________________________ 

________________________________  _______________________________  ________________________________ 

________________________________  _______________________________  ________________________________ 

 
Name and phone number of your preferred pharmacy?   ______________________________________________________ 
 

Do you require the use of coumadin (warfarin), aspirin, Plavix (clopidogrel), Pradaxa (dabigatran etexilate) or 
Xarelto (Rivaroxaban)? If yes, please circle.   

        
PLEASE LIST ANY DRUG ALLERGIES 

 
_______________________________________________________________________________________________________ 
 

FAMILY HISTORY OF ILLNESSES (not the patient) 
 
Have any of your first degree relatives (mother, father, siblings, children) had a history of the following:    

If yes, please state which relative (not the patient).     
 
Melanoma _______________________   Autoimmune diseases (Lupus, Scleroderma) _________________________________ 

Skin Cancer (Basal Cell Carcinoma, Squamous Cell Carcinoma, Basosquamous Cell Carcinoma) ________________________ 

Hay fever __________ Eczema __________ Asthma___________________Acne_______________ Psoriasis______________   

Other, please explain:_____________________________________________________________________________________  



 
 
          PATIENT COMMUNICATION FORM 
 
A.    Family and Friends  It is the office policy of Albuquerque Dermatology Associates & 
Cutaneous Surgery Center, PA not to release confidential medical information regarding your 
treatment to family members or friends, except for (i) parent/legal guardian, (ii) other persons 
authorized by the patient. 
 
If you anticipate that you will need or want your medical information to be provided to family 
members, friends, or caretakers/babysitters, please indicate that below, so that we may best serve 
you.   If you do not want any of your medical information provided to a family member, please 
check (✓) the line next to the "no" response. By signing below, you authorize the following 
people to receive information regarding your treatment or care. (If you wish to add names later 
on, please confirm this in writing.)  
 
Spouse: __________________________________  yes _________ no _________ 

Parent: __________________________________  yes _________ no _________ 

Other: ___________________________________  yes _________ no _________ 

            ___________________________________  yes _________ no _________ 

            ___________________________________  yes _________ no _________ 

 
B.    Alternative Communications      You are also entitled to specify alternative, reasonable 
means of communication, if you do not wish to be contacted by us in a certain way. 
 
I hereby request the following means of contact only: __________________________________ 

_____________________________________________________________________________ 

______________________________________________________________________________ 
 
 
PRINTED NAME: _____________________________________________________________ 

Relationship to Patient: _________________________________________________________ 

Patient/Parent/Guardian Signature:_______________________________________________ 

  

Date: _______________ Witness: _________________________________________________  

       



 
 

PATIENT CONSENT FORM 
 
Our Notice of Privacy Practices provides information about how we may use and disclose 
Protected Health Information about you. The Notice contains a Patient Rights section describing 
your rights under the law. You have the right to review our Notice before signing this Consent. 
The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by 
contacting our office. 
 
You have the right to request that we restrict how Protected Health Information about you is used 
or disclosed for treatment, payment or health care operations. We are not required to agree to this 
restriction, except in certain limited instances, but if we do, we shall honor that agreement. 
 
By signing this form, you consent to our use and disclosure of Protected Health Information 
about you for non-subsidized treatment, payment and health care operations, and for other 
purposes as permitted or required by law. You have the right to revoke this Consent, in writing, 
signed by you; however, such a revocation shall not affect any disclosures we have already 
made in reliance on your prior Consent. The Practice provides this form to comply with the 
Health Insurance Portability and Accountability Act of 1996 (HIPAA). 
 
The patient understands that: 
 
 • Protected Health Information may be disclosed or used for treatment, payment or 

 health care operations, or for other purposes permitted or required by law. However, 

 we will obtain from you a separate written authorization for "subsidized" disclosures, 

 meaning disclosures involving product or service with respect to which the Practice 

 receives remuneration from a third party. 

• The Practice has a Notice of Privacy Practices and that the patient has the opportunity 

to review this Notice. 

• The Practice reserves the right to change the Notice of Privacy Practices. 

• The patient has the right to restrict the uses of their information but the Practice does 

not have to agree to those restrictions, except in certain limited instances. 

• The patient may revoke this Consent in writing at any time and all future disclosures 

will then cease. 

• The Practice may condition treatment upon the execution of this Consent. 

 
This Consent was signed by:_____________________________________________________ 
     Printed Name - Patient or Representative 
 
Signature: ____________________________________________________________________ 

 

Relationship to Patient (if other than patient): ______________________________________ 

 

In front of __________________________________________________Date: _____________                                        
   Printed Name - Practice Representative 



 
 

Pathology Policy 
 
 

Dear Patients:  
 
For all patients who will be having a ​BIOPSY​ done, there is an ​ADDITIONAL​ pathology fee to process the tissue from the 
biopsy in our facility. The front desk will give you the total charges including a minimum charge of $253.00 for your biopsy 
and $126.00-$235.00 for the pathology with further charges for any additional procedures that are done.  
 
Sometimes, an initial review of your biopsy indicates that further, more in-depth testing will be required to reach the correct 
diagnosis, possibly from an outside laboratory.  In this case, supplementary charges ranging from $140.00 to $1,000.00 (in 
rare circumstances) will be assessed. You are responsible for any charges that are not covered by your insurance company.  
 
There has been some confusion among our patients regarding charges for pathology. We hope we have provided proper 
information to our patients regarding charges incurred for these services.  If you have any questions, please let us know.  
 
Sincerely,  

 
The physicians and staff at Albuquerque Dermatology Associates & Cutaneous Surgery Center, P.A. 
 
 
__________________________________________________________________________________________________ 
   Patient Signature (or Parent’s Signature if Minor)                           Date 

 
 

  
General Financial Policy  
  
I have received Albuquerque Dermatology’s General Financial Policy.  I understand that charges not covered by my insurance 
(pathology, office visits, additional surgical and non-surgical procedures, cosmetic procedures), as well as applicable 
co-payments and deductibles are my responsibility. I authorize my insurance benefits be paid directly to Albuquerque 
Dermatology Associates and I authorize them to release any pertinent medical information to facilitate payment of a claim. I 
understand that any payment required for cosmetic procedures must be paid at the time of service.  
 
I understand that these policies will remain in effect for all services provided until I am notified of any change by 
Albuquerque Dermatology Associates & Cutaneous Surgery Center, P.A.  
 
 
__________________________________________________________________________________________________ 
 ​ Patient Signature (or Parent’s Signature if Minor)  Date  

 



 
 
       WRITTEN ACKNOWLEDGMENT FORM 
    
 
I am a patient of Albuquerque Dermatology Associates & Cutaneous Surgery Center, PA. 

I hereby acknowledge receipt of Albuquerque Dermatology Associates & Cutaneous Surgery 

Center, PA's Summary of Privacy Practices and Notice of Privacy Practices. 

 

 

 
Name (please print): __________________________________________Date:_____________ 

Signature: ____________________________________________________________________ 

 
 
OR 
 
I am a parent or legal guardian of _________________________ [patient name]. I hereby 

acknowledge receipt of Albuquerque Dermatology Associates and Cutaneous Surgery Center, 

PA's Summary of Privacy Practices and Notice of Privacy Practices with respect to the patient. 

 
 
 
 
Name (please print): __________________________________________Date:_____________ 

Relationship to patient:_________________________________________________________ 

Signature: ____________________________________________________________________ 
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