Please assist us by accurately completing all information. Your information will remain strictly confidential and aid us in medical
treatment and accurate filing of insurance. We offer insurance billing as a courtesy. Y
You will be responsible for the deductibles,
rules and regulations of your insurance.

Federal regulation requires a photo ID along with your insurance card.

PATIENT INFORMATION:

TODAY’S DATE:__________________________________
__________________________________

Patients Full Name: _______________________________
___________________________________________________________
SSN# ___________________________ Birth date:: ___________________ Age: ______

Marital Status:
Sex:

Male

S

M

W

D

Female

Street Address: ___________________________________________________
_________________________________________ City: ____________________________State:
State: _____ Zip: ___________________
Patients Preferred Phone: (_____)____________-_______________
__________________

Alternate Phone: (_____)_________
_______-_______________

E-Mail:_____________________________________________
_____________________________________
Employer: ____________________________________________ Occupation: __________________________
____________________________________
__________
MEDICAL INFORMATION:
Family Doctor: __________________________________________________________
_________________________________ Last Visit: _______________________________________
Referring Doctor: _________________________________________________
______________________________ Last Visit: _______________________________________
EMERGENCY CONTACT INFORMATION:
Name: ________________________________________________
_________________________________________________ Phone: (_____)____________-__________________
Relationship: _________________________________________
______________
FINANCIAL RESPONSBILITY:
Please process my insurance claims on my behalf
I understand that I am responsible for all charges
Regardless of my insurance coverage.

I will pay privately at each visit.

INSURANCE: Information needed to process your claim.
Co-pay $ _______________(if not stated on card)
Insured (Subscriber): _____________________________________________
_________________________________________________

Insured Date of Birth: ________________________________
______________________________

Insured’s Relationship to Patient: _______________________________
__________________________________

Insured Social Security:
Security ______________________________

Complete Below ONLY if Patient is a Minor:
Who is responsible for the account:
Father
Mother
Other: _______________________
Address & Phone same as above (Continue to next form)
Address & Phone Different-Please
Please complete below
Father’s Name: _________________________
___ DOB: ______________ Mother’s Name: ____________________
______DOB: ________________
Father’s Address: _________________________________________
______________________________ Mother’s Address:________________________________________
______________________________
Father’ss Phone: ____________________________
Mother’s Phone: ____________________________
Father’s Employer: _________________________
Mother’s Employer: _________________________

MEDICALHISTORY
PLEASE COMPLETE THE FOLLOWING MEDICAL HISTORY FORM.

Name: ________________________________________________________ Date:____________________
DOB: ___________________ Sex:

M

F

Referred by:

self/friend

Dr.______________________

Reason for todays visit: __________________________________________________________________CC
Symptoms of today's problem: ____________________________________________________________HPI
Skin areas involved: ________________________________________________________________LOCATION
How long has the problem been present? _______________________________________________DURATION
Was there any previous treatment?
Was a biopsy done?

Yes

Yes

No

No When?_______________ Type?__________________TIMING

Biopsy done by referring Dr.

Other:__________________CONTEXT

CHECKALLTHATAPPLYTOTODAY'SPROBLEM
SYMPTOMS: itching tingling pain bleeding infection other__________
Intense Intermittent
What medications, including prescribed and "over the counter", have you been using for your condition?
________________________________________________________________________ MODIFYING FACTORS
Which of these are you currently using: _______________________________________________________
Which brand of soap are you currently using? __________________________________________________

SYSTEMREVIEW:Checkall that applyregardingyour
Allergies to Medication:
NONE
LIST:___________________________________________________
ALL Current Medications:__________________________________________________________________
______________________________________________________________________________________
SKIN

NEUROLOGICAL

- Abnormal scarring
- poor healing
- other skin disorders

-

NORM AL
stroke
seizures
other_________________

RESPIRATORY
-

CARDIOVASCULAR
-

NORM AL
angina
artificial heart valve
pacemaker
hypertension
heart attack (when?)

HEM ATOLOGIC /
LYM PHATIC
-

NORM AL
anemia
bleeding problems
enlarged lymph nodes

PASTHISTORY

NORM AL
asthma
emphysema
other lung problems
_____________________

PSYCHIATRIC
-

NORM AL
depression
anxiety attacks
other _______________

CONSTITUTIONAL
SYM PTOM S
-

NORM AL
weight loss
fever
other________________

GASTROINTESTINAL
-

NORM AL
stomach ulcer
colitis
liver damage
other GI ____________

ENDOCRINE
-

NORM AL
diabetes
thyroid
kidney disease

EYES/ EARS/
NOSE/ THROAT
-

NORM AL
glaucoma
hearing aid
plastic surgery

M USCULOSKELETAL
-

NORM AL
arthritis
artificial joint
other________________

INFECTIONS
-

NONE
hepatitis
HIV/AIDS
tuberculosis (T.B.)
other_______________

Previous Skin Cancer: NONE List location(s)__________________________
Major Illnesses or Hospitalizations:_____________________________________
_________________________________________________________________

FAMILYHISTORY

Skin Cancer: NONE
MELANOMA
BASAL CELL
Relationship:____________________________

SOCIALHISTORY

Occupation:___________________________ Marital Status:
S M D W
Previous sun exposure or sunburns:
mild moderate extensive tanning bed
Do you wear? dentures glasses contact lenses
Do you smoke?
Y N ___ Packs per day
Alcohol?
N Y social/occasional
Alcohol or drug problems/addictions: N Y, describe____________________

SQUAMOUS CELL

Robert E. Beer, MD
2221 Balfour Rd Ste A, Brentwood, CA 94513
925.240.9116 (Tel)  925.240.9117 (Fax)
www.SkinQuestion.com

HIPAA/PRIVACY POLICY
We Reserve the right to share your medical information with professional agencies, prior auth agencies, emergency contact,
and/or medical offices to obtain the best service possible for you; including all diagnosis, HIV, lab/pathology results,
billing/insurance questions, medications, plus any other information not specified.
We would like to stay in contact with you. We need your permission to contact you outside of a double encrypted system.
Phone, text, e-mail messages
ssages may be left on my cell phone, home phone, work phone, answering machine, and/or voicemail.
If you have read and agreed please sign below.

Your Signature: _____________________________________________
Print Name: ________________________________________________

Date: _________________

Medical information can be discussed with:
Name: ___________________________________ Relationship: ________________
_________________________
_________ Phone: ___________________
Name: ___________________________________ Relationship: _________________________ Phone: ___________________
Emergency Contact:

 Same as above
Name: ___________________________________ Relationship: _________________________ Phone: ___________________
I acknowledge a copy of Balfour Dermatology HIPAA privacy practices was made available to me, and I understand I may
take a copy home if desired.

Your Signature: _____________________________________
_____________________________________________

Date: _________________

FINANCIAL & OFFICE POLICY

INSURANCE: At Balfour Dermatology, we strive to take part in a large number of insurance plans in order to offer our patients
more choices for reimbursement of the care we provide. As a service to you, our billing office works to file, process and collect
col
your insurance claims in as timely manner as possible. Your active involvement and under
understanding
standing in this process will assist us
in this mission. Please review the following:


Please keep our office updated with the most recent demographic information (Address, phone number, insurance
cards etc.) Inaccurate information may result in your claim being denied by your insurance company.
company



Each insurance company has its own policies regarding coverage for various conditions (diagnoses) and treatments
(i.e. surgery, procedures). Individuals are res
responsible to know the limits of their coverage.



Any balance, after the payment is made from my insurance carrier, such as co-payments,
payments, unmet deductible or non
coverage altogether, is the responsibility of the patient or his guarantor.



If your individual or family deductible is $2,000 or greater
greater, we will collect estimated payment for services rendered the
same day. We will bill your insurance company.
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Once your insurance company has reviewed the information with respect to your health care visit, Balfour Dermatology
will receive an Explanation of Benefits (EOB). Balfour Dermatology’s billing service will review the EOB for claims
processing accuracy. Balfour Dermatology will charge your credit/debit, HSA card on file for any remaining balance
due. If there is a remaining balance due more than $250, you will receive a courtesy call prior to your card being
charged.



In the event that a biopsy or culture is taken, please understand that the obtained specimen will be sent to an outside
laboratory of the clinicians’ discretion. The laboratory will handle filing the claim with your insurance for processing and
reading the specimen. Any patient responsibility will be billed directly to you from the laboratory.



Dr. Beer chooses the highest quality laboratory services for my health concerns. I understand all tissue and
specimens are sent to UCSF, and other high quality laboratories. Insurance verification does not include verification of
pathology coverage. Dr. Beer’s pathology choice is based on quality of healthcare not on insurance preference or cost.

NO SHOW POLICY: Reminder Texts/Calls are done only as a courtesy. Patients that fail to come to their appointment without
cancelling are considered a No Show, and a $25-$400 fee will be assessed. Patients who repeatedly no show a minimum of
two times will be asked to pay a deposit upon scheduling.
CANCELLATION/RESCHEDULE*: If you need to cancel or reschedule your appointment, a minimum of 24-hour advanced
notice is required.
*Note: Sculptra requires 5 business day cancellations
COSMETIC APPOINTMENT DEPOSIT: An appointment deposit is required upon scheduling your cosmetic procedure. Your
deposit will be applied to the cost of your treatment or no-show/cancellation fee or refunded to you at your appointment time.
See appropriate fees below.
SELF-PAY/COSMETIC SERVICES: Self-Pay and cosmetic services must be paid on the date the services are rendered.
STANDARD FEES:
 $10 Co pay fee-If co pay not paid at the time of service
 $25 Medical Record Request Fee
 $50-Returned check fee
 $10- Paper document Fee per visit in 2019, $50 paper document fee in 2020 & beyond per visit.
 $25-$75 Medical Cancellation Fee (No Show Fee/less than 24-hour advance notice)
 $75-400 Cosmetic appointment deposit
 $75-400 Cosmetic Cancellation fee (No Show Fee/less than 24-hour advance notice)
*Note: Sculptra requires 5 business day advance notice
CHECKS: We cannot accept checks from new patients, or checks over $100 for services or products. If any payments by
check are returned due to insufficient funds you will be assessed a $50 fee. We accept most major credit cards.
RX REFILL: PLEASE CALL YOUR PHARMACY. If it’s been over a year since your last appointment then please schedule an
appointment.
REFUND POLICY: Skin care products that are unused or used but caused irritation, may be returned within 7 days.
Prescription medication may not be refunded, or exchanged, per Federal and California state regulations.
OFFICE ETIQUETTE: Please be courteous and respectful to our staff, office, and other patients. We reserve the right to
refuse service to anyone.
PHONE RECORDINGS: Balfour Dermatology does not allow patients, family/friends to take photographs, audio or video of our
office/staff or patients without explicit pre-approval and written consent from our office.
I acknowledge that I have read and understand the policies of Balfour Dermatology. I understand that I have the right to refuse
to sign this document; however the office policies still apply. You may request a copy of this form for your records at any time.

Your Signature: _____________________________________________ Date: _________________
If not signed by a patient, please indicate relationship:

 Parent, if patient is under 18 yrs of age

 Guardian, if patient is under 18 yrs of age
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SECURED CREDIT CARD POLICY
Balfour Dermatology has a secure method through our payment portal to establish a credit card on file to make our billing
services more efficient and secure for all patients. Balfour Dermatology will never maintain or document credit card numbers
within the patient account, medical record, nor within our facility. Card on file agreement will only be referenced by the last
four digits of the card.

AUTHORIZATION TO RETAIN CREDIT CARD INFORMATION
I understand that once my insurance company has reviewed the information with respect to my health care visit, Balfour
Dermatology and I will receive an Explanation of Benefits (EOB). Balfour Dermatology’s billing service will review the EOB
for claims processing accuracy. In the event that we feel a claim has been denied in error or processed incorrectly, the billing
service will re-bill and/or appeal the claim as needed before any remaining patient balance is billed to my card on file. All
correctly processed claims will state any balance to be paid by me for my health care visit. I agree that Balfour Dermatology
may charge my credit/debit, HSA card on file for any remaining balance due when they receive a copy of my EOB.
Furthermore, if my card is expired or no longer valid, I agree to provide Balfour Dermatology an updated credit/debit, HSA
card. If there is a remaining balance due more than $250, you will receive a courtesy call prior to your card being charged at
the phone number listed below.
This authorization form is in conjunction with any forms currently on file with our office.
I authorize Balfour Dermatology to charge the patient-responsible balances (e.g. co-pays, co-insurance, deductibles, noncovered services, elective items) on my account to the following credit/debit, HSA card:
Last 4 Digits: __ __ __ __

 Visa

 MasterCard

Signature: ____________________________________________________

 Discover

 American Express

Date: _______________________________

Patient name: ________________________________________________
E-Mail for receipts: __________________________________________
Best Contact Phone #: _______________________________________


This is a system everyone should be comfortable with— just like any hotel or rental car agency: All patients of Balfour
Dermatology will need to have a credit, debit or HSA card encrypted and securely stored. Once your insurance company has
processed all charges and we receive their approval of exact patient responsibility, your card will be charged the remaining
balance you owe, if any.



Our system is vastly more secure than giving your credit card information over the phone or handing your card to a waiter in a
restaurant: The card information is not available to our office staff, but is immediately encrypted and then securely stored with
our secure payment portal.



You remain in control! A receipt will be mailed to you along with a detailed explanation of services outlining the amount that
your insurance has paid and the remaining balance that was owed for your dermatology visit. We will extend a courtesy call
prior to charging the card on file if the charges exceed $250.00. We doubt there will be issues, but you remain in control by
being able to decide/change which card is kept encrypted on file at any time.



We appreciate your faith in us! We are fortunate to have your trust in delivering health care to you, and we are confident that
this policy will insure a safer and more efficient billing process for all, helping to keep health care cost down.

