






[image: C:\Users\ofcmgr1\Desktop\pics\2[1].png]PATIENT INFORMATION:
[bookmark: _Hlk99484239]Patient Name: __________________________________ Alias/Preferred Name: _______________ Legal Sex: ________________
DOB: ___________________ Address: ______________________________________ City: ____________________ State: ______ 
Zip: __________ SSN: ___________________ Email: __________________________________ Phone: ______________________

DEMOGRAPHICS
Marital Status: ______________ Preferred Language: _______________ Needs Interpreter: Y/N     U.S. or Military Vet: Y/N         
Ethnicity (Circle One):           Spanish/Hispanic/Latino Origin              Not Spanish/Hispanic/Latino Origin  
Race (Circle One): American Indian/Alaska Native    Asian      Black/African American    Native Hawaiian    Pacific Islander    White    Other
Employment-Status (Circle one):    Full-Time     Part-Time      Retired     Disabled    Active Military Duty    Self-Employed    Other   Occupation: ____________________ Employer: _________________________ Employer Phone #: __________________
EMERGENCY CONTACT:
Name: ________________________ Relationship: _______________________ Phone: ____________________________

WHO IS THE GUARANTOR, RESPONSIBLE FOR PAYMENT IF OTHER THAN PATIENT     
Name: __________________________________ Legal Sex: ___________ DOB: ___________________ 
Address: __________________________________________ City: ________________ State: ______ Zip: ___________ 
Phone: ________________________ SSN: ___________________ Relationship to Patient: _____________________

INSURANCE AND POLICY HOLDER INFORMATION
· Primary Insurance: ________________________________ ID# ___________________Group#__________________
Legal-Sex: ______Insured-Name: _____________________________DOB: ______________ Subscriber SSN: ___________________
Relationship to the insured: 	Self		Child		Spouse		Other
· Secondary Insurance: ________________________________ ID# ___________________Group#__________________
Legal-Sex: ______Insured-Name: _____________________________DOB: ______________ Subscriber SSN: ___________________
Relationship to the insured: 	Self		Child		Spouse		Other
Your Privacy is Important to Us
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY POLICIES
I have received a copy of the Notice of Privacy of Soine Dermatology & Aesthetics. I hereby authorize, as indicated by my signature below, Soine Dermatology & Aesthetics to use and to disclose my protected health information for any necessary clinical, financial and insurance purpose, as authorized in the Patient Consent form.

SIGNATURE (Circle One: Patient/Parent/Legal Guardian)					Date Signed		

PATIENT CONTACT INFORMATION[image: C:\Users\ofcmgr1\Desktop\pics\2[1].png]

Patient Name: _____________________________ DOB: ______________
Please list your preferred means of communication:
· You may contact me/leave message at my home telephone # __________________________________________
· You may contact me/leave message at my mobile telephone # _________________________________________
· You may contact me/leave message at my work telephone # ___________________________________________

PLEASE LIST THE AUTHORIZED PERSON WITH WHOM WE MAY DISCUSS YOUR PROTECTED HEALTH INFORMATION (PHI) IN ADDITION TO CUSTODIAL PARENTS AND LEGAL GUARDIANS:
	Name
	DOB
	Relationship
	Date Added/Removed

	
	
	
	

	
	
	
	

	
	
	
	




*** FOR OFFICE USE ONLY ***
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:
· Individual refused to sign
· Communication barriers prohibited the acknowledgement
· An emergency prevented us from obtaining acknowledgement 
· Other (Please Specify) _____________________________________________________ Initials ___________
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OFFICE POLICIES: FINANCIAL POLICY & CONSENT TO TREAT 
At Soine Dermatology and Aesthetics, we are committed to providing exceptional dermatological care while ensuring our services are accessible and financially manageable for our patients. Our financial philosophy centers on transparency, fairness, and compassion, reflecting our dedication to patient-centered care.  
 
Payment Options and Accepted Payment Methods 
· Insurance: We accept a wide range of insurance plans and file in-network claims directly with your insurance carrier and their affiliates to access your benefits.  
· Payment Plans: For patients without insurance or those facing high deductibles, we offer secure, card-on-file payment plans to spread the cost of care over a manageable period.  
· Flexible Payment Methods: We accept various forms of payment, including credit/debit cards (VISA, MasterCard, Discover, AMEX), Health Spending Cards (HSA/FSA), checks, bitcoin, and CareCredit, to make the process as convenient as possible for our patients.  
 
Payment Policy 
· Copays, deductibles, and unpaid balances are due on the day of your appointment. Your insurance is e-verified the day before your appointment, and your copay and deductible amounts are returned electronically directly from your insurance. We collect based on the information received from your insurance provider. We kindly remind you that it is your responsibility to be aware of your covered and non-covered benefits. Understanding your insurance coverage will help ensure a smooth and efficient experience during your visit.  
· We have payment plan options to help those who may be unable to satisfy payment in full. A card-on-file is required for secure, automatic recurring payments for the duration of your payment plan terms.  
· All contractual benefits assigned to a claim must be paid. We are contractually responsible for collecting all assigned cost-share (ie, copays, deductibles, and coinsurance); therefore, we cannot waive your benefits. 
· Soine Dermatology and Aesthetics will submit a claim to your insurance carrier(s) in a timely manner, in accordance with the contract we have in place. Please make sure that we always have your most current insurance information on file.  
 
Unpaid and Past Due Balances 
In the event there is a residual balance due on your account after your insurance has processed the claim, a paper statement will be mailed to you. Payment is expected within 30 days of the statement date. Payment options: online at soinederm.com, by phone (985) 400-5551, or mail a check. All unpaid balances will be marked as Bad Debt and reported to a third-party debt collector after 90-days past due. Please be advised that all outstanding balances identified as “Bad Debt” must be paid in full prior to your next appointment.  This policy ensures that we can continue to provide you with the best possible care. Thank you for your understanding and cooperation. 
 
Overpayments & Refunds 
Our goal is to collect payments as accurately as possible for services rendered. If you receive your Explanation of Benefits (EOB) and identify that you have overpaid our office for an insured service, please contact our billing department for further assistance. We will promptly research your query and issue a refund, if confirmed.  
 
Product Sales 
All product sales are FINAL. No exchanges, returns, or refunds. 






Cosmetic vs. Medical Necessity 
Your medical insurance will cover the evaluation and management of medically necessary conditions only. Any illness, injury, or condition deemed cosmetic by your provider cannot be billed to insurance. This is a contractual restriction that we must adhere to. If you are not sure about a skin lesion, please ask about it. Cosmetic costs are provided during your visit; payment is required at time of service. 
Non-Covered Services 
1. Removal of spots for cosmetic purposes – “I don’t like the way it looks” (e.g. – benign moles, sebaceous hyperplasia (overgrown oil glands), small asymptomatic cysts, skin tags, benign keratoses) 
2. Removal of benign lesions that are asymptomatic (not growing, irritated, painful, itchy, inflamed) 
3. Treatment of excluded conditions outlined in your policy. Benefits and covered services are a contract between patients and the payer. We have limited access to information regarding your policy and may not be privy to important coverage exclusions related to your care.  
 
General Dermatology 
All general dermatology appointment cancellations require at least 48 hours’ notice. Failure to give a 48-hour cancellation notice will result in a $100.00 No-Show fee. A “No-Show fee” is to be collected prior to scheduling any future appointments. Please call (985) 400-5551 to cancel or use the MyChart portal.  
 
Cosmetic Dermatology 
All cosmetic procedures (30 minutes and up) appointment cancellations require at least 48 hours’ notice. Failure to give 48 hours cancellation notice will result in a $200.00 No-Show fee. A “No-Show fee” is to be collected prior to scheduling any future appointments. Please call (985) 400-5551 to cancel or use the MyChart portal. 
 
Late Arrivals 
As a courtesy to our patients, we make every effort to see everyone on time. If you arrive late for your appointment, we will make every attempt to see you in a timely manner. However, please understand that patients with scheduled appointments will be seen first. If you cannot wait and would like to reschedule, our patient relations coordinator will be happy to assist you.  
 
Use of DeepScribe Medical Documentation Technology  
I understand that my provider may use DeepScribe, a secure AI-powered medical documentation tool, during my visit to assist in recording clinical notes. This technology is used solely to support accurate and efficient documentation of my care. I consent to the use of DeepScribe during my visits. 
 
I, the undersigned, understand the office procedures as noted above. I have had a chance to have all my questions answered to my satisfaction and agree to abide by the policies listed above.  
 
I, the undersigned, authorize Soine Dermatology and Aesthetics to give me medical treatment, use DeepScribe technology during my visit, subsequently file claims to my insurance carrier(s), and accept assignment for insurance benefits to be paid for the care I receive.  
 
I, the undersigned, understand that: 
· Soine Dermatology and Aesthetics may need to provide a copy of my medical record to my insurance carrier and/or their affiliates for claims processing, payment, and review.  
· I am financially responsible and must pay my share of all costs. 
· I am financially responsible for all services my insurance does not cover. 
· I have the right to refuse any procedure or treatment and may request a cost prior to consenting.  
· I have the right to discuss all medical treatments with my clinician. 

	_________________________________________
Patient Signature (or Legal Guardian’s)
	_________________
Date
	

	
Printed Name: ________________________________
	
Relationship: ________________________
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