
    Last, First, MI	
Address: ______________________________________________________________@@@@@@

City: ____________________________________________ State: _______ Zip:___________ 

Home Phone: ________________Cell: ____________________ Preferred:�Home��� Cell

Email address:_____________________________________ Nickname:_______
It is okay to send occasional emails: Yes___ No__@

Do we have permission to�
Leave a message on your preferred number? 	Yes_____No_____ 
Discuss your medical condition with any member of your household? Yes_____No_____
If yes, whom: _____________________________Relationship________________(____)_________

Marital Status: Single ___Married ___Widowed ___ Divorced ___Separated___Minor___

Name of Spouse (or Parents if Minor): ____________________________________________

Employer Oame & Phone Number_________________________________________________

&UIOJDJUZ: Caucasian              African American Hispanic

Asian Pacific Islander Native American Other:

How did you hear about us?�@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@��
Referred by? _________________________________________________________

Primary Care: _________________________________________________________
Pharmacy name & phone number:______________________________________________ 

  Print Name	 	     Signature	   Date

Doctor Name

City

City

Doctor Name

"MUB�%FSNBUPMPHZ�1BUJFOU�3FHJTUSBUJPO

Name: ________________________________________   %�0�#�: ____________Sex: ��M ��F  

Medical Insurance

�Primary Insurance ___________________ Secondary Insurance ___________________ 
Payment Information  
Payment is expected at the time of your visit for any co-payments, unpaid Medicare or insurance 
balances and any cosmetic procedures or skin care products. We appreciate your cooperation in 
keeping your account up-to-date at each office visit. Our office has a 24 hour cancellation policy 
for all appointments, otherwise resulting in a cancellation fee of $50. Insurance cards are 
required at the time of check in. If there are any questions, please ask one of our team members 
or refer to the Financial Policy attached.
_______________________________________________ 		 __________________ 

Signature of patient/representative if minor	     Date

HIPAA Form COPY ACKNOWLEDGEMENT (attached) 
I, hereby acknowledge that I have received a copy of Alta Dermatology’s “Notice of Privacy Practices.”

Phone Number/ City

Name Phone Number

Phone Number1MFBTF�TFMFDU�POF�QSFGFSSFE�DPOUBDU�NFUIPE�GPS�BQQPJOUNFOU�SFNJOEFST���
&NBJM@@@@@�5FYU@@@@@�$BMM@@@@@

1IBSNBDZ�/BNF



Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No 

Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No	
Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No 
Yes	 No 

)V`QM\a
)Z\PZQ\Q[ 
)Z\QÅKQIT�>IT^M�� 
)\ZQIT�.QJZQTTI\QWV� 
)[\PUI
*ZMI[\�+IVKMZ�� 
+WTQ\Q[�+ZWPV¼[��� 
+WZWVIZa�)Z\MZa�,Q[MI[M� 
,MXZM[[QWV��
,QIJM\M[ :MVIT�,Q[MI[M����
0MXI\Q\Q[ 
0QOP�*TWWL�8ZM[[]ZM��� 
01>�)1,;� 
0QOP�+PWTM[\MZWT� 
0aXMZ\PaZWQL�� 
0aXW\PaZWQL�� 
2WQV\�:MXTIKMUMV\�� 
4M]SMUQI 4]VO�+IVKMZ�� 
4aUXPWUI� � 
:ILQI\QWV�<ZMI\UMV\�� 
676-

Yes	 No	
Yes	 No 
Yes	 No 
Yes	 No 

Family History 	JNNFEJBUF�GBNJMZ�POMZ
:

Allergies: 
Are you sensitive�WZ�allergic to any 
medications? (Oral medications, topical 
creams�ointments, etc.) Please list:

Yes 	 No 

Yes 	 No 
Social History:
Do you smoke? 

How much?�_____________ 
Do you drink alcohol? 

 Name:

Past Medical History: 
Do you have or have you ever had:	

D.O.B: Date:

Medical History Intake Form

AM[� 6W
AM[� 6W
AM[� 6W
AM[� 6W
AM[�� 6W

Yes	 No 

AM[�� 6W

AM[�� 6W

AM[�� 6W

Melanoma	
*f yes, whWU'� GGGGGGGGGGG___ 

edications:
List ALL medications you are taking, 
including any over-the-counter herbals or 
vitamins: 

AM[�� 6W

)KVM
)K\QVQK�3MZI\W[M[
*TQ[\MZQVO�;]VJ]ZV[
-KbMUI���,Za�;SQV
.TISQVO�WZ�1\KPa�;KITX
0Ia�.M^MZ���)TTMZOQM[���
8[WZQI[Q[
;SQV�+IVKMZ���5MTIVWUI�
;SQV�+IVKMZ���*I[IT�+MTT�
;SQV�+IVKMZ���;Y]IUW][�+MTT�
,W�aW]�\IV�QV�I�\IVVQVO�[ITWV'
,W�aW]�_MIZ�[]V[KZMMV'�

?PI\�;8.'�����GGGGGGGGGGGG

7\PMZ�5MLQKIT�+WVLQ\QWV["� 
GGGGGGGGGGGGGGGGGGGGGGGGGGGGGGGG���

GGGGGGGGGGGGGGGGGGGGGGGGGGGGGGGG�

8I[\�;]ZOMZQM["�

GGGGGGGGGGGGGGGGGGGGGGGGGGGGGGGG�  

'PS�QBUJFOUT����BOE�PMEFS�� 
8VM]UWVQI�>IKKQVI\QWV����� 
WZ�WTLMZ� 

Do you have a health care proxy 
in the event you are unable to 
make your own medical decisions? 

Designee's name: 
__________________________ 
Designee's phone number: 
__________________________

Do you have living will? 

4LJO�%JTFBTF�)JTUPSZ�
,W�aW]�PI^M�WZ�PI^M�aW]�M^MZ�PIL"

How much?�_____________
)PX��NBOZ��UJNFT��JO��UIF��QBTU��ZFBS��IBWF��ZPV��
IBE���PS�NPSF�ESJOLT�JO�B�EBZ�GPS�NFO�PS����
PS��NPSF��ESJOLT��JO��B��EBZ��GPS��XPNFO��PS��BOZ��
BEVMU�PWFS��� �@@@@@@@@@@@@@Yes No 

_____________________________________



COSMETIC INTEREST QUESTIONNAIRE 

At Alta Dermatology, we provide several products and services that can protect and 
improve the appearance of  your skin.  Would you be interested in learning more? 

�Yes (If  so, please indicate your interests below)	 	 �No (Skip page & move on)  

Name:_________________________________		 Date:__________________ 

Date of  Birth:___________________________		 Sex:  � Male � Female

Health Issues and procedures or products of  interest to you (please check all that apply) 

Laser Treatments GPS��WFTTFMT�GBDJBM�SFEOFTT�CSPXO�TQPUT�TDBST�BOE�XBSUT

$IFNJDBM�1�FFMT�GPS�BDOF�TVO�TQPUT�GJOF�MJOFT�BOE�QPPS�TLJO�UFYUVSF�

#PUPY�$PTNFUJDT�GPS�VOXBOUFE�POF�MJOFT�BOE�XSJOLMFT��CFUXFFO�FZFCSPXT�DSPXT�GFFU�BOE�GPSFIFBE�
MJOFT�

� %FSNBM�mMMFST�	+VWFEFSN�6MUSB�+VWFEFSN�7PMVNB�3FTUZMBOF�FUD�
�GPS��JNQSPWF�VOXBOUFE�MJOFT�BOE�
GBDJBM�GPMET�DPSSFDU�BHF�SFMBUFE�WPMVNF�MPTT�PG�UIF�DIFFLT�BOE�SFTUPSF�GBDJBM�DPOUPVST 

 Other Services (please specify):_________________________________________�

_____________________________________________________________________

Email:�_______________________________________________________________

�Please provide your email to receive information on special discounts & promotions.

4DMFSPUIFSBQZ�GPS�VOXBOUFE�MFH�WFJOT�

4LJO�$BSF�1SPEVDUT�GPS�TVO�QSPUFDUJPO�TLJO�SFKVWFOBUJPO�BOE�BDOF�SFHJNFOU�

-BUJTTF�GPS�MPOHFS�EBSLFS�GVMMFS�FZFMBTIFT�

'BDJBMT�GPS�BDOF�XSJOLMFT�EBSL�TQPUT

@@@@@

@@@@@�

@@@@@

@@@@@

@@@@@

@@@@@

@@@@@

@@@@@
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In-Network Insurances  

Please be advised that it is patient responsibility to verify that your insurance plan has eligible 
coverage and is in-network with Dr. Wang. As a courtesy to our new patients we will call your 
insurance once scheduled to verify we are in network, however in some cases the provider line at 
insurance companies are unavailable. If  we are unable to reach the provider line, we will ask you 
to call the patient line to verify you are in network and ask for a reference number for the call 
before your appointment or you will be seen as a self  pay patient until reference number is 
received.  
We would also be happy to still see you as a self-pay patient if  your plan is out-of-network.  

PPO Plans in network  
Blue Cross                                                            United Healthcare  
Blue Shield                                                           Aetna  
Health Net                                                            Cigna  
Medicare  

Dr. Victoria Wang is not an in-network provider for any HMO, Covered California or Medi-Cal 
plans.  

Please also be advised that Alta Dermatology will collect the patient portion 
including copays, deductibles and coinsurance of  your insurance plan (based on 
the contracted rate with the insurance provider) at the time of  service. If  you have 
any questions, please ask prior to being seen or having procedures completed. 

________________________________________________________________________ 

Statement of  Commitment  

At Alta Dermatology, we are committed to treating you with the utmost courtesy and respect, 
with appreciation of  your individual dignity, in a safe setting and with protection of  your need for 
privacy. 

As a patient, it is your responsibility to to follow our rules and regulations, to be considerate and 
cooperative, and to respect the rights of  others. It is very important that our employees feel safe 
in their work environment. Please note that simply making an appointment does not 
automatically create a physician-patient relationship. 

Signature: ____________________________________________ Date: ___________________






Financial Policy 


Patient Name: _____________________________________  Date of  Birth: __________________ 

Basic Policy: Patient payment is due in full at the time service is provided in our office.  
Insurance In Network Patients: We bill most insurance carries for you if  proper paperwork is provided to us. 
We will also bill most secondary insurance companies for you unless we are out of  network. Copayments and 
patient balances are due at the time of  service. Please be advised that every insurance carrier has their own 
customary fee schedule. Sine your agreement with your insurance carries is a private, we do not routinely research 
why an insurance carrier has not paid or why it paid less than anticipated for care. If  an insurance carries has not 
paid within 60 days of  billing, professional fees are due and payable in full from you.  
Medicare Patients: We will bill Medicare for you. We will also bill secondary insurance carriers for you unless 
we are out of  network. All copayments and deductibles are due and payable at the time service is provided.  
Self  Pay Patients: Patients who either do not have insurance coverage or have out-of-network insurance are 
considered to be self  pay. Self  pay patients will be required to make payment arrangements at the time of  service.  
Non-Covered Services/ Cosmetic Procedures: Any care not paid or not covered for by your existing 
insurance coverage will require payment in full at the time services are provided or upon notice of  insurance claim 
denial. Cosmetic procedures are elective and will not be covered by insurance. Payment will be due at the time of  
service.  
Surgery Fees: All payments for surgical procedures are due at the time of  your surgery.  
Laboratory Services: Some services, such as biopsies, cultures, or surgery require specimens be sent to a 
laboratory for processing. The patient may receive a separate bill from Laguna Pathology or another laboratory 
such as Labcorp or Quest. The patient is responsible for payment for all laboratory services not covered by 
insurance. It is advised that for any laboratory billing discrepancies, the laboratory be contacted directly.  
Late Cancellations/ No Show Appointments: In fairness to other patients and the doctor, we require at 
least 24 hour notice to cancel or reschedule appointments. There will be a fee for any late cancellations and no 
show appointments. For non-surgical appointments, there will be a $50 fee. For surgical and cosmetic 
appointments, we require a 24 hour notice to cancel or reschedule otherwise resulting in a $100 fee. For Mohs 
surgery appointments, we require at least a 48 hour notice to cancel or reschedule appointment otherwise resulting 
in a $200 fee.  

Assignment of  Benefits and Rights  

Assignment of  Insurance Benefits: Patients with in network insurance please read below 
I hereby assign all medical and/ or surgical benefits (to include major medical benefits to which I am entitled, 
private insurance, and any other health plans) to Alta Dermatology for medical reimbursement in accordance 
with the terms and benefits of  the insurance policy or other health benefits. This assignment will remain in effect 
until revoked by me in writing. A photocopy of  this assignment is to be considered as valid as an original. I 
understand I am financially responsible for all charges whether or not paid by said insurance. I hereby authorize 
said assignee to release all information necessary to secure the payment.  

Signature: ________________________________________________ Date: ______________________ 

Your insurance card’s and driver’s license (or identification card) will be required at check in.  

I have read, understood, and agreed to the above financial policy for payment of  professional fees.  
I understand that I am ultimately responsible for all professional fees.   

Signature: ________________________________________________ Date: ______________________ 


