
PuraDermatology
General Intake Form

Last Name First Name DOB / ;

Add res ^Apt

City State Zip Code

Cell Phone ( ) - Home Phone ( )

Email Sex: DMaie □ Female

Race □ White □ African American □ Asian/ Pacific Islander □ Hispanic □ Other

Marital Status: □ Single □ Married □ Divorced □ Widowed □ Other

Parent's Information (If patient is under 18 years of age)

Last Name: First Name: DOB: / /
Cell Phone: Email:

In Case Of An Emergency, Please Notify:
Contact Name Relationship to Patient
Contact Cell Phone { } - Home Phone ( ) -

Preferred Pharmacy (Full Address & Phone ff:).

□ Send my prescriptions to an in-network pharmacy (Home Delivery Service)

Referred By □ Family/Friend □ Insurance □ ZocDoc □ Internet DDoctor
Acknowledeement of HIPAA notice of privacy practices

I hereby acknowledge that I have fully reviewed and/or have received a complete copy of the HIPAA notice of private practices provided by
the staff of this office.

Medicare/Medlcald Assignment of Benefits

I certify that the Information given by me in applying for payment is correct. I authorize release of all records upon request. I request that
payment of authorized benefits be made on my behalf.

Assignment of Insurance Benefit

I hereby authorize direct payment of medical benefits to Pura Dermatology, llC/Saurabh Lodha, MD for services rendered by all medical
providers in the corporation. I understand that I am financialty responsible for any balance if my insurance is invalid and I am responsible

for copays, remaining balances, deductlbles/co-insorance payments, as well as any cosmetic procedures not covered by Insurance.

Signature Relationship Date






