
Name:

Date of Birth:

Phone:

P A T I E N T  I N F O R M A T I O N

Social Security Number:

ALL INFORMATION WILL BE KEPT Confidential, PLEASE COMPLETE ALL FIELDS

Physician who sent you?

Emergency Contact: 

Address:

[  ] Home [  ]Work [  ]Cell   Leave a Message    [  ] Yes   [  ] No

Email:

Street/Apt # City State Zip Code 

First Middle  Last 

Dr. cory Maughan   |   Heather Allred, PA-C

Primary care Physician ?

[  ] Single [  ] Married [  ] Widow  Gender at birth: [  ] Male     [  ] Female Marital Status: [  ] Divorced 

[  ] Asian [  ] CaucasianRace: [  ] Black/African [  ] Hispanic/Latino [  ] Native American [  ] Pacific Islander

Name Relationship Phone Number 

I N S U R A N C E  I N F O R M A T I O N

Primary Insurance Company: Subscriber's ID/ or SS#:

Policy Holder Name:
First Middle  Last 

Date of Birth:

Phone: Patient's Relationship to Responsible Party :

Address:
Street/Apt # City State Zip Code 

Gender:   [  ] Male    [  ] Female 

Secondary Insurance Company: Subscriber's ID/ or SS#:

Policy Holder Name:
First Middle  Last 

Date of Birth:

Phone: Patient's Relationship to Responsible Party :

Address:
Street/Apt # City State Zip Code 

Gender:   [  ] Male    [  ] Female 

R E L E A S E  O F  M E D I C A L  I N F O R M A T I O N

Gaurantor: Date of Birth: [  ] Check here if uninsured (Self Pay)

Name: Relationship:

Name: Relationship:

Medicare Patients Only
I authorize any holder of medical or other information about me to release to any carrier or the Social Security Administration and CMS or its intermediaries any information

needed for this or related Medicare claim. I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits to the party

who accepts assignment. Regulations pertaining to Medicare assignment of benefits apply.                *please initial: 

V I S I T

Reason for Your Visit Today? : 

How Long Have You Had This Problem? :

Symptoms:

Treatments You Have Tried:

517 W. 100 N. Ste #103 Providence, Ut 84332  |  1325 N. 600 E. Ste#101 Logan, ut 84341  | 970 Medical Drive #311 Brigham City, ut 84302

phone: (435) 554-8442  Fax: (435) 500-9167  Lonepinederm@gmail.com



M E D I C A L  H I S T O R Y

locations :

if yes, who and what type :

Have you Recently Had Any Of The Following 

Allergy Symptoms

Blisters

Bruising

Dryness

fever

hives

Itching

keloid

rash

Recurrent infection

suspicious lesion

weight change 

[   ]

[   ]

[   ]

[   ]

[   ]

[   ]

[   ]

[   ]

[   ]

[   ]

[   ]

[   ]

Have you had skin cancer :   [   ] Yes     [   ] no 

if yes :   [   ] melanoma     [   ] Basal Cell Carcinoma    [   ] squamous cell carcinoma    [   ] yes, but I don't know what type 

do you have any family history of skin cancer :   [   ] Yes     [   ] no 

mark any of the following diseases that you have had: 

 General 
[   ]  Artificial heart valves
[   ]  artificial joints
[   ]  asthma
[   ]  bleeding disorder
[   ]  blood clots
[   ]  cancer 

[   ]  depression
[   ]  dementia
[   ]  diabetes mellitus 1
[   ]  diabetes mellitus 2
[   ]  epilepsy
[   ]  hay fever

[   ]  heart disease
[   ]  hepatitis a - b - c
[   ]  high blood pressure
[   ]  kidney disease
[   ]  liver disease 
[   ]  lung disease

[   ]  mental / anxiety disorder
[   ]  Pacemaker
[   ]  seasonal allergies
[   ]  stroke
[   ]  thyroid disease  
[   ]  other 

 Skin
[   ]  Acne
[   ]  Actinic keratoses 
[   ]  alopecia/ hairloss
[   ]  dermatitis

[   ]  dysplastic mole 
[   ]  eczema 
[   ]  genital warts
[   ]  herpes

[   ]  hives
[   ]  itching
[   ]  psoriasis
[   ]  rosacea

[   ]  scabies
[   ]  shingles
[   ]  vitiligo
[   ]  warts

List any surgery you have had in the last 2 years :

M E D I C A T I O N S

List all medications prescribed and over the counter you are currently taking:

A L L E R G I E S

List any medications/products you are allergic to:

Mark any you have had an allergic reaction to : [  ]  Latex [  ]  lidocaine [  ]  epinephrine [  ]  iodine  [  ]  adhesives 

O T H E R

 former smoker      [  ]  yes    [  ]  no  tobacco use     [  ]  yes    [  ]  no  alcohol use     [  ]  yes    [  ]  no

 are you pregnant?  [  ]  yes  [  ]  no  are you breastfeeding?   [  ]  yes   [  ]  no  are you trying to conceive?      [  ]  yes    [  ]  no
*female patients only*

F I N A N C I A L  P O L I C Y  &  A C K N O W L E D G M E N T  O F  R E C E I P T  O F  N O T I C E  O F  P R I V A C Y  P R A C T I C E  

i authorize payment of insurance benefits, otherwise payable to me, directly to lone pine dermatology. I understand that I am financially responsible for all charges,

whether or not paid by insurance, and for all services rendered on my behalf or my dependents, even if services are deemed as *non-medically necessary" by my

insurance carrier. I understand co-payments are due at the time of service. I am responsible for providing correct/updated insurance so this office can bill my

insurance. I authorize lone pine dermatology to release any information required to secure the payment of benefits. I authorize the use of this signature on all

insurance submissions. in the event that payment in full for charges are not made, i agree to pay for all costs of collection including a collection fee and court costs. 

Patient or patient's representative signature date 
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