




REGISTRATION 
(PLEASE PRINT) The Palmetto Skin and Laser Center 

1563 Health Care Drive 
Rock Hill, SC 29732 

803‐329‐6030 
 

PATIENT INFORMATION 
 

Date   Driver’s License No   Home Phone   

Name   Soc. Sec. #   
Last Name First Name Initial 

Address            

City      State      Zip   

Cell Phone    E‐mail          

Sex  M  F Age   Birthdate     Single  Married  Widowed  Separated  Divorced 

Patient Employed by         Occupation    

Business Address       Business Phone    

Whom may we thank for referring you?           

In case of emergency, who should be notified?      Phone     

PRIMARY INSURANCE 

 
Person Responsible for Account   

Last Name    First Name    Initial 

Relation to Patient     Birthdate       Soc Sec #    

Address (if different from patient’s)        Phone    

City    State        Zip      

Person Responsible Employed by       Occupation      

Business Address        Business Phone    

Insurance Company              

Contract #   Group #     Subscriber #     

Names of other dependents covered under this plan   

ADDITIONAL INSURANCE 
Is patient covered by additional insurance?  Yes  No 

Subscriber Name     Relation to Patient       Birthdate   

Address (if different from patient’s)        Phone    

City    State       Zip     

Subscriber Employed by       Occupation     

Insurance Company      Soc Sec #       

Contract #   Group #     Subscriber #     

Names of other dependents covered under this plan             

ASSIGNMENT AND RELEASE 
I, the undersigned, certify that I (or my dependent) have insurance coverage with   and assign 
directly to The Palmetto Skin & Laser Center, LLC all insurance benefits, if any, otherwise payable to me for services rendered. I 
understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to 
release all information necessary to secure the payment of benefits. I authorize the use of this signature on all insurance 
submissions. 
 
Signature   



The Palmetto Skin and Laser Center 
Authorization for Release of Information 

 

Palmetto Skin & Laser Center, LLC is authorized to release protected health information about the above-named patient to the entities 
named below. The purpose is to inform the patient or others in keeping with the patient’s instructions. 

    

RELEASE INFORMATION TO ME   
 HOME #: _________________________________  
  
 CELL #: _________________________________     OK to leave Voicemail  

  

RELEASE INFORMATION TO SOMEONE ELSE 
  
 NAME: __________________________________ 
  
 PHONE #: ________________________________ 
  
 RELATIONSHIP: _________________________ 
  

        
                       All information 
 

                       Appointment information   
 

                       Medical information  
 

                              Billing/financial information     

  
 NAME: __________________________________ 
  
 PHONE #: ________________________________ 
  
 RELATIONSHIP: _________________________ 
  

 
                       All information 
 

                       Appointment information   
 

                       Medical information  
 

                       Billing/financial information      

 

Patient Information  
I understand that I have the right to revoke this authorization at any time and that I have the right to inspect or copy the protected 
health information to be disclosed as described in this document. I understand that a revocation is not effective in cases where the 
information has already been disclosed but will be effective going forward. I understand that information used or disclosed as a result 
of this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state law.    
   
I understand that I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing. This 
authorization shall be in effect until revoked by the patient.  
 
 

____________________________________________________________                 _________________________  
Signature of Patient or Personal Representative                                                              Date 
  
 
Description of Personal Representative’s Authority (attach necessary documentation) _________________________  
  
 
 ____________________________________________________________                 _________________________  
PSL Employee Witness                                                                                                    Date 

PATIENT IDENTIFICATION  
 
 NAME OF PATIENT: _____________________________   DATE OF BIRTH: ______________________                                                                              



The Palmetto Skin and Laser Center 
Medical History 

We appreciate your effort in completing the following questions.  
 

Name:  Date of Birth:   Chart #   Date:   
 

MEDICATION ALLERGIES:   
 

Have you had an allergic reaction to: Latex/rubber:  Yes  No Adhesive tape:  Yes  No  Local anesthesia:  Yes  No 
 

MEDICATIONS: (Please list ALL medications): 
 
 
 

MEDICAL HISTORY: Do you have now, or have you ever had any of the following symptoms or diseases? 

 Seasonal allergies 
 Eczema 
 Hives 
 Cold Sores 
 Vision loss/Eye Pain 
 Cataracts 
 Glaucoma 

 Poor healing 
 Anemia 
 Bleeding disorder 
 Blood clots 
 Diabetes 
 Thyroid problems 
 Liver disease 

 Heart disease 
 High blood pressure 
 Pacemaker/Defibrillator 
 Emphysema/COPD 
 Asthma 
 Kidney disease 

 Epilepsy 
 Dizziness 
 Stroke 
 Facial weakness 
 Facial numbness 
 Hearing loss/ear pain 
 Cancer   

 Anxiety/Panic attacks 
 Depression 
 Claustrophobia 
 Tuberculosis 
 Accutane Therapy 

 Are you required to take ANTIBIOTICS prior to minor surgery? Why?   

Do you have or have you been exposed to HIV/AIDS? 
Do you have or have you been exposed to Hepatitis? 

 Yes  No 
 Yes  No 

Do you have artificial joints/parts? 
Alcoholism/Drug Abuse? 

 Yes  No 
 Yes  No 

Have you ever had local anesthesia (numbing shots)?   Yes  No 
Any adverse reaction?  Yes  No 

Do you take aspirin or blood thinners 
daily? 

 
 Yes  No 

List any other conditions we should know about:   
List surgical procedures you have had in the last 6 months:   

 

SOCIAL HISTORY 
Do you smoke cigarettes or use tobacco?  Yes  No 
Do you drink alcohol?  Yes  No 
Do you use recreational/street drugs?  Yes  No 

 
Are you pregnant or planning to  Yes  No 
become pregnant? 
Do you use contraception?  Yes  No 

 

FAMILY HISTORY 
 Allergies    Eczema    Asthma    Hay fever    Acne   

 Psoriasis    Skin problems (explain)    Cancer (other than skin)   

 Skin Cancer (specify melanoma, squamous cell, basal cell)   
 

SKIN HISTORY 
When you are exposed to the sun do you:  Tan Only  Tan more than burn  Burn more than tan  Burn only 
Would you describe your CURRENT (last 2 years) sun exposure history as:  Minimal  Moderate  Maximal 
Do you actively seek a tan (‘laying out’ or tanning bed)?   Yes  No 
Do you regularly use sunscreen?  Yes  No 
Have you had blistering sunburns?  Yes  No 
Do you form keloids or hypertrophic (thick) scars?  Yes  No 
Have you had cosmetic procedures?  Yes  No  What?   

Were you happy with the results? Explain:   

Are you interested in cosmetic procedures or treatment of sun damaged or aging skin?  Yes  No 
Have you ever visited a dermatologist?  Yes  No Reason?   Therapy?   

Do you have a history of any specific skin diseases?  Yes  No if yes, please explain:   
 

Completed by:   

Patient/Guardian 
Date:   

















 
The Palmetto Skin and Laser Center 

 
Acknowledgement of Receipt 
of Notice of Privacy Practices 

(Please return this form to the front office staff) 
 
 
 

Patient Name: (please print)   
 

I have received a copy of the Notice of Privacy Practices for the above named practice. 
 
 
 
 

Signature of Patient/Guardian Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

For Office Use Only 
We were unable to obtain a written acknowledgement of receipt of the Notice of Privacy Practices because: 

 

 An emergency existed and signature was not possible at the time. 
 The individual refused to sign. 
 A copy was mailed with request for signature by return mail. 
 Unable to communicate with the patient for the following reasons: 

 

 
 

 Other:   
 

 
 

Prepared by:   

(Signature) 
Date:   



MRN:   
 

 

The Palmetto Skin and Laser Center 

Credit Card Authorization 
 

Patient Name (please print):   DOB:   

 
As part of our continuing effort to streamline our office making it more efficient and convenient for our 
patients, The Palmetto Skin and Laser Center utilizes the latest technology regarding bill payment. 

 

We request that you leave a credit card number on file with us until your insurance company has paid 
their portion and notified us of the amount remaining deemed as your responsibility. At that time, any 
remaining balanced owed by you will be charged to this credit card, and a copy of the charge will be 
mailed to you, indicating the balance paid in full. 

 

The obvious benefit to our patients is the convenience it provides to quickly pay the remaining balance 
due to our office. Because streamlines our payment process, the ultimate benefit is in keeping your 
health care costs down. 

 

This in no way will compromise your ability to dispute a charge or question your insurance company’s 
determination of payment. 

 

Please note that this policy does not affect co‐pays that are due at the time of the visit. 
 
 
 
 

 

I authorize The Palmetto Skin and Laser Center to charge outstanding patient portion balances for me 
and my dependents to the following credit card: 

 

Please Circle: VISA MASTERCARD OTHER:   
 

Card Number:   
 

Expiration Date:   CCV Code (on back):   
 

Billing Address:   
 

City/State/Zip:   
 

Name on Card:   
 

Signature of Cardholder:   
 

PSL Employee Witness:   










	We are honored that you have chosen our practice for your dermatology care. Whether you are coming to us for general skin care concerns or for cosmetic services, our number one priority is you, your healthy skin, and your time. You will find that you ...
	We encourage you to get to know our practice by visiting our website at www.palmettoskinandlasercenter.com. You can browse at your leisure and learn more about our philosophy on patient care, our physicians and their expert credentials, our state-of-t...
	We also offer a wide range of cosmetic treatments where we help you improve your skin’s cosmetic health. We want your skin to be healthy and for you to be happy with how it looks and feels. Please browse our website to get a full description of servic...
	In this packet, you will find registration, medical history, office policy, and privacy forms. Please complete each of the forms, bring the packet with you to your first appointment, and plan to arrive thirty minutes early. If appropriate, please remo...



