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PLEASE READ, IMPORTANT INFORMATION 

 
 
 
Dear Patient,   
 
 
Please fill out the enclosed paperwork and bring it with you to your appointment.  
If you want to mail it back to us, PLEASE ALLOW AT LEAST A WEEK FROM 
THE DAY OF YOUR APPOINTMENT, OTHERWISE WE MAY NOT RECEIVE IT 
IN TIME and you will be expected to fill out more paperwork on the day of your 
appointment.  If you are unable to fill out your paperwork, please have someone 
at home help you or bring someone with you that can help you.  Also BE SURE 
THAT YOU BRING YOUR INSURANCE CARDS and your drivers license to be 
copied.  WE CANNOT FILE YOUR INSURANCE WITHOUT YOUR ACTUAL 
INSURANCE CARD!  Otherwise your appointment will be rescheduled.  We do 
not bill for copays.  You will be responsible for your copay or deductible on the 
day of your appointment.  We do not call and get your insurance benefits.  If your 
insurance requires a Referral Number, please make sure you obtain one from 
your primary care physician BEFORE your appointment.  If one is not obtained 
before your appointment, your appointment will be rescheduled OR you will be 
required to pay in full.  We will file the insurance, but you will be reimbursed out 
of network benefits from us or your insurance company.  If you do not have 
insurance, PAYMENT IS REQUIRED IN FULL at the time of service.  
 
If you have any questions regarding this letter, please call before the day of your 
appointment.     
 
Thank You 
 
 
 
 
 
 
 
 
 
 



HIPAA NOTICE OF PRIVACY PRACTICES 
Stephen J. Beck, M.D. 

Dermatology and Skin Cancer Clinic, P.A. 
901 Walnut Hill Drive 

Longview, Texas 75605-5054 
(903) 757-8878 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DIS-
CLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 
CAREFULLY.   
 
This Notice of Privacy Practices describes how Dermatology & Skin Care Clinic, P.A. may use and disclose your 
protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other 
purposes that are permitted or required by law.  It also describes your rights to access and control of your protected 
health information.  “Protected health information” is information about you, including demographic information, 
that may identify you and that relates to your past, present or future physical or mental health or condition and re-
lated health care services.   
 
Uses and Disclosures of Protected Health Information: Your protected health information may be used and dis-
closed by Dr. Stephen J. Beck, our office staff and others outside of our office that are involved in your care and 
treatment for the purpose of providing health care services to you, to pay your health care bills, to support the op-
eration of the physician’s practice, and any other use required by law.   
Treatment: Dermatology & Skin Cancer Clinic, P.A. will use and disclose your protected health information to 
provide, coordinate, or manage your health care and any related services.  This includes the coordination or man-
agement of your health care with a third party.  For example, we would disclose your protected health information, 
as necessary, to a home health agency that provides care to you.    For example, your protected health information 
may be provided to a physician to whom you have been referred to ensure that the physician has the necessary in-
formation to diagnose or treat you. 
 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care ser-
vice.  For example, obtaining approval for surgery in our office may require that your relevant protected health 
information be disclosed to the health plan to obtain approval for the surgery.   
 
Healthcare Operations:  Dermatology & Skin Cancer Clinic, P.A. may use or disclose, as needed, your protected 
health information in order to support the business activities of your physician’s practice.  These activities include, 
but are not limited to, quality assessment activities, employee review activities, licensing, and conducting or ar-
ranging for other business activities.  For example, we may use a sign-in sheet at the registration desk where you 
will be asked to sign your name and indicate your appointment time.  We may also call you by name in the waiting 
room when Dr. Beck is ready to see you.  We may use or disclose your protected health information, as necessary, 
to contact you to remind you of your appointment, or of a missed appointment.   
Dermatology & Skin Cancer Clinic, P.A. may use or disclose your protected health information in the following 
situations without your authorization.  These situations include:  as Required By Law, Public Health issues as re-
quired by law, Communicable Diseases:  Health Oversight: Abuse or Neglect:  Food and Drug Administration re-
quirements:  Legal Proceedings:  Law Enforcement:  Coroners, Funeral Directors, and Organ Donation:  Research:  
Criminal Activity:  Military Activity and National Security:  Workers’ Compensation: Inmates:  Required Uses 
and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the De-
partment of Health and Human Services to investigate or determine our compliance with the requirements of Sec-
tion 164.500.   
 
Other Permitted and Required Uses and Disclosures Will Be Made Only with Your Consent, Authorization or 
Opportunity to Object unless required by law.   
 
You may revoke this authorization at any time in writing, except to the extent that Dr. Beck or Dermatology & 
Skin Cancer Clinic, P.A. has taken an action in reliance on the use or disclosure indicated in the authorization.   
 
 



Your Rights  
Following is a statement of your rights with respect to your protected health information.   
 
You have the right to inspect and copy your protected health information.   Under federal law, however, you 
may not inspect or copy the follow records:  psychotherapy notes, information compiled in reasonable anticipation 
of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is sub-
ject to law that prohibits access to protected health information.  
  
You have the right to request a restriction of your protected health information.  This means you may ask us 
not to use or disclose any part of your protected health information for the purposes of treatment, payment or 
healthcare operations.  You may also request that any part of your protected health information not be disclosed to 
family members or friends who may be involved in your care or for notification purposes described in this Notice 
of Privacy Practices.  Your request must state the specific restriction requested and to whom you want the restric-
tion to apply. 
Dr. Stephen Beck is not required to agree to a restriction that you may request.  If Dr. Beck believes it is in your 
best interest to permit use and disclosure of your protected health information, your protected health information 
will not be restricted.  You then have the right to use another Healthcare Professional.   
 
You have the right to request to receive confidential communications from us by alternative means or at an 
alternative location.  You have the right to obtain a paper copy of this notice from us upon request, even if 
you have agreed to accept this notice alternatively (i.e. electronically).   
 
You may have the right to have your physician amend your protected health information.  If Dermatology & 
Skin Cancer Clinic, P.A. denies your request for amendment, you have the right to file a statement of disagreement 
with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.   
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected 
health information.   
Dermatology & Skin Cancer Clinic, P.A. reserves the right to change the terms of this notice and will inform you 
by mail of any changes.  You then have the right to object or withdraw as provided in this notice.   
 
Complaints 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have 
been violated by us.  You may file a complaint with us by notifying our privacy contact of your complaint.  We 
will not retaliate against you for filing a complaint.   
 
 
This notice was published and becomes effective on/or before April 14, 2003.   





MINOR PATIENT REGISTRATION FORM 

THIS SECTION MUST BE COMPLETED FOR ALL PATIENTS:  TODAY’S DATE ______/______/______  

Name: _______________________________________________________________________________________ 
                                  Last                                         First                                     Middle 

Prefer to be called:  ________________________ 
 
Date of Birth: ______/______/______   Sex:         Male        Female    Social Security Number: ______-____-______ 

 
Mailing Address _________________________________________________________________________________ 
                                                                                                                City                         State                    Zip 

Home Phone: (         )  __________________________        

Mother’s Name: ____________________________________________________________________ 
                                  Last                                           First                                     Middle 

Mother’s Date of Birth:  ______/______/______                    Social Security Number:  ________-____-________ 

Employer:  _________________________________             Employer Phone:  (        )  ____________________ 

 
Father’s Name:  _________________________________________________________________________________ 
                                  Last                                           First                                      Middle 

Father’s Date of Birth:  ______/______/______                     Social Security Number: ______-____-______ 

 Employer:  _________________________________             Employer Phone:  (        )  ____________________ 

INSURANCE COVERAGE—PRIMARY: 

Insurance Co. Name:  _____________________________________________________________________________ 

Name of Policy Holder (Insured):  ___________________________________________________________________ 

Policy Holder (Insured) Date of Birth: ______/______/______ 

INSURANCE COVERAGE—SECONDARY: 

Insurance Co. Name: _____________________________________________________________________________ 

Name of Policy Holder (Insured): ___________________________________________________________________ 

Policy Holder (Insured) Date of Birth:  ______/______/______ 

Please present insurance card(s) and photo ID to the receptionist so copies can be made. 

FINANCIAL POLICY: 
 
In order to establish optimal relations with our patients and avoid misunderstanding regarding our payment policies, 
our staff is trained to inform you of the policies of our office.   
 
It is the policy of this office that the adult presenting the child for treatment is responsible for payment of the patient 
portion at the time of service (e.g., deductible, co-payments, and non-covered services.) 

 
_______________________________________________            _______/________/________ 

                       Signature of parent or legal guardian                                          Date 

  



REFERRAL INFORMATION, PATIENT FINANCIAL POLICY AND                             
SIGNATURE ON FILE 

Patient Name:  __________________________________________________  Today’s Date:  ______/______/______ 

Referred By:  ___________________________________________________ 

Primary Care Physician:  __________________________________________  Phone: (        )  ___________________ 

EMERGENCY CONTACT INFORMATION: 

In case of emergency, who should be notified?  ________________________________________________________ 

Relationship:  _________________________________________  Phone:  (        )  ____________________________ 

Do you give our office permission to discuss your medical information (biopsy results, etc.) with family         
members?              YES            NO         If yes, please provide their names and phone numbers below.   

 
(1)  Name:  ____________________________________________  Relationship:  ____________________________ 

 
Phone (day):  (        )  ________________________       Phone (evening):  (        )  ____________________________ 

 
(2) Name:  _____________________________________________ Relationship:  ____________________________ 

 
Phone (day):  (        )  ________________________       Phone (evening):  (        )  ____________________________ 

 
 
May we discuss financial information with family members?               YES           NO 

May we leave personal medical information (biopsy results, etc.) on your answering machine at home? 
              
              YES           NO 

Do we have permission to use an automated telephone system to confirm your appointment? 

              YES           NO 

May we e-mail personal medical information to you? 

              YES           NO   E-mail address:  ______________________________________________________ 

RECEIPT OF NOTICE OF PRIVACY PRACTICES: 

My signature below indicates that I have received and./or reviewed a copy of my physician’s Notice of Uses and   
Disclosures of Protected Medical Information (Notice of Privacy Practices). 

 
Patient or Responsible Party Signature:  ____________________________________  Date:  ______/______/______ 

 
PAYMENT POLICY: 

PPO or other managed care patients:  You will be responsible for paying your annual deductible, co-payment and 
charges for any non-covered, cosmetic services at the time of service.  For your convenience, we accept Visa,   
Mastercard and Discover. 

Patient or Responsible Party Signature:  ____________________________________  Date:  ______/______/______ 

 

  

  

  

 

  

 



DERMATOLOGY MEDICAL HISTORY 

Patient:  ___________________________________________________________  Date:  ______/______/______ 

Reason for today’s visit:  __________________________________________________________________________ 

Are you allergic to any medications?            YES              NO     If yes, list below: 
1.  ________________________________________       2.  ___________________________________________ 

Have you ever had dental anesthesia (Novocain)?          YES              NO    Any bad reaction?         YES            NO 

List all medications you are currently taking (including prescriptions, over-the-counter meds., vitamins, and herbals): 
1. ______________________                3.  _____________________                5.  _____________________ 
2. ______________________                4.  _____________________                6.  _____________________ 

Do you have now, or have you ever had diseases or conditions of:  (Please check YES or NO) 
Lungs:                                       YES     NO 
       Bronchitis                               
       Emphysema 
       Asthma 
       Chronic Cough 
       Morning Cough 
       Shortness of Breath 
       Wheezing 
 
Cardiovascular:                       YES     NO 
       High Blood Pressure 
       Chest Pain 
       Heart Attack 
       Heart Murmur 
       Irregular Heartbeat 
       Phlebitis 
              Inflammation of vein 
              Blood clots 
Pacemaker 

Other Systemic:                                           YES     NO 
       Diabetes 
                Excessive thirst/hunger 
                Amputation 
       Thyroid 
       Kidney 
                Dialysis 
       Bladder 
                Frequency/Burning 
       Gastrointestinal 
                Stomach absorptive disorder 
                Nausea, vomiting, diarrhea  
                when taking antibiotics 
       Yeast Infection when taking antibiotics 
       Arthritis/Joint Deformity 
                 Arthralgia 
                 Limited motion 
                 Artificial joint 
       Convulsions, Epilepsy or Seizures 
       Fainting          
 List any other diseases or conditions:  __________________________________________________________________ 

List surgical procedures you have had in the last 6 months: _________________________________________________ 
Skin:      Have you ever had skin cancer?                                           YES          NO            
               Has anyone in your family had skin cancer?                        YES          NO            
               Do you have a history of any specific skin disease?            YES          NO            
               Do you have problems with healing?                                   YES          NO            
               Do you develop keloids (scars) after surgery?                     YES          NO            
               Do you bleed easily?                                                            YES          NO            
               Do you develop skin rashes in reaction to     Medications     Food     Environment     Bandages     Topical Neosporin  
                                                                                       Other __________________________________________________________    

Social History: 
Do you drink alcohol?               YES          NO       If YES ________ drinks per day          
Do you use IV drugs?                YES          NO       If YES, what? ________________ How often?  ___________________________          
Do you smoke?                          YES          NO       If YES, how much?  _________________________________________________     
Have you had or have you been exposed to HIV (AIDS)?           YES          NO            

Please answer the following questions:    (Women)  Are you pregnant?        YES          NO   Due Date ______/______/______          
 
What is your occupation?  _____________________________    Hobbies?  __________________________________________ 

Completed by:       Patient    __________________________________________________________ Date:  ______/______/______ 
                                                                                Signed by Patient                               
                                Medical Assistant  ______    
                                                         (Initials) 
Reviewed by ___________________________________________________ Date:  ______/______/______ 
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