PATIENT INFORMATION SHEET—PLEASE PRINT O New Patient O Info Update
NAME:

LAST FIRST Ml
HOME ADDRESS:
STREET CITY STATE ZIP CODE
HOME #: ( ) - WORK #: ( ) - CELL #: ( ) -
SS# - - DRIVER’S LICENSE #:
DATE OF BIRTH: / / AGE: SEX: M F MARITALSTATUS: S M D W
EMAIL:
a
EMPLOYER: OCCUPATION:
WORK ADDRESS:

MAY WE CONTACT YOU AT ANY OF THE ABOVE PHONE #? U YES U NO IF NO, HOW MAY WE CONTACT YOU?

NAME OF FRIEND OR RELATIVE NOT LIVING WITH YOU:

NAME PHONE
ARE YOU ALLERGIC TO ANY MEDICATIONS? [ YES 0O NO KNOWN ALLERGIES
IF YES, PLEASE SPECIFY
HAVE YOU EVER HAD COLD SORES? O YES Q No
PERSON RESPONSIBLE FOR PAYMENT: RELATIONSHIP:
NAME
SPOUSE INFORMATION
NAME: DATE OF BIRTH: / /
LAST FIRST
WORK #: ( ) - MOBILE #: ( ) - SS#: - -

EMPLOYER NAME & ADDRESS:

NOTICE OF PRIVACY PRACTICE WRITTEN ACKNOWLEDGEMENT RECEIPT

I ACKNOWLEDGE RECEIPT OF NISSAN PILEST, M.D. INC.’S PRIVACY PRACTICE PAMPHLET. (LOCATED @ SIGN-IN DESK)

SIGNATURE: DATE:

AS A COURTESY, OUR OFFICE WILL REMIND YOU OF YOUR UPCOMING APPOINTMENTS VIA PHONE OR EMAIL.
THERE WILL BE A CHARGE OF $100 FOR MISSED APPOINTMENTS NOT CANCELLED 48 HOURS PRIOR TO
SCHEDULED APPOINTMENT TIME. THANK YOU FOR YOUR UNDERSTANDING!

THERE IS A FEE FOR ALL OFFICE VISITS/ICONSULTS. FOR COSMETIC CONSULTS, THIS FEE MAY BE APPLIED
TOWARDS ANY COSMETIC TREATMENT(S) RENDERED ON THE DAY OF YOUR APPOINTMENT, OR WITHIN 30
DAYS OF YOUR INITIAL VISIT. PAYMENT IS EXPECTED IN FULL AT THE TIME OF EACH VISIT FOR ALL SERVICES
RENDERED, AS WELL AS SKIN CARE PRODUCTS. SKIN CARE PRODUCTS ARE NON-REFUNDABLE.

SIGNATURE: DATE:

PAYMENT—WE DO NOT TAKE PERSONAL CHECKS. WE ACCEPT CASH AND CREDIT/DEBIT CARDS ONLY. THANK YOU!

THANK YOU FOR VISITING US TODAY!




