
Brazos Valley Dermatology 

Marital Status: S MW D 
PATIENT REGISTRATION 

Patient's Name_----e:,,------==------....,,..,:-:"":"""=-=---·Date ofBirth __________ Age: __ Sex: M 
Last First Middle 

F 

Billing Address. ___________________ City _______ State ____ Zip ___ _ 

Telephone _________ Work Phone Number ________ Cell Phone Number _____ _ 

Email ___________________ _ 

Patient's Employer ________________ Address. _______________ _ 

Spouse's Name. ______________ Spouse's Employer _______________ _ 

Address ofEmployer ___________ .Spouse's Work Phone Number ________ _ 

Spouse's Date of Birth ____________ _ 

Person Responsible for Bill ____________ _ 

Address (if different from above} ___________ City ______ State. ______ Zip ___ _ 

Phone Number (if different from above) _____________ _ 

Nearest relative or contact person: Name _________________ Address _________ _ 

City _______ Telephone ________ Relationship to patient ___________ _ 

INSURANCE INFORMATION -Pleaseprovideuswlthyourinsurancecard(s)tocopyforour records. 

Medicare Number ___________ _ 

Primary Insurance ___________ _ Address ________________ _ 

Insurance Telephone ____________ P.olicy # _________ Group# ______ _ 

Insured's Name __________ Patient's relationship to insured _Self _Spouse _Child _Other 

Insured's Date of Birth ________ _ 

Secondary Insurance __________ _ Address ________________ _ 

Insurance Telephone _____________ Policy# ____________ Group # ____ _ 

Insured's Name ___________ Patient's relationship to insured _Self_Spouse _Child _Other 

Insured's Date of Birth ________ _ 

PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 

I authorize the provider or insurance company to release any information required for this claim. I authorize my 
insurance benefits to be paid directly to Jason M. Weaver, M.D., P.A. I understand that even though I have assigned 
benefits to be paid directly to Jason M. Weaver, M.D., P.A., I am still responsible for the entire bill. 

Signed ________________ _ Date: ________ _ 









Name: ______________________________________________________________________________ 

Skin Disease History: (please circle all that apply) 
Acne  
Actinic keratosis  
Dry skin  
Basal cell carcinoma  
Poison ivy  
Precancerous moles  
Eczema  
Asthma  

Hay fever/Allergies  
Malignant melanoma  
Itchy scalp  
Psoriasis  
Squamous cell carcinoma  
Sunburn of second degree 
Other: 
 

Do you wear sunscreen?      Yes     No 
If yes, what SPF? 
Do you tan in a tanning salon?     Yes     No 
Do you have a family history of Melanoma?     Yes     No 
If yes, which relative? ___________________________________ 

Medications: (please list all current medications) 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________ 

Allergies: (please list all allergies) 
_____________________________________________________________________________________________
_____________________________________________________________________________ 

Social History: (please circle all that apply) 

     Currently smokes- daily  

     Currently smokes- not daily  

Has smoked in the past  

Has never smoked  

Drug use  

None 

Do you consume more than 5 alcoholic drinks daily? 
     Yes     No 

For patients 65 and older: Have you received a pneumonia vaccination? 
     Yes     No 

Have you receive a flu vaccination? 
     Yes     No 

Do you have a healthcare proxy in the event you are unable to make your own medical decisions?  

     Yes     No 

Review of Systems: Are you currently experiencing or have any of the following? (please circle all that apply) 

Pacemaker 
Defibrillator 
Artificial joints within the past two years 
Artificial heart valve  
Allergy to adhesive  
Allergy to topical antibiotics 
Allergy to lidocaine  

Blood thinners or easy bleeding  
Pregnancy or planning a pregnancy  
GI upset with antibiotics  
Problems with scarring (hypertrophic or keloid)  
Immunosuppression  
Changing mole  
Rash 




