
Patient Information Form 

   ���� New Patient   ���� Name Change   ���� Address Change   ���� Insurance Change 
 

ALL SECTIONS MUST BE COMPLETED FOR ALL PATIENTS:                                                                   Today’s Date_____/_____/_____ 

Patient Name: ____________________________________________________________________________________________________  
   Last     First     Middle Initial 

Date of Birth: _____/_____/_____    Age: _____    Social Security #: _________________________________        Sex: � Male  � Female 
 
ADDRESS: 
Mailing Address: __________________________________________________________________________________________________  
    Street    City   State   Zip 

Secondary Address: _______________________________________________________________________________________________  
    Street    City   State   Zip 

Home Phone: (    ) _____________________   Work Phone: (    ) _______________________ Cell Phone: (    ) _______________________ 

Emergency Contact Phone: (    ) ______________________   Email Address: __________________________________________________   

Marital Status:  � Single  � Married  � Divorced  � Widowed  � Separated 

Occupation:  ______________________________________________________________________________________________________ 

Primary Care Physician: ____________________________________ Referred by: _____________________________________________ 
 

PARENT OR RESPONSIBLE PARTY (if different from patient) 

Name: __________________________________________________________________________________________________________  
   Last     First     Middle Initial 

Address: _________________________________________________________________________________________________________  
   Street    City   State   Zip 

Home Phone: (     ) _____________________ Work Phone: (     ) _______________________ Cell Phone: (     ) ______________________                                                                                 

Date of Birth: _____/_____/_____    Age: ______     Social Security #: ________________________________         Sex: � Male  � Female 
 
INSURANCE COVERAGE – PRIMARY HOLDER INFORMATION 
 

Insurance Co. Name: ______________________________________________________ Phone: (     ) ___________________ Ext:  ______ 

Address of Claim Center: ____________________________________________________________________________________________ 

City, State, Zip: ___________________________________________________________________________________________________  
 
 

Policy Type: � HMO  � PPO     Policy #:  __________________________________ Group Name or #:____________________________ 

Name Policy Holder (Insured): _______________________________ Date of Birth: ____/_____/____ Social Security #: _________________ 

Address: _________________________________________________________________________________________________________ 
   Street    City   State   Zip 
Check relationship:  � Mother  � Father  � Other________________________________________________      Sex: � Male  � Female 

                             Identify 

INSURANCE COVERAGE – SECONDARY 
Insurance Co. Name: _____________________________________________________   Phone: (      ) ___________________ Ext:  ______ 

Address of Claim Center: ____________________________________________________________________________________________ 

City, State, Zip: ___________________________________________________________________________________________________ 

Policy Type: � HMO  � PPO     Policy #:  _________________________________ Group Name or #:  _____________________________  
 

Policy Holder (Insured): ________________________________________ Date of Birth: ____/____/____ Social Security #: _______________ 

Address:  ________________________________________________________________________________________________________ 
   Street    City   State   Zip 

Please Attach a Copy of Patient’s Insurance Card (Both Sides) 



Medical History & Medication Form 

 

PATIENT NAME: _________________________________________________________________ DATE: ____________________ 

 

Primary Care Physician:  _______________________________  Referred to our  Office by: _________________________________ 

 

CHIEF COMPLAINT: 

Please describe the reason for visiting:  

___________________________________________________________________________________________________________ 

 

_________________________________________________________________________________________________________ 

 

MEDICAL HISTORY: 

Past Skin History             Yes       No   Add’l  Comments         Past Skin History                   Yes      No   Add’l Comments 

No Significant  History  _____    Malignant Melanoma    

Acne    Nail Disease    

 Actinic Keratosis (Precancers)    Photosensitivity    

Basal Cell Carcinoma    Psoriasis    

Contact Dermatitis    Rosacea    

Dysplastic Nevus (Abnormal Cells)    Squamous Cell Carcinoma    

Eczema/ Dermatitis    Urticarial (Hives)    

Hair Loss    Vitiligo    

History of Sunburns    Xerosis (Excessive dry skin)    

Lupus    Other: (Not Listed)    

  

Past Medical  History              Yes       No    Affected Family Member    Past  Medical  History            Yes     No     Affected Family Member 

No Significant  History  _____    Abnormal Bleeding    

Bleeding Disorder    Adopted    

 Cancer (other than skin cancer)    Autoimmune Disorders    

Communicable Disease: 

Hepatitis/TB/Syphilis/HIV 

  
 Non Melanoma Skin Cancer 

  
 

Diabetes    Kidney Disease    

Gastro Disease/Ulcers    Lupus    

Heart Disease    Malignant Melanoma    

High Blood Pressure    Eczema Disease/Thyroid    

Liver Disease    Psoriasis    

Thyroid  Disease    Skin Disease    

Other: (Not Listed)    Vitiligo    

 

ARTIFICIAL HARDWARE:  Do you currently have any of the following: 

                 Yes     No   Add’l  Comments                                                            Yes      No   Add’l  Comments     

Artificial Hip    Heart Valve Replacement    

Pacemaker    Mitral Valve Prolapse    

 Defibrillator    NONE  _____    

 

 



 

PREVIOUS SURGERIES:  Please list surgery and dates and whether there were any complications with anesthesia 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

FEMALE QUESTIONS               Yes     No    Add’l  Comments                                                           Yes     No    Add’l  Comments 

Are you Pregnant?    Are you taking Birth Control?    

Are you breastfeeding?    Do you have a BC Implant?    

Date of your last menstrual cycle?    NONE  _____    

 

 

ALLERGIES TO:                        Yes     No    Add’l  Comments                                                           Yes     No    Add’l  Comments                                                                  

Neomycin    Other Medications:    

Xylocaine    FOOD:    

 Lidocaine    NONE  _____    
 

 

 

 

ADDITIONAL MEDICATIONS:  Please list the current medications you are taking (name and dosage):  

___________________________________________________________________________________________________________ 

 

_________________________________________________________________________________________________________ 

 

ADDITIONAL QUESTIONS:       

Are you a smoker?             Yes     No           How many Years?  ____________   Number of cigarettes per day?  ________________ 

Do you drink Alcohol?       Yes     No          Socially or Daily?   ____________   Number of Drinks per day?       ________________ 

Do you use Drugs?              Yes     No        Recreational/Daily?   ____________  Type of Drug Used?                  ________________              

         

Print Patient Name:   _______________________________________  Date: _____________________________ 

 

Patient Signature:      _______________________________________  Date: _____________________________ 

 



 
Patient Financial Policy 
 
Welcome to Bay Dermatology and Cosmetic Surgery, P.A. We are dedicated to providing the best possible care and service to you at our 
dermatology practice. Your complete understanding of your financial responsibilities is an essential element of your care and treatment. 
Please read carefully the Financial Policies as described below. 
 
Payment of Services 

Payment for services rendered is ultimately the patient’s responsibility. Your insurance is a contract between you and your insurance 
company. It is YOUR responsibility to give us the correct information about your insurance plan. If you cannot provide a current medical 
insurance card, full payment must be made at the time of service. For your convenience we accept cash, personal checks, most major 
credit and debit cards. Quick Pay and CareCredit are an extended payment option. 
 
Co-Payments and Deductibles 

Your insurance company requires you to pay your co-pay at the time of service. Failure to pay is a violation of your contract with your 
insurance company. Please do not ask us to bill you for co-pay. Procedures (e.g., treatment affords injections etc.) are considered 
“surgical procedures” and the fees for these services may require separate surgical deductible, copayment or co-insurance. Any 
deductible, co-insurance, or full payment is due at the time services are rendered.  We cannot waive co-payments, deductibles, co-

insurance or non-covered service amounts defined as patient responsibility under the terms of our contract with various health plans. We 
make every effort to follow the guidelines required by your insurance company. However every insurance contract is unique. If you do not 
inform us of any special requirements in your plan and we subsequently perform a service that is denied, we have no choice but to bill you 
directly for those charges.   If payment is not received from your insurance company within 45 days, you will be billed for the services 
rendered. You will also be billed for any services not covered by your insurance company. Non-emergency treatment will be denied unless 
non-covered charges and co-pays have been paid and insurance billing is approved under the insured’s policy.   
 
Collections Policy  

If you have an outstanding balance, we will mail you a statement monthly. A prompt response is expected. Failure to pay your portion of 
insurance allowable is a violation of your insurance contract and could result in insurance cancellation. If you default on your promised 
payment, our policy is to refer to a collection agency. The balance will accrue a monthly interest fee and an additional fee for the 

expenses related to collections. Checks returned to our office for non-sufficient funds (NSF) will incur a $30 service charge.   
 
Cancellation/Missed Appointments 

Patients are seen by appointment.  If you cannot keep your appointment it is your responsibility to call at least 24 hours in advance. 
Appointments set for cosmetic or aesthetician services not cancelled 24 hours in advance will automatically be charged $25.00.  Families 
(three or more), who miss their same day appointments and fail to provide a minimum of 24 hour notice, unduly inconvenience the practice, 
and will incur a mandatory $250.00 service charge.  In addition, patients who pay a deposit for a laser service and fail to cancel their 
scheduled appointment within 24 hours of the service will incur a mandatory $250.00 service charge. 
 
Laboratory Fees 

We try to utilize contracted laboratories for biopsies. When skin growths are biopsied or removed, there are two separate charges. First 
there is a charge for the actual biopsy/removal performed. Second, there is a lab charge for preparing and examining specimen slides 
under a microscope. Lab charges occur on a different date. If the specimen slides require a second opinion or special stain, an 
independent lab (not owned by our practice) will bill your insurance carrier for additional fees. If you have questions about these additional 
lab fees, please contact the lab directly as these fees are not charged by our office. 
 
Prescription Information 

Bay Dermatology and Cosmetic Surgery LLC, in order to provide the best possible patient care, have an investment interest in Advanced 
Rx Pharmacy.  As a patient you may be prescribed medication that can be filled at Advanced Rx Pharmacy located at 7500 Gulf Blvd., 
Suite B, St. Pete Beach, FL 33706.  You have the option of obtaining the prescription ordered by your provider at the pharmacy of your 
choice.  By signing below you acknowledge that if you decide to have your prescription filled at Advanced Rx Pharmacy you have been 
made aware of your ability to have your prescription filled at an alternative pharmacy. 
 
Miscellaneous Policies 

 Unaccompanied minors must have a consent signed by a parent or guardian and be sent with a method of payment for their co-
pay. The parent or guardian who signs the consent and authorization form is responsible for any balance on the account. 

 Should you request copies of your medical records, there is a fee charged as allowed by current Florida statutes.  There is also a 
cost associated with your request for physician “narrative reports” and/or letters not related to our insurance claims.  These fees 
would be based on the complexity and amount of time involved.  

 
Our staff will be happy to answer any questions you may have about our policies. Thank you for allowing us to serve you.  
 
I have read and understand the terms of this Financial Policy. I understand and agree that such terms may be amended from time 
to time by the practice.  I agree to assign insurance benefits to Bay Dermatology and Cosmetic Surgery, P.A. I authorize the 
release of medical information to my primary care or referring physician, and/or consultants if needed and as necessary to 
process insurance claims, insurance applications and prescriptions. 

 
 
X______________________________________________________              __________________ 
   Signature of Patient or Responsible Party      Date 
 



Medicare Improvements for Patients  
and Providers Act Form 
 
Per Federal Regulations, under the new Medicare Improvements for Patients and Providers Act, we are now required to ask 
our patients for additional information.  This relates to the Federal mandate regarding electronic health records (EHR). 
 
Patient Name: _____________________________________   DOB: __________________ 
 
Today’s Date: ________________            
 
Please answer the following questions: 
 
HISPANIC ETHNICITY: 

    
    □   Declined      □   Hispanic or Latino 

     □   Not Hispanic or Latino    □   Unknown 
 

RACE:    

  

    □   White  
    □   American Indian/Alaska Native   □   Asian 

     □   Black/African American                         □   Declined 
     □   Native Hawaiian/Pacific Islander   □   Other Race:  __________________ 
     □   Unknown      
 
        
 
PREFERRED COMMUNICATION:       * Make TWO choices 
     

    □   Declined      □   Email 
     □   Fax      □   Mail 
     □   Phone      □   Patient Portal 
     □   Other 

       
 
 

MARITAL STATUS: 

 

     □   Married                  □   Divorced      
     □   Separated      □   Single 
     □   Married      □   Widowed 
 
PRIMARY LANGUAGE: 

 

     □   English   □   Spanish  □   Declined 
    □   Arabic   □   Chinese  □   Filipino  
    □   French   □   German  □   Greek 
    □   Hindi   □   Italian  □   Japanese 
    □   Korean   □   NA   □   Other 
    □   Polish   □   Portuguese  □   Russian 
    □   Vietnamese   
         

 



Notice of Privacy Practices 

 
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO YOUR INDIVIDUALLY INDENTIFIABLE HEALTH INFORMATION. PLEASE REVIEW IT CAREFULLY. 
 
Our practice is dedicated to maintaining the privacy of your Protected Health Information (PHI). In conducting our business, 
we will create records regarding you and the treatment and services we provide to you. We are required by law to provide 
you with this confidentiality of health information that identifies you. We are also required by law to provide you with this 
notice of our legal duties and the privacy practices that we maintain in our practice concerning your PHI. By federal and state 
law we must follow the terms of the notice that we have in effect at the time. 
 
The terms of this notice apply to all records containing your PHI that are created or retained by our practice. We reserve the 
right to revise or amend this notice. Any revision or amendment to this notice will be effective for all your records that our 
practice has created or maintained in the past, and for any of your records that we may create or maintain in the future. Our 
practice will post a copy of our current Notice of Privacy Practices in our most current Notice at any time. 
 
 

1. HOW WE MAY USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION (PHI) 
A. Uses and Disclosures for Treatment, Payment, and Health Care Operation: 

 
Treatment. We may use or disclose your PHI to physicians, nurses, and all other health care personnel who 
provide you with your health care services or are involved in your care. For example, we may ask you to have a 
laboratory test (such as blood or urine tests), and we may use the results to help us reach a diagnosis and treat you 
accordingly. 
 
Payment. We may use and disclose your PHI to obtain payment for your health care services. For example, we 
may contact your health insurer to certify that you are eligible for benefits and we may provide your insurer with 
details regarding your treatment to determine if your insurer will cover your treatment. 
 
Health Care Operations. We may use and disclose your PHI to operate our practice. As examples of the ways in 
which we may use and disclose your information for our operations, our practice may use your PHI to evaluate the 
quality of care you received from us or to conduct cost-management and business planning activities for our 
practice. We may disclose your PHI to other health care providers and entities to assist in their health care 
operations. 

            
B. Others Involved in Your Healthcare: 

                  Unless you object, we may disclose your PHI to a family member, other relative, friend or any other person that you 
identify that directly relates to that person’s involvement in your health care. We may use or disclose your PHI to an 
authorized public or private entity to assist in disaster relief efforts and to coordinate uses and disclosures to family 
or other individuals involved in your health care. 

 
C. Emergencies 
       We may use or disclose your PHI in an emergency treatment situation. 
    
       Other Permitted and Required Uses and Disclosures that may be made without your authorization or 

opportunity to object: 
 
        We may use or disclose your PHI in the following situations without your authorization, these situations include: 
         

1. Required by law, legal proceedings, or law enforcement. We make disclosure when a law requires that we 
report information to government agencies and law enforcement personnel about victims of abuse, neglect, or 
domestic violence; when dealing with crime; or when ordered by a judicial or administrative proceeding. 
 

2. Public Health. We report information about births, deaths, and various diseases, to government officials in 
charge of collecting that information, and we provide coroners, medical examiners, organ procurement entities, 
and funeral directors, necessary information relating to an individual’s death. 

 
3. Health Oversight Activities. We may disclose your PHI to assist the government when it conducts an 

investigation or inspection of a health care provider or organization. 
 

4. Research. We may disclose your PHI to researchers conducting research that has been approved by an 
Institutional Review Board or Privacy Board. 

 



5. Public Safety. We may disclose your PHI to appropriate persons in order to prevent or lessen a serious and 
imminent threat to the health or safety of a particular person or the general public. 

 
6. Military. We may disclose your PHI for military and or national security purposes. 

 
7. Worker’s Compensation. We may disclose your PHI as necessary to comply with worker’s compensation 

laws. 
 

8. Appointment Reminders. We may disclose your PHI to contact you and remind you of appointment. 
        

I. YOUR HEALTH INFORMATION RIGHTS 
 

1. You have the right to inspect and have the office copy PHI. You have the right the inspect and obtain a copy 
of the PHI that may be used to make decisions about you, including patient medical records and billing records, 
but not including psychotherapy notes. You must submit your request in writing. Our practice may charge a fee 
for the costs of copying, mailing, labor and supplies associated with your request. 

2. You have the right to request restriction on certain uses and disclosures of your PHI. We will consider 
your request, but are not required to accept it. These requests must be in writing. 
 

3. You have the right to obtain a paper copy of this notice. Ask the front desk for a copy of this notice. 
 

4. You have the right to Amend. You may ask us to amend your PHI if you believe it is incorrect or incomplete. 
To request an amendment your request must be made in writing. You must provide us with a reason that 
supports your request. Our practice will deny your request if it is not submitted in writing or does not state the 
reason for the request. We may also deny your request if the information is accurate and complete in our 
opinion. 

 
5. You have the right to receive a list of disclosures we have made. Such as disclosures required by law, 

disclosures to government officials, and disclosures for worker’s compensation. The request must be made in 
writing and must state the time period. The time period may not be longer than six years and may not be before 
April 14, 2003. Our practice may charge a fee for the costs of copying, mailing, labor and supplies associated 
with your request. 
 

II.   QUESTIONS 
           
           If you have any questions about any part of this notice, or if you want more information about our privacy 

practices, please contact the Practice Administrator at our Corporate Office. 
              

8220 U.S. 19 North, Port Richey, FL 33668 Phone: 727-841-8505 
 

III. CHANGES TO THIS NOTICE OF PRIVACY PRACTICES 
        

          We reserve the right to change this notice at any time in the future. We will post a current copy of this Notice of 
Privacy Practices in our waiting room as well as on our website at www.baydermatology.com 

 
THIS NOTICE BECOMES EFFECTIVE APRIL 14, 2003 

 

http://www.baydermatology.com/


Patient Notice of Privacy Practices 

  
 
This notice describes how medical information about you may be disclosed.  Please review it carefully. 
 
 
Bay Dermatology & Cosmetic Surgery, P.A. will use your medical information for the following purposes: 
 

1. TREATMENT:  Including providing your medical records to consulting clinicians and insurance companies 
 

2. PAYMENT:  We will file necessary claims to insurance companies in your name to obtain payment 
They may request part or all of your medical record to pay your claim 
 

3. HEALTH CARE OPERATIONS:  Any others involved in your healthcare 
 
 
 
The entire PRIVACY POLICY NOTICE of Bay Dermatology & Cosmetic Surgery, P.A. is posted in the reception room for 
your perusal.   
 
 ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES      _________________ (initial) 
 
                                                  QUESTIONS #1, #2 , and #3 MUST BE COMPLETED 
 
In conjunction with these privacy practices you will need to provide us with the following information: 
 

1. Name of person(s) we may speak to regarding your health, including their telephone number: 
 

__________________________________________________________________________________________ 
 Name                                                               relationship                                                       phone number 
 

           
__________________________________________________________________________________________ 

 Name                                                              relationship                                                       phone number 
 

 
2. Emergency Contact (relative or person not living with you): 

 
   ________________________________________________________________________________________ 

 Name                                                              relationship                                                       phone number 
 
           _________________________________________________________________________________________ 
            Address 
   

3.  May we leave a message regarding your health, test results or an upcoming appointment on your      
answering machine and/or send you an email?             YES _______       NO _______ 

 
________________________________________________________________________________________ 
E-mail address 
 

4. Would you like to receive announcements and/or advertising regarding our services, discounts, and/or 
events?  YES _______       NO _______ 

 
___________________________________________           ________________________________________ 
Signature of Patient or Legal Guardian        Relationship to patient 
 
___________________________________________            ________________________________________ 
Print Patient’s Name or Legal Guardian        Patient’s Date of Birth 
 
___________________________________________            ________________________________________ 
Witness            Date 



Summary of the Florida Patient’s Bill of Rights and Responsibilities   
 

A patient has the right to be treated with courtesy                                             A patient is responsible for the following treatment plan  

and respect, with appreciation of his individual                                                  recommended by his health care physician. 

dignity, and protection of his need for privacy.                          

                                                                                                                           A patient has the right to impartial access to medical 

A patient has the right to a prompt and reasonable                                           treatment/accommodations, regardless of race, origin 

response to questions and requests.                                                                 religion, handicap or source of payment. 

 

A patient has the right to know who is providing                                               A patient has the right to treatment for any emergency 

medical services and who is responsible for his care.                                      medical condition that will deteriorate from failure to  

                                                                                                                          provide treatment. 

A patient has the right to know what patient support 

services are available, including whether an                                                     A patient has the right to know if medical treatment is for 

interpreter is available if he doesn’t speak English.                                           purposes of experimental research and to give his consent 

                                                                                                                           or refusal to participate. 

A patient has the right to know what rules and  

regulations apply to his conduct.                                                                       A patient has the right to express grievances regarding  

                                                                                                                           violation of his rights, as stated in Florida law, through 

A patient has the right to be given by his health care                                        the grievance procedure. 

provider, information concerning diagnosis, planned 

course of treatment, alternatives, risks and prognosis.                                     A patient is responsible for providing to his health care 

                                                                                                                           provider, to the best of his knowledge, accurate and complete      

A patient has the right to refuse any treatment,                                                 information about present complaints, past illnesses,  

except as otherwise provided by law.                                                                hospitalizations, medications and other matters relating to 

                                                                                                                           his health. 

A patient has the right to be given, upon request, full 

information and necessary counseling on the                                                   A patient is responsible for reporting unexpected changes in  

availability of known financial resources for his care.                                        his condition to his health care provider. 

 

A patient who is eligible for Medicare has the right to                                       A patient is responsible for reporting to his health care  

know, upon request and in advance of treatment, whether                               provider whether he comprehends a contemplated course 

the health care provider of health care facility accepts the                                of action and what is expected of him. 

Medicare assignment rate. 

                                                                                                                           A patient is responsible for keeping appointments and, when 

A patient has the right to receive, upon request, prior                                       he is unable to do so for any reasons, for notifying the health 

to treatment, a reasonable estimate of charges for medical                              care provider of the health care facility. 

care. 

                                                                                                                           A patient is responsible for his actions if he refuses treatment 

A patient has the right to receive a copy of a reasonably clear                         or does not follow the health care provider’s instructions. 

and understandable, itemized bill, and upon request, to have  

the charges explained.                                                                                       A patient is responsible for assuring that the financial  

                                                                                                                           obligations of his health care are fulfilled as promptly 

A patient is responsible for following health care facility rules                            as possible. 

and regulations affecting patient care and conduct. 



 

Patient Portal Authorization Agreement  
 
Purpose of this Form  
Bay Dermatology and Cosmetic Surgery offers secure electronic access to your medical record and secure 
electronic communications between our office and you for those patients who wish to participate. Secure 
messaging can be a valuable communications tool, but certain precautions should be used to minimize 
risks. In order to manage these risks we have imposed some terms and conditions of participation. Your 
signature on this form will demonstrate that you have been informed of these risks and the conditions of 
participation and that you accept the risks and agree to the conditions of participation.  
 
How the Secure Patient Portal Works  
A secure web portal is a webpage that uses encryption (a form of electronic security) to keep 
unauthorized persons from reading communications, information, or attachments. Secure messages and 
information can only be read by someone who knows the right password or pass-phrase to log in to the 
Portal site. Using the connection channel between your computer and the Web site, you can read, view, 
or send information on or from your computer. It is automatically encrypted in transmission between the 
Web site and your computer.  
 
How to Participate  
You may compose, pick up, and reply to secure messages or view information sent to you through the 
Patient Portal. Once you have reviewed, agreed to, and signed our policies and procedures regarding use 
of the Patient Portal. We will assign you a username and password. Our staff will then view your Clinical 
Summary and send a secure message through the Portal to our office. You may then login to the Patient 
Portal through our website at www.baydermatology.com.  
 
Protecting Your Private Health Information and Risks  
This method of communication and viewing prevents unauthorized parties from being able to access or 

read messages while they are in transmission. However, no transmission system is perfect. We will do our 

best to maintain electronic security. Keeping messages secure depends on two additional factors: the 

secure message must reach the correct email address, and only the correct individual (or someone 

authorized by that individual) must be able to have access to it. You are responsible for ensuring that we 

have your current email address and you agree to inform us immediately if it changes. Protect your 

username and password information as you would protect your banking information. Safeguard this 

information so that only you or someone you authorize has access to this information 

Conditions of Participating in the Patient Portal  
Access to the secure web portal is a service, and we may suspend or discontinue it at any time and for 
any reason. If we do suspend or discontinue this service we will notify you as promptly as we reasonably 
can. You agree to not hold Bay Dermatology or any of its staff or physicians liable for network or security 
infractions beyond their control. By signing this agreement, you acknowledge that you understand the 
policies and procedure, agree to comply with them and all of your questions have been answered to your 
satisfaction. If you do not understand, or do not agree to comply with our policies and procedures, do not 
sign this agreement and do not request a username and password. If you have questions we will gladly 
provide more information.    
 
Patient Acknowledgement  
 
Patient Name: ____________________________________    Email Address:  ______________________ 

Signature: _______________________________________     Date: ______________________________  

Username:  ______________________________________    Password: _________________________ 

 

 




