SHIDELER

DERMATOLOGY AND SKIN CARE CENTER

General, Cosmetic, Surgical and Clinical Research in Dermatology

755 West Carmel Drive, Suite 101
Carmel, IN 46032

Dear Patient,

We are very glad that you have chosen Shideler Dermatology and Skin Care Center. Qur goal is
to ensure all our patients have a comfortable and positive experience while 1n our care

In order to expedite your checle-in process, please fill-out the registration forms you have
downloaded and bring them with you to your appointment.

Insurance regulations require that we check your insurance card prior to your visit. Some
insurance companies also require a referral from your primary care provider before we can see
you. If you do not have your card or referral at the time of your appointment, insurance
regulations require that you sign a financial waiver. All co-pays and deductibles are to be paid at
the time of service. We file all insurance claims for medical services and bill vou any remaining
balance, which is to be paid promptly. If insurance 1s not responsible or available, full payment
must be paid at the time of service.

We look forward to being of service to you. Shideler Dermatology and Skin Care Center has a
24-hour cancellation policy, so if you need to cancel your appointment, we would appreciate a
24-hour notice. If you have any questions, please feel free to call our office at (317) 846-2396 or
call toll free at 1-877-294-3100,

Sincerely,

Shideler Dermatology and Skin Care Center Staff

Stephen J. Shideler, NID Telephone Contact:

Rebecca L. Bushong, MD Dermatology Office: 317 846-2396

Kimberly S. Berebitsky, MD Skin Care Center: 317 546-8844
Main Fax: 317 846-1699

Kay Barnett, Aesthetic Director
Skin Care Center

www.shideler.com
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Medical History

Patient's Mame:

Date:

Name of Primary Care Physician:

Dnd a doctor recommend our office?

What is you eccupation?

What 1% the main reasop for today’s vist?

Where is problem located?

How long have vou had the problem™

What symptams have vou had?

What treatments have you tried?

Have you seen another physician for this problem?

Who?

What other problems or issues should we address during vour visit?

Please list any allergies:

Please list all medications, (Rx, OTC, aspirin, herbals, alc)

What otiier medical problems do you have?

What, if any, medical problems that run in you family?

What surgical procedures have you had?

Women Oply: Are you pregnant or planning pregnancy?

Do you have a period? OReg. 0 Tregx. O None

Are you currently breast feeding?

What birth control?

Review of Systems: Do you have now or have recently had any of these problems — Please check Yes or No.

General: Fever OYes ONo Musculgskeletal: Jomt Psin

Eyes: Visual Problems O%Yes OMo Skin: Growing or changing lesions

ENT: Hearing Loss O Yes ONo MNewro: Seizures

Respiratory. Short of breath OYes ONo Psych: Depression or amxiety

GI Stomach or intestinal discomfort OYes ONo Endocrine: Excess thirst

GU: Difficulty urinating O Yes U Ne CV: Chest psin or ankle swelling
Lymph/Heme: Bleading gums C Yes ONo Allergy: Seasonal problems

Past MedicallFamily/Social History:

Have you had skin cancer §r pre-cances? O Yes ONNo Do you bave problems — poor healing or scars?
Has anyone in your family had skin CYes ONo Are you prone to fever blisters or cold sores?
cancar? TypeT?

Do wou have a personal or family history O Yes O Ne Do you or family members have asthema

of any specific skin disease? allergies or skin eczema?

Do vou have any artificial joints, heart DOYes ONo Heve vou had an orgen transplant?

valves, pacemaker or defibulator?

Are you on aspirin of blood thinners? 0Yes ONo Do you have thyroid problems?

Do vou drink sleghol? OYes ONo Do vou chew tohacco?

Smoking Status: O Current D Smokedaily DO Smoke some days'‘occasionally 0 Fommer smoker
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(Please complete using BLACK ink)

Patient Name;

Last First Wl
Address: City: State:

Zip: E-mail :

Shideler Dermatology will send out a quarterly newsletter dedicated to the care and health of your skin. We may also send information about
naw procedures. If you would like to receive this Information, please list your email address

Home Phone; Work Phone: Cell Phone:
Birth Date: Soc Sac #: Sex MIF Married Status
Race: [] American Indian or Alaska Native [ Asian [ Black or African American [ More than one race

[ MNative Hawaiian [ Other Pacific Islander [ ] White
Ethnicity: [ Hispanic or Latine  [J Not Hispanic or Latino

Languape: [0 English [T Spanish [ Other

I authorize 8DG to call and leave voicemail or a message with a family member or on my answering machine reminding me of
future appointments.

Signature; Date:
Responsible Party Information (If different from above patient or a mineri:
Guarantor: Relationship to Patient:
{Person Responsible for bill)
Guarantor's Address: Zip Code:
(If dliferant fram Patient)
Guarantor’s Home Phone: Work Phone:
{If diffarent from Patient)
Guarantor's Date of Birth: Guarantor's Soc Sec #:

Please present insurance card to receptionist

Insurance Carrier: ID&: Group &
Insured’s Mame; Relationship to Patient:

Date of Birth: Soc Sec B (If not IDR)

Employer: Employer's Address:

Empioyer Phone #

Lunderstand that | am financially respensible for all charges for services rendered to me, including the balance after payment of possible insurance
benefits. Our staff does file all Insurances for any medical services (when complete Information Is recelved). Primary and secondary carrier claim will be
submitted, on my behalf. Resubmisszions of claims are only dona IF we must supply additional information; otherwise all appeals are patient
responsibility. 1authorize payment of insurance benefits to The Shideler Dermatelogy and Skin Care Center. | agree lo pay for all costs involved In
pursuing cellection of the balance dus, including court cost, attorney's fees, and collection fees. | authorize the release of any medical information
necessary o process a claim to my insurance carrier,

Signature: Date:

How did you hear about our office?
D Yellow pages D Intermnet Dsniumr_:;um |:|F amilyl Frieng D Other

D Refarring Physician Name: Phone Number.

752 W Carmel Drive Suite 101 Carmnel, IN 46032 317 845-2396



DIRECTIONS

Traveling from U.S. 31 or Meridian Street
From the intersection of Meridian and West Carmel Drive you will
Turn east on West Carmel Drive (You will see the Meijer Store on the NE corner)
Continue on Carmel Drive approximately % of a mile.
Qur office is located on the south (right) side of the road in a two-story red brick building,
at the corner of Carme! Drive and City Center Drive in
"Carmel Executive Park” — Shideler Dermatology is in Suite 101

Traveling from Keysfone Avenue:

Turn west onto Carmel Drive. (You will see McDonalds on the NW Comer)
Continue on Carmel Drive through the 4" stop light, which is Guilford Road.
At the 5™ light you will turn left on City Center Drive.

We are in the two-story red brick building immediately on your right in
“Carmel Executive Park” — Shideler Dermatology is in Suite 101

755 West Carmel Drive, Suite 101, Carmel, IN 46032 — 317-846-2396

131st Street W. Main Street

Guilford Road

Ranpeline Road

Keystone Avenue

EjCarmel Drive

Meridian Street

116th Street

755 W. Carmel Drive, Sulte 101
Carmel, IN 46032
317.846.2396



