
CHILDS DERMATOLOGY CLINIC 
.JAMES N. CHILDS. M.D 

MARIA V. CHILDS. M.D. 

Dme __________________ 

PATIENT REGISTRATION 

Patient's Name Date of Birth Sex: M F 
--~--------------------------~--------------~~~- ------------­

Last First Middle 

Address _____________________________________________City State ____ Zip ___________ 

Telephone ____________________Social Security Number Referred by ___________________ 

Patient's Employer _______________________________.Address ________________________________ 

Work Telephone Number ____________ Cell Number ________________ E-mail __________________________ 

Spouse's Name ____________________.Spouse's Employer _________________________________ 

Spouse's Social Security Number _______________________________ Spouse's Work Telephone Number _________________ 

Guarantor's Name ________________________________Date of Birth _______________S S Number ____________ 

Address (if different from above) ______________________________________City____________State ____Zip-_____ 

Guarantor's Employer _______________________________Address __________________________ Phone ______ 

Nearest relative or contact person: Name ________________________ Address ________________________ 

City _______________ Telephone _________________ Relationship to patient _____~_______________ 

INSURANCE INFORMATION - Please provide us with your insurance card(s) to copy for our records. 


Insured's Name _______________Patient's relationship to insured _Self _Spouse Child Other 


Insured's Date ofBirth _____________ 


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 James N. Childs, M.D.,P.A. I understand that even though I have assigned benefits to be paid directly to James N. Childs, M.D., 

P.A., I am still responsible for the entire bill. 


Signed _____________________ DMe ____________________ 



TO BE COMPLETED BY PATIENT· PLEASE PRINT HEALTH QUESTIONNAIRE 

REASON FOR VISIT 
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HOSPITAL 
ADMISSIONS Indicate the year you were admitted to hospital and the reason. Do not Include normal pregnancies. 

YEAR! --ILLNESS OR-OPERATION--· .. -----[-YEAR----l-------·---ILLN-ESS OROPERATION·-·-··.. ··-- ­ .... · 

.-' FOLLOW THE LINES ACROSS THE 
PAGE AND MARK THE 

APPROPRIATE BOX 
CAUSE OF DEATH 
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NAME STRENGTH • HOW OFTEN, NAME : STRENGTH HOW ,.........iiIIM..... -L-------.-.--...--.-.--------..r----.-----t--------.----:.----------.-------.--- ...- ..--:.-....-.-.---- ....,- ---- -'­
List all i-._- ~--.--.---------...-- ----- --_.- --r---------.--~------->.;------ ..----.-------.--:---..- . -- ----.-~.- _.-- ~--.-.--medications , i I: '! 

that you are -.-..-.. - .. ---------------.---..--..----.-..-- ..- ... - .. - . -.- .. -'- -'-'- ---.------.--.--.-----.- --....... --'- .. -- .......... -----1 
now taking. 

Include ....----.---..--.----.-.-.-----'------->-------~- ......-----,-..._.._._...-- -- -------_.._._---.----- .._--_ .. -
AllERGIESover the 

counterRx 

MEdiCAL HISTORY Mark (c) for current problems. Check ("'J box and Indlcat~ age when you had any of the fol/owing symptoms or d;sl~as'A..t;;-' 

HEARING PROBLEMS ; ~~ CHLAMYDIA ~-~ GONORRHEA . FEMALES 

, • GLAUCOMA i~: CATARACTS :::..: RECENT WEIGHT LOSS REGULAR MENSTRUAL PERIODS - .. YES -_ NO 

- NOSE BLEEDS ::.: SINUS TROUBLE o ANEMIA L' BRUISE EASILY , No. OF PREGNANCIES 


,:: HOARSENESS C HAY FEVER 
 ::J CANCER , No. OF LIVE BIRTHS 


.: ASTHMA [:1 HYPERTENSION !-:i DIABETES o THYROID DISEASE No. OF MISCARRIAGES 


~..J CORONARY HEART DISEASE CJ SEIZURES ;~~ STROKE , BIRTH CONTROL METHOD 


:. HEART MURMUR ! ,-::: MIGRAINE HEADACHES B.C. PILL(BRANDL_____... . 


.: PALPITATIONS ::lIRREG. PULSE : ::::' ARTHRITIS r.::: GOUT MENOPAUSAL SYMPTOMS .': YES '. NO 


VARICOSE VEINS l-:J PHLEBITIS . L~ DEPRESSION c:: MENTAL ILLNESS ! SKIN PROBLEMS 

~: DIFFICULTY SWALLOWING :~~ HEARTBURN' LJ TUBERCULOSIS • ;:-' ECZEMA '=J PSORIASIS .. RASH 

'-' PEPTIC ULCER DISEASE ;:-,:; COLITIS ~ ALLERGIES (NON DRUG) , ,-:-: ABNORMAL MOLES::'c HIVES 

~. JAUNDICE C HEPATITIS ALCOHOL - OZ I WK ! :.:; FREQUENT SUN EXPOSURES 

::: KIDNEY STONES u PROSTATE PROB. SMOKING - CIG I DAY #yEARS C'~ EXCESSIVE SCARRING 

- VENEREAL DISEASE C':' HERPES COFFEE I TEA - CUPS I DAY := SKIN CANCER 

; ',:" RECENT OR PROGRESSIVE HAIR LOSS 

...------ ......-.- .. -......---­



HIPAA Information and Consent Form 


The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy. 
Implementation ofHIPAA requirements officially began on Aprill4, 2003. Many of the policies have been oW" 
practice for years. This form is a "friendly" version. A more complete text is posted in the office. 

What this is all about: Specifically, there are rules and restrictions on who may see or be notified ofyour 
Protected Health Information (pm). These restrictions do not include the normal interchange of information 
necessary to provide you with office services. HIP AA provides certain rights and protections to you as the 
patient. We balance these needs with our goal of providing you with quality professional service and care. 
Additional information is available from the U.S. Department of Health and Human Services. 'WWW.hhs.gov 

We have adopted the fonowing policies: 

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all 
administrative matters related to your care are handled ap~'ropriately. This specifically includes the sharing of 
information with other healthcare providers, laboratories, health insurance payers as is necessary and appropriate 
for your care. Patit'lnt files may be stored in open file racks and wut not contain any coding which identifies a 
patient~s condition or information which is not already a matter ofpublic record. The normal course of providing 
care means that such records may be left, at least temporarily, in administrative areas such as the front office, 
examination room, etc. Those records will not be available to persons other than office staff. You agree to the 
normal procedures utilized within the office for the handling ofcharts, patient records, PHI and other documentS 
or information. 

2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail, 
U.S mail, or by any means convenient for the practice and lor as requested by you. We may send you other 
communications infonning yoti of changes to office policy and new technology that you might find valuable or 
infonnativc. 

3. The practice utilizes a number of vendors In the conduct of business. These vendors may have access to PHI 
but must agree to abide by the confidentiality rules ofHIPAA. 

4. You understand and agree to inspections of the office and review of documents which may include PHI by 
govcmment agencies or insurance payers in normal perfonnance oftheir duties. 

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manger or the 
doctor. 

6. Your confidential information will not be usee for the purposes ofmarketing or advertising of products, goods 
or services. 

7. We agree to provide patients with access to their record" in accordance with state and federal laws. 

8. We may change, add, delete or modify any ofthese provisions to better serve the needs of the both the 
practice and the patient. 

9. You have the right to request restrictions in the use ofyour protected health information and to request change 
in certain policies used within the office concerning your PHI. However, we are not obligated to alter internal 
policies to conform to your request. 

I, date do'her~by consent and 
acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM and any 
subsequent changes in office policy. I understand that this consent shall remain in force 
from' this time forward. 

http:WWW.hhs.gov
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CHILDS DERMATOLOGY CLINIC 
Dermatology and Dermatologic Surgery 


James N. Childs, M.D. 

Maria V. Childs, M.D. 


1605 Rock Prairie Road, Suite 312 
College Station, Texas 77845 

Telephone (979) 696-4444 
Facsimile (979) 764-9772 

www.childsdcnnatology.com 

AGREEMENT AS TO RESOLUTION OF CONCERNS 

HI", "Patient/Guardian" shall be understood to mean 

"Physician" shall be understood to mean Dr. James N. Childs and/or Dr. Maria V. Childs. 

Further, I understand that I am entering into a contractual relationship with Physician for 
professional care. I further understand that meritless and frivolous claims for medical 
malpractice have an adverse effect upon the cost and availability 0 f medical care, and may result 
in irreparable harm to a medical provider. As additional consideration for professional care 
provided to me by Physician, 1, the patient/guardian and/or my representative agree not to 
advance, directly or indirectly, any false, meritless, and/or frivolous claim(s) ofmedical 
malpractice against Physician. 

Furthermore, should a meritorious medical malpractice case or cause of action be initiated or 
pursued, I (the patient) and/or my representative agree to use American Board of Medical 
Specialties ("ABMS") board-certified expert medical witness (es) in the same specialty as 
Physician. Furthermore, I agree that these expert witnesses will be members in good standing of 
and adhere to the guidelines and / or code ofconduct defmed for expert witnesses by the 
American Academy ofDermatology. 

In further consideration for this, Physician agrees to the same stipUlations. 

Patient/guardian and Physician acknowledge that monetary damages may not provide an 
adequate remedy for breach of this Agreement. Such breach may result in irreparable harm to 
Physician'S reputation and business. Patient/guardian and Physician agree in the event of a 
breach to allow specific performance and/or injunctive relief 

9~~ 
Physician ------- Patient/Guardian 

Effective from Date of Treatment: Date of Signature 

http:www.childsdcnnatology.com

