
Swofford Dermatoiol:Y Center 
2101 Jackson St. , Suite 205, Alldersoll, IN 46016 

PlIolle 765-683-3160 · Fax 765-646-8367 
Patient Information Form 

Nllme: _______________________ Birth D:lte: _______ _ 

Primary Care Physician : ______________________________ _ 

Allergies to Medicat ions: None I. Reaction: 

2. Renetion: 

Current Medications : None o See Attached List 

l. ______ 4. ______ 7. ______ 10. 

2. ______ 5. ______ 8. ______ ". 
3. _____ 6. ______ 9. ______ 12. 

Do yo u take th e following: 

Aspirin dail y 
Aspirin as needed 

Yes 

o 
o 
o 

No 

o 
o 
o 

Women of C hild Bearing Age 

Form of C onlraccl)tion: 

Co umadin or other blood thinners 

Past Medical History/ Review of Systems 
(Current or p:1St problems wilh) 

V" N. 
Blood/Bleeding Disordt" 0 0 History or dql resslon 
Ilu rl m~.St' 0 0 Arthritis 

m a/.K'its (Jugu) 0 0 LatnlRubbtl-lNlcktVFood 

Kldnry I)jseast 0 0 lIigh Blood Pmsurt 

LI .. tr OI«nf' or Htpl lili, 0 0 Lung DbeaK 

Inrtt iiOll5 Oi5tu~ (rD. III V. 1' 1'0) 0 0 Thyroid Disuse 

v" N. Gutroi nl ts tinl l l)istAst 0 
0 0 Cantu (Non-$kin) 0 
0 0 S!(ln l>I.wa§c 0 
0 0 Skin Canttr (Bllul cdl or 0 
0 0 SqLlamous tt ll) 

0 0 Mel_nom. 0 
0 0 Kdoids 0 

0 
0 
0 
0 

0 
0 

Exp lain any positives ~lbove.: ___________________________ _ 

Any other conditions not inciudeod.:.· ________________________ _ 

Past Su r geries: 

Family History: (Check th e following medical conditions which have occurred in yo ur family) 

Melanoma 0 

Social History: 

Pso riasis 0 Eczell1aIBayfever/Asthma 0 Severe ac ne 0 

Do you dr ink alcohol? 0 No DYes 

Tobncco Usage'! o No DYes 

___ drinks per wee k. 

___ packs per day, 

Patient Signature: ___________________ _ Dale: 

Ph ys ician Signature : Date: 

Updated: I I 
idS form# 10901·2018 



Although we are affiliated with St. Vincent & Community Hospitals, we do 
not have access to  their EMR system. You will be required to fill out separate 

paperwork for Swofford Dermatology.

PATIENT REGISTRATION FORM
First Name: Nickname: MI: Last Name:

Address: City/State/Zip

Date of Birth: Gender:

Preferred Method of Contact (Circle)Cell Phone: Work Phone: Home Phone:

Email:

Marital Status: Employer: Occupation:

Family Doctor: Referring Doctor if Different

Pharmacy Name / Location / Phone#

Emergency Contact Name & Relationship Phone Number:

First Name: MI:

Address: City / State / Zip

Last Name:

Cell Phone: Work Phone: Home Phone: Date of Birth:

Relationship to Patient:

Male      Female      Other

Cell               Home

Single            Married            Divorced            Widowed

INSURANCE HOLDER

(if other than patient)    Mr.      Mrs.    Ms.

Gender:

Male      Female      Other
First Name: MI:

Address: City / State / Zip

Last Name:

Cell Phone: Work Phone: Home Phone: Date of Birth:

Relationship to Patient:

GUARANTOR

(if other than patient)    Mr.      Mrs.    Ms.

Gender:

Male      Female      Other

MS Form# 107 08_2022

Swofford Dermatology Center
2101 JACKSON STREET, SUITE 205 • ANDERSON, IN 46016

765-683-3160 - OFFICE • 765-646-8367 - FAX



Swofford Dermatology Center
2101 Jackson St., Suite 205

Anderson, IN 46016
Phone 765-683-3160
Fax 765-646-8367

REFERRAL INFORMATION

Patient name:

Dr. Swofford has seen other family member(s).
relationship and name

My friend recommended Dr. Swofford.
name

My doctor recommended that I see the dermatologist of my choice.

My doctor recommended Dr. Swofford.

Doctor’s name

Address

City                                                             State                                        Zip

Internet

Phone book advertisement

Location

Insurance list

Other (please specify)

MS Form#108 10_2014



MS Form# 102 08_2022

PATIENT RESPONSIBILITY 

I understand that I will be held financially responsible for any balances incurred in this office or charges that are 
not paid by my insurance company due to annual deductibles, co-pay amounts, missed appointment charges, 
NSF checks, or accounts closed. If any balance is not paid when due, I agree to pay all costs of collection, 
including reasonable attorney fees, court costs, and the collection agency's fees. If my insurance plan requires 
a pre-authorization from my primary care physician, I am responsible for obtaining the pre-certification number 
prior to my appointment. If this has not been done, I will be asked to pay for my visit or asked to reschedule the 
appointment until this required information is obtained. We do accept assignment with Medicare; however, you 
will be responsible for annual deductible and co-pay amounts. A $30 fee will be assessed for missed appoint-
ments without 24-hour notice or for any returned checks. 

Signature: _______________________________________________________ Date: __________________ 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION AND PAYMENT 

I authorize the release of medical information deemed necessary to assist in my treatment and/or to my insurance 
company, should they request it, to facilitate processing of my medical charges. I authorized payment to 
be paid directly to the practice, Mina Swofford, M.D., P.C. I realize I am responsible to pay non-covered services.  

Signature: _________________________________________________________ Date: ________________ 

You may contact me regarding medical care at home, at work, or by cell. And you may leave messages with 
another adult at home if I am unavailable. I have been offered a copy of the Notice of Privacy Policies of this 
practice.

Signature: _________________________________________________________ Date: ________________ 

Please list family members or friends who may be assisting in your care or who may receive messages on your 
behalf. You do not need to list your doctors’ names.

The practice has my permission to disclose PHI (protected health information) on my behalf to the following 
individuals:

This will remain in effect until revoked in writing

Printed Name: _______________________________________________________

Signature: ___________________________________________________________ Date: _______________

NAME: RELATIONSHIP:
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