
​Dr. Kuykendall’s New Patient Information Sheet​
​1. First and last name:__________________________________________________________​

​2. Preferred Name: ____________________________________________________________​

​3. Have you ever met Dr. Kuykendall before?    YES    NO​

​If yes, have you ever been a patient of Dr Kuykendall at another clinic within the last 3 years?​
​YES  NO​

​4. Allergies to medications: _____________________________________________________​

​5. Preferred pharmacy: _________________________________________________________​

​6. Have you ever had skin cancer (Basal or Squamous Cell or melanoma)? YES  NO​

​7. What are we seeing you for today? ______________________________________________​

​8. How did you hear about us? Please list the doctor if referred by another office.​
​_________________________________________________________________________​

​9. If you were not referred by your doctor, would you like us to send records to their office? If so​
​please list their name:​
​__________________________________________________________________________​

​10. Please list any current medications you are on:__________________________________​
​__________________________________________________________________________​
​__________________________________________________________________________​



​Patient Information​
​Name: __________________________________________​

​DOB:_________________​

​Age: ______________ Sex:   Male        Female             SSN:________________________​

​Mailing Address: ________________________________________________________​
​City State Zip​

​Home Phone:____________________________________​

​Work Phone:_____________________________________​

​Cell Phone: _____________________________________​

​Email: ________________________________________________________________​



​Insurance Coverage Form​

​Primary Insurance​​:​
​______________________________________________________​

​Name of Policy Holder:​
​___________________________________________________​

​Policy Holder DOB:​
​______________________________________________________​

​Member ID  #:​
​______________________________________________________________​

​Group #:​
​______________________________________________________________​

​Relationship to Holder: Self Spouse Dependent​

​Secondary Insurance​​:​
​____________________________________________________​

​Name of Policy Holder:​
​___________________________________________________​

​Policy Holder DOB:​
​______________________________________________________​

​Member ID:​
​______________________________________________________________​

​Group #:​
​______________________________________________________________​

​Relationship to Holder: Self Spouse Dependent​



​Financial Policy:​
​Please read each line and needs to be signed by person over the age of 18​

​1. Even if we are “in network” with a certain insurance this does not mean that every single plan is in​
​network. It is the patient's responsibility to know your plan.​
​2. Most insurances today do have a deductible. We do our best to verify your benefits but are not always​
​given correct information and you are responsible for any amount your insurance says on EOB.​
​3. All co-pays and balances are due in full at check in. All payments on deductibles related to office visits​
​or procedures will be collected at day of service on checkout.​
​4. Please understand that “covered” services do not mean “paid for by insurance”. If you have a​
​deductible “covered” means you will owe but it will be applied to your deductible.​
​5. If we are in network with your insurance we legally must file with your insurance. You cannot be “self​
​pay”.​
​6. If you do not provide proper insurance at every visit then you will be billed for the visit and if it passes​
​timely filing to bill insurance you will be responsible.​
​7. You will be provided a sheet to fill out insurance information. You must fill out primary and secondary​
​EVEN if you give us your card. This cannot be left blank if you have insurance.​
​8. If you receive a bill from our office it must be paid within 60 days. If not paid you will be turned to our​
​collection agency. We do charge an additional 50% of the total amount, if goes to collections.​
​9. If you receive a bill from our pathology lab you must contact them. They have a completely separate​
​department to pay their doctors and staff.​
​10. If your insurance requires a referral it is up to you as the patient to have this in place or you are​
​responsible for the visit.​

​No shows/cancellations​
​Due to the high rate of last minute cancellations and no shows we have implemented the following policy.​
​1. A no show is anyone who no calls/no shows for their appointment. Your credit card will be charged​
​$100. All cancellations not made within 48 business hours, your credit card will be charged $50.​
​Initials_____​
​2. We only allow 3 re-schedules a year that are not made 1 week in advance. It has become disruptive to​
​patients who need in when appointment slots are filled.​
​Social media:​
​1. We ask that you be considerate of us on social media and please do not send Dr Kuykendall texts or​
​Facebook messages.​

​Person responsible for payment Name (Print):​
​_____________________________________________________________​

​Name (Signature):​
​_________________________________________________________Date___________​



​HIPAA Release Form​
​Kuykendall Dermatology​

​I _____________________________ authorize the release of information of​
​(Print Patient/ Guardian Name)​

​___________________________, including the diagnosis, records, examination​
​(Patient Name) and treatment rendered to above patient, ledger and billing, and​

​claims information.​

​This information may be release to (please write their name):​
​• Spouse:________________________________​
​• Child(ren):______________________________​
​• Other:_________________________________​
​• Information is not to be release to anyone (initial here):_____________​

​In further consideration for this, Kuykendall Dermatology agrees to the same​
​stipulations. This release of information will remain in effect until terminated by me in​
​writing.​

​Message and communication from our office:​

​If we are unable to speak directly to you pertaining to your care, please check one of the​
​following preferences:​
​•__ You may leave a detailed message.​
​•__ Please leave a message asking me to return your call.​
​• Other: __________________________________________________​

​The best phone number to reach me at is: ______________________________​

​Signature: ________________________________ Date _____/_____/________​



​HIPAA Acknowledgement Form​

​Patient First Name: ______________________​

​Patient Last Name _______________________​

​Relationship to the patient ________________________________​

​Name if not the patient ___________________________________​

​I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I​
​have certain rights to privacy regarding my protected health information. I understand that this​
​information can and will be used to: -Conduct, plan and direct my treatment and follow-up care​
​among the multiple healthcare providers who may be involved in that treatment directly or​
​indirectly -Obtain payment from designated third-party payers. Conduct normal health care​
​operations such as quality assessments or evaluations, and physician certifications. I have been​
​informed by you of your Notice of Privacy Practices that contains a more complete description of​
​the uses and disclosures of my health information (available at the following link HIPAA Notice​
​of Privacy Practices or in office in print form). I have been given the right to review such Notice​
​of Privacy Practices prior to signing this consent. I understand that Kuykendall Dermatology has​
​the right to change its Notice of Privacy Practices from time to time and that I may contact​
​Kuykendall Dermatology at any time to obtain a current copy of the Notices of Privacy Practices.​
​I understand that I may request in writing that Kuykendall Dermatology restricts how my private​
​information is used or disclosed to carry out treatment, payment or health care operations. I also​
​understand Kuykendall Dermatology is not required to agree to my requested restrictions, but if​
​Kuykendall Dermatology does agree, then it is bound to abide by such restrictions. I understand​
​that I may revoke this consent in writing at any time, except to the extent that Kuykendall​
​Dermatology has taken action relying on this consent.​

​By checking the box I acknowledge that​
​I received and read this organization Notice of Privacy Practices:​

​Signature:________________________________________________________​

​Date:______________________________________​



​Kuykendall Dermatology, PC​
​1218 E 9th Street​

​Edmond, OK 73034​
​Phone: (405) 301-8010​

​CREDIT/DEBIT CARD ON FILE:​

​A copy of your credit card is now required to be on file for billing of your​
​deductible/co-insurance and co-payment, as well as any non-covered services that are​
​Provided.​

​Once your credit card information is entered, it is encrypted on CardPointe and cannot​
​be viewed by anyone in our organization. CardPointe is registered with Visa,​
​Mastercard, and Discover and is independently certified as a PCI-DSS Level One​
​Service Provider.​

​By signing below, you acknowledge that you understand and agree to the terms of this​
​consent.​

​Patient Signature:​

​_____________________________________         ______________________​
​Patient or Legal Guardian                                       Date​

​Printed Name:​

​_____________________________________​
​Patient or Legal Guardian​



​CONSENT FOR DERMATOLOGIC PROCEDURES​

​I understand that, during today’s visit, I may undergo one or more dermatologic​
​procedures, which may include, but are not limited to, skin biopsy, liquid nitrogen​
​treatment (cryotherapy), and/or removal of skin lesions.​

​By signing below, I authorize Dr. Kuykendall and/or her qualified medical assistants or​
​other authorized healthcare personnel to perform such procedures as deemed​
​medically appropriate and as discussed with me.​

​I understand that I have the right to be informed about any procedure recommended or​
​performed. I have the opportunity to ask questions regarding the nature, purpose,​
​benefits, risks, alternatives, and necessity of the proposed procedure before it is​
​performed. I understand that I may decline or withdraw my consent to a procedure at​
​any time prior to its performance.​

​Risks and Possible Complications​
​I understand that, as with any medical or surgical procedure, complications may occur.​
​Depending on the procedure performed, potential risks and complications may include,​
​but are not limited to:​

​●​ ​Bleeding​
​●​ ​Infection​
​●​ ​Pain or discomfort​
​●​ ​Reaction to local or other anesthesia, when applicable​
​●​ ​Numbness, altered sensation, or loss of sensation​
​●​ ​Scarring, including thick, raised, or otherwise objectionable scars​
​●​ ​Changes in skin pigmentation or discoloration​
​●​ ​Delayed healing​
​●​ ​Permanent skin or tissue changes​
​●​ ​Permanent deformity​
​●​ ​Other unforeseen or natural complications associated with the procedure​
​●​ ​In rare circumstances, serious complications, including death​

​I understand that no medical procedure can be guaranteed to be completely free of​
​complications and that individual results may vary.​

​Financial Responsibility​
​I understand that I am financially responsible for charges associated with any procedure​
​performed during my visit. Any cost estimate provided to me is based on the information​
​available at the time of service and, when applicable, my anticipated insurance benefits.​



​I understand that the amount provided as an estimate is not a guarantee of my final​
​financial responsibility. My insurance company may process the claim differently, and I​
​may receive additional charges or a bill after insurance has processed the claim. I agree​
​to pay all applicable amounts for which I am responsible in accordance with the medical​
​office’s billing policies.​

​Pathology Examination​
​I authorize any tissue or specimen removed during a biopsy or lesion-removal​
​procedure to be submitted to an appropriate pathology laboratory for histologic​
​examination and diagnosis by a pathologist.​

​I understand that pathology services may be billed separately from the medical office​
​and that I may receive a separate bill from the pathology laboratory. I understand that​
​my insurance coverage and benefits may affect my financial responsibility for these​
​services.​

​Biopsy Results​
​If a biopsy is performed, I understand that I should contact the medical office if I have​
​not received my biopsy results within seven (7) days, unless I already have a scheduled​
​follow-up appointment at which the biopsy results will be discussed.​

​By signing below, I acknowledge that I have read and understand this consent form,​
​have had the opportunity to ask questions, and voluntarily consent to the applicable​
​dermatologic procedure(s) discussed with me.​

​Patient Name: __________________________________________​

​Date of Birth: __________________________________________​

​Patient/Legal Representative Signature: ______________________________​

​Date: ______________________​


