
Phone              Patient Information Sheet    Fax 

(816)942-1150  Dermatology Specialists of Kansas City, P.C.  (816)942-0322 
 

Patient Name: ___________________________________________Today’s Date: _______________________  
  LAST   FIRST  MIDDLE 

Social Sec #: ____________________________________________  Date of Birth: _______________________   

Sex :        Male        Female    Marital Status: S M  D W 

Home address: Street: _________________________________________________________________________  

City: ____________________________________ State: _________________ Zip: ________________________       

Home Phone: ________________ Cell Phone: __________________Work Phone: ________________________  

Spouse/Partner Name: ___________________________________   Phone ______________________________ 

Referring Physician: _____________________________________  Phone ______________________________   

Employer: _________________________________________________ Occupation:_______________________  

Employer Address: _______________________________ Employer Phone: _____________________________ 

Emergency Contact: _________________________________Relationship: ______________________________  

Emergency Contact Phone: _____________________________ Alternative Phone: _______________________ 

*FOR YOUR PRIVACY PLEASE NOTE THAT WE MAY CONTACT THIS PERSON IF WE CAN NOT CONTACT YOU* 

Responsible Party (if other than patient/ minor): ____________________________________________________  

Phone: _______________________ Address (if different): ___________________________________________  

It is important that we identify your health coverage.  Some patients are covered by more than one health insurance policy.  Most 

health insurance carriers coordinate benefits.  This means both companies share the responsibility of covering the patient’s medical 
expenses paying no more than 100% of the billed charges.  This avoids duplication of payments, which would result in higher 

premium rates.   
 

Primary Insurance Name: ___________________________________________________________________  

Policy/ID #: ________________________________ Group #: _______________________________________ 

Subscriber name: _________________________DOB: _______________SS#: __________________________  

Secondary Insurance Name: __________________________________________________________________  

Policy/ID #: __________________________________ Group #: ______________________________________ 

Subscriber name: ___________________________DOB: _______________SS#: _________________________ 

DO YOU HAVE HEALTH INSURANCE COVERAGE THAT YOU HAVE NOT REPORTED TODAY?          

   [ ]  YES  [ ]  NO 
 

 

 

Signature:________________________________________________________________________ Date: ____________________________________________ 
(Patient or Parent/Legal guardian) 

 

 
      MINOR CONSENT **A PARENT OR GUARDIAN MUST ACCOMPANY A MINOR TO THE 
INITIAL VISIT**    I give the providers and staff at Dermatology Specialists of Kansas City permission to treat 

minor : 

 ______________________________________________________________________________________________ 

 

Signature:__________________________________________________   Date: _____________________________ 
(Patient or Parent/Legal guardian)  

 
* A fee may be charged for missed appointments without 24 hour notice 


