
Heller Dermatology and Aesthetic Surgery 
Alan Heller, M.D., Misha Heller, M.D., and Justin Heller, M.D. 

PROFESSIONAL OFFICE BUILDING 

1760 TERMINO AVENUE, SUITE #114 

LONG BEACH, CALIFORNIA 90804 

PHONE (562) 498-2459, FAX (562) 494-8285 

 

Patient Registration Today’s Date: ________________________  
(PLEASE PRINT) 
 

Patient: ________________________________________________________________  Birthdate: _____/_____/_____ Age:______ 
  (FIRST)                          (MIDDLE)                 (LAST) 

Home Address:__________________________________________________________ Home Phone: (_____)__________________  
                                                                 (STREET)                      (APT. #)  

           Cell Phone:    (_____)__________________ 
 

_______________________________________________________________________  Work Phone:  (_____)__________________ 
                                (CITY)                           (STATE)                     (ZIP CODE) 

Soc. Sec. #:______________________________________________________________ Email: ______________________________ 

Sex: ____  Driver’s Lic. #: _______________________ Marital Status: _____________  Spouse’s Name:_______________________ 

Employer Name: _____________________________________________________________________________________________ 

Employer Address: ____________________________________________________________________________________________ 

Employer Phone:(______)__________________________________________________  Occupation: _________________________ 

Referred By: _________________________________________________________________________________________________ 

 

Responsible Party Information  
(IF MINOR) 

 

Name: _________________________________________________________________  Relationship: ________________________  
 (FIRST)                           (MIDDLE)                             (LAST) 
Home Address:__________________________________________________________ Home Phone: (_____)_________________  
                                                                 (STREET)                             (APT. #)  

           Cell Phone:    (_____)__________________ 
 

_______________________________________________________________________  Work Phone: (_____)__________________ 
                                (CITY)                            (STATE)                     (ZIP CODE) 

Soc. Sec. # ______________________________________________________________ Email: ______________________________ 

Employer Name: _____________________________________________________________________________________________ 

Employer Address: ____________________________________________________________________________________________ 

Employer Phone:(_____)___________________________________________________  Occupation: _________________________ 

May we leave a message on your home answering machine? . . . . . . . . . . . . . . . . . . . . . . .   Yes     No     

May we leave a message for you at work to call us? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes       No     

May we discuss your medical condition with another person? . . . . . . . . . . . . . . . . . . . . . .   Yes      No        

         If yes, with whom _______________________________________________  Relationship: ________________________ 

 

In Case of Emergency, You May Contact: 

Name: _________________________________________________________________  Relationship:_________________________ 

Address: ________________________________________________________________ Phone: (___)_________________________ 

 

All charges are the direct responsibility of the patient. Payment is due at the time services are rendered. I hereby authorize the release of my medical information, if 

necessary, to process a claim or for further treatment or care by physicians. 
 

Patient’s Signature ______________________________________________________   Date:_______________________________ 
(PARENT/GUARDIAN IF PATIENT IS A MINOR) 

 

For Contracted Insurance Patients: I hereby assign my insurance benefits to be made directly to my physician and any assisting physicians for services rendered. I 
hereby attest that the above insurance information is accurate and that I am an eligible member. I understand that I am responsible for knowing my benefits/coverage. I 

will be financially responsible for all charges that are not covered by my insurance company. 
 

Patient’s Signature ______________________________________________________   Date:_______________________________ 
(PARENT/GUARDIAN IF PATIENT IS A MINOR) 

 

BRING YOUR INSURANCE CARD WITH YOU TO YOUR APPOINTMENT. 



Heller Dermatology and Aesthetic Surgery 
Alan Heller, M.D., Misha Heller, M.D., and Justin Heller, M.D. 

PROFESSIONAL OFFICE BUILDING 

1760 TERMINO AVENUE, SUITE #114 

LONG BEACH, CALIFORNIA 90804 

PHONE (562) 498-2459, FAX (562) 494-8285 

 

Medical Information 
(PLEASE PRINT) 

 

I. Medical History  

Do you have or have you ever had: 

Heart Attack / Angina . . . . . . . . . . . . . . . . . .  Yes      No 

Heart Murmur . . . . . . . . . . . . . . . . . . . . . . .   Yes      No 

Artificial Heart Valve / Joint . . . . . . . . . . . .   Yes      No 

High Blood Pressure . . . . . . . . . . . . . . . . . .   Yes      No 

Dizziness / Fainting Tendency . . . . . . . . . . .  Yes      No 

Pacemaker . . . . . . . . . . . . . . . . . . . . . . . . . .   Yes      No 

Frequent or Severe Headaches . . . . . . . . . . .   Yes      No 

Epilepsy (Seizures) / Strokes . . . . . . . . . . . .   Yes      No 

Bleeding Problems . . . . . . . . . . . . . . . . . . . .   Yes      No 

Anemia or Blood Disorder . . . . . . . . . . . . . .   Yes      No 

Abnormal Response to Cold . . . . . . . . . . . .   Yes      No 

Poor Wound Healing. . . . . . . . . . . . . . . . . . .  Yes      No 

Skin Pigment Problems . . . . . . .  . . . . . . . . .   Yes      No 

Keloids or Abnormal Scars . . . . . . . . . . . . .   Yes      No 

Diabetes . . . . . . . . . . . . . . . . . . . . . . . . . . . .   Yes      No 

Thyroid Conditions . . . . . . . . . . . . . . . . . . .   Yes      No 

Kidney or Bladder Problems . . . . . . . . . . . .   Yes      No 

Diabetes. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes      No 

Thyroid Condition. . . . . . . . . . . . .  . . . . . . .    Yes      No 

Kidney or Bladder Problems. . . . . . . . . . . . .   Yes      No 

Hepatitis / Liver Disease. . . . . . . . . . . . . . . .   Yes      No 

AIDS / HIV Positivity. . . . . . . . . . . . . . . . . .   Yes      No 

Fever Blisters / Cold Sores. . . . . . . . . . . . . .   Yes      No 

Tuberculosis. . . . . . . . . . . . . . . . . . . . . . . . .   Yes      No 

Stomach Ulcers. . . . . . . . . . . . . . . . . . . . . . .  Yes      No 

Sinus or Hay Fever. . . . . . . . . . . . . . . . . .  . .  Yes      No 

Glaucoma. . . . . . . . . . . . . . . . . . . . . . . . . . .   Yes      No 

Asthma. . . . . . . . . . . . . . . . . . . . . . . . . . . . .   Yes      No 

Depression / Mental Illness. . . . . . . . . . . . . .   Yes      No 

Cancer . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes      No 

    If yes, what type(s)? ____________________________  
Radiation Treatment. . . . . . . . . . . . . . . . . . .   Yes      No 

    If yes, which site? ______________________________  
Are you Under Medical Treatment Now? . .   Yes      No 

Are you Pregnant? . . . . . . . . . . . . . . . . . . . .   Yes      No 

Are you Breastfeeding? . . . . . . . . . . . . . . . .   Yes      No 
 

Please specify all medical illnesses: 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

 
 

II. Skin Cancer History 

Do you have a personal history of skin cancer: 

Melanoma . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes      No 

Basal Cell Carcinoma  . . . . . . . . . . . . . . . . .  Yes      No 

Squamous Cell Carcinoma . . . . . . . . . . . . . .  Yes      No 

Any other Skin Cancers . . . . . . . . . . . . . . . .  Yes      No 

     If yes, please specify type of skin cancer, site, and year treated:  

__________________________________  

__________________________________ 

__________________________________ 
 

II. Allergies 

Are you allergic or sensitive to: 

Penicillin . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes      No 

Sulfa Antibiotics  . . . . . . . . . . . . .. . . . . . . . .  Yes      No 

Local Anesthesia . . . . . . . . . . . . . . . . . . . . .   Yes      No 

General Anesthesia. . . . . . . . . . . . . . . . . . . .  Yes      No 

Any other medications or foods . . . . . . . . . .  Yes      No 

     If yes, which medications or foods? And, what happens? 

_________________________________________________ 

___________________________________ 
 

III. Medications 

Are you taking: 

Aspirin . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes      No 

Cortisone / Prednisone / Steroids . . . . . . . . .  Yes      No 

Anticoagulants / Blood Thinners . . . . . . . . .  Yes      No 

Tranquilizers / Sedatives . . . . . . . . . . . . . . .   Yes      No 

Insulin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes      No 

Vitamins or Herbal Supplements . . . . . . . . .  Yes      No 

Any other medications or drugs . . . . . . . . .  Yes      No 

 

Please list all current medications (prescription medications, 

over-the-counter medications, vitamins, and herbal supplements): 

_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________ 
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IV. Family History 

Do you have family history of: 

Melanoma . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes      No 

Dysplastic Nevi (Atypical Moles) . . . . . . . .   Yes      No 

Other Skin Disorders . . . . . . . . . . . . . . . . . .   Yes      No 

If yes, please specify _________________________________ 

_____________________________________ 
 

IV. Surgical History 

Please list all prior surgeries (Type & Year of Surgery):  

_____________________________________

_____________________________________

_____________________________________

_____________________________________ 

_____________________________________ 
 

V. Social History 

What is your approximate daily consumption or use of: 
 

Alcohol:  _____________________________________________ 
 

Tobacco: _____________________________________________ 
 

Caffeine (Coffee / Tea / Soda): ___________________________ 
 

 

 

VI. History of Previous Skin Exams 

Have you ever seen a Dermatologist? . . . . .  Yes      No 
 

Doctor’s Name:________________________________________ 
 

Date Last Seen:________________________________________ 

(If you would like us to request your records, please request and 

sign a medical release form from your previous doctor’s office.) 
 

VII. Preferred Pharmacy 
 

Pharmacy Name:_______________________________________  
 

Pharmacy Address:_____________________________________ 

_____________________________________ 
 

Pharmacy Phone #: (_____)______________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Form Completed By: ____________________________________________________  Date: ______________________________ 
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FINANCIAL POLICY 

Thank you for choosing DR. ALAN HELLER, DR. JUSTIN HELLER, and DR. MISHA HELLER as your health care providers. 

We are committed to the success of your treatment. Please understand that prompt payment of the services provided allows us to 

continue giving you the best possible care. The following is a statement of our financial policy which we require that you read, agree 

to, and sign prior to any service. This financial policy applies to all services rendered by our group. It is our policy that the PATIENT 

(or the parents or guardians of a minor) is responsible for full payment of all services rendered. 

For patients WITHOUT insurance coverage, full payment is due upon receipt of any office services. 

For patients WITH insurance coverage:  

The insurance policy is a contract between the patient and his/her insurance company. It is the patient’s responsibility to know your 

insurance plan and to verify eligibility and benefits. Office copayments (if applicable) are due in full at time of service. All 

information required for claim submission must be provided by the patient; otherwise, that insurance company may not be billed. Any 

balance not paid by insurance will be due in full on next office appointment or upon receipt of our statement.  

 

Insurance Information: 

Name of Insurance Company:_____________________________________________________________________ 

Policy Number: ______________________  Group Number: ____________________________________________ 

Subscriber: __________________________ Relationship: ______________________________________________ 

 

Do you have a Secondary Insurance?_____ Name of Insurance Company: _________________________________ 

Policy Number:______________________ Group Number: ____________________________________________ 

Subscriber:_________________________ Relationship: ______________________________________________ 

For services outside of our office, there will be a separate charge from the facility where services are rendered. Any tests ordered by 

our doctors (i.e.: laboratory, radiology, etc.) will also be a separate charge from the corresponding providers. 

We accept cash, check, Visa, MasterCard and Discover payments. If requested, a short payment schedule may be considered for 

patients with special financial conditions. 

Again, thank you for entrusting us with your care. If you have any questions regarding your financial responsibilities or payment 

options, please call our office. 

 

Signature: ______________________________________________________________ Date: ______________________________ 
(PARENT/GUARDIAN IF PATIENT IS A MINOR) 
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WAIVER FOR “NOT MEDICALLY NECESSARY”  

AND/OR COSMETIC PROCEDURES 

Physician Notice 

Your Insurance Carrier will pay only for dermatologic services that are designed to treat an illness or injury. Your carrier does not 

cover some or all of the services we render because they are deemed “not medically necessary” and/or cosmetic in nature. 

 

Beneficiary Agreement 

I have been notified by my physician that my insurance carrier will not cover some or all of the services rendered for the reason stated 

above. Since I have been notified in advance of this determination, I agree to be personally and fully responsible for payment for 

services rendered by my physician. 

I understand that my doctor will not file a claim for any services considered to be “not medically necessary,” and/or cosmetic. 

I understand and agree that the charges for any “not medically necessary” and a/or cosmetic services must be paid in full by me. 

 

Beneficiary Signature: ___________________________________________________  Date: ______________________________ 
         (PARENT/GUARDIAN IF PATIENT IS A MINOR) 
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NOTICE OF PRIVACY PRACTICES 

This notice describes how information about you as a patient of this practice may be used and disclosed, and how to access your health 

information. This is required by the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act 

of 1996 (HIPAA). 

Our practice is dedicated to maintaining the privacy of your health information. We are required by law to maintain the confidentiality 

of your health information. We realize that these laws are complicated, but we must provide you with the following important 

information: 

The following circumstances may require us to use or disclose your health information: 

1. To provide treatment: We will use your health information within our office to provide you with the best health care 

possible. This may include administrative and clinical office procedures to schedule and coordinate care between physician, 

technician, nurse, and business office staff, in pathology laboratories, pharmacies or other health care personnel providing 

your treatment. It may be necessary to release your test results to authorize health care providers treating patients even when 

the provider requesting the results did not originally order the tests. 

2. To obtain payment: We may include your health information with an invoice used to collect payment for treatment you 

received in our office. We may do this with insurance forms filed for you in the mail or sent electronically. We will make 

every attempt to work only with companies with similar commitment to the security of your health information. 

3. To conduct health care operations: Your health information may be used during performance evaluations of our staff, 

during audits by insurance companies or government appointed agencies as part of their quality assurance and compliance 

reviews. Your health information may be reviewed during the routine processes of certification, licensing or credentialing 

activities. 

4. Communications: Because we believe regular follow-up is very important to your health, we may remind you of a 

scheduled appointment or that it is time for you to contact us to make an appointment. These communications may include 

postcards, letters, emails, and telephone reminders. We may share your health information with those you tell us will be 

helping you with your home treatment, medications or payment. You can request that our practice communicate with you 

about your health and related issues in a particular manner or at a certain location. For instance, you may request that we 

contact you at home, rather than work. We will try to accommodate reasonable requests. 

5. Required by law: We may disclose your health information to public health authorities and health oversight agencies that 

are authorized by law to collect information, when required to do so by a law enforcement official, lawsuits and similar 

proceeding in response to a court of administrative order, when necessary to reduce or prevent a serious threat to your health 

and safety or the health and safety of another individual or the public, for Worker’s Compensation and similar programs. 

Our patient medical records are kept confidential, secure, and out of reach by unauthorized persons. All reports, consultation and 

correspondence are reviewed by the physician prior to being filed in the medical records. A written released signed and dated by the 

patient/guardian must be obtained prior to the release of medical record information. 

You are entitled to receive a copy of this Notice of Privacy Practices. 

 I, _________________________________________, have had a full opportunity to read and consider the contents of this 

consent form and your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your 

use and disclosure of protected health information to carry out treatment, payment activities, and health care operations and laboratory 

testing. 

Signature: ____________________________________________________________   Date: _____________________________ 
  (PARENT/GUARDIAN IF PATIENT IS A MINOR) 

 


