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If using Option 1, how to sign a PDF
Already have a digital signature? Use it here. Click in the Signature box and import your signature.
Don't have a digital signature? Write your name on plain white paper, take a photo with your phone or digital camera and import it 
to your computer.

4. Signature panel opens up.
5. Click the Image button; then click Select Image.
6. Browse to find the signature you created and select it.
7. Click Apply and place the signature into the signature box.

1. Open this PDF form that you want to sign.
2. Choose Tools >Fill & Sign

3. The Fill & Sign tool is displayed. Click Fill & Sign here, then click Add Signature in the next window.

Option 1: Download this form to your computer and fill it out.
Scan or take photos of your ID and both sides of your insurance card(s). Email 
completed form & scans of your ID and Insurance card(s) to:

submit@nimaskininstitute.com
Option 2: Print out this form, fill it out and bring completed form with your ID and 

PATIENT REGISTRATION INSTRUCTIONS

We need copies of your identification and insurance card(s).
ID — Driver's License, Passport or other form of photo ID (ie. school ID for minors)

insurance card(s) to your appointment.
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PATIENT REGISTRATION FORM

FIRST NAME 

SSN __________________________ 

 PARTNERED 

APT # 

LAST NAME 

DATE OF BIRTH

GENDER

AGE 

MARITAL STATUS M  S  W  D          SEP 

STATE ZIP 

          Cell 

ADDRESS 

CITY  

Please provide a phone number where we may leave a message for you. 

Phone Number(s):  Home     Work 

Email  

Referred By 

Emergency Contact Name and Relation 

Emergency Contact Phone Number 

Note: Fields in red are required

FIRST NAME LAST NAME 
DATE OF BIRTH GENDER SSN

Group # 

Relationship to patient  
Insurance Information (fill out only if insurance card not available) 

Insurance Company  
Insurance Company Address 

Yes No 

Insurance Company Phone Number 
ID#  
Do you have a secondary insurance? 
Insurance Company  
Insurance Company Address 
Insurance Company Phone Number 
ID#  Group # 

Primary Insurance Holder Information (If different than above)
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Treatment and Use/Disclosure Form 

I acknowledge and understand that, in presenting myself for treatment with Nilam K. Amin, D.O., S.C., d/b/a NIMA 
Skin Institute ("Practice"), I authorize and consent to the administration and performance of all necessary tests and 
treatments which may be ordered by the physician or mid-level provider and carried out by members of the medical 
staff. 

Signature of Patient/Guardian Date 

Consent to Use and Disclosure of Medical Information for Treatment, Payment and Health 

Signature of Patient/Guardian Date 

114164355.2 

Consent for Treatment

I consent to the use and disclosure of my medical information by Nilam K. Amin, D.O., S.C., d/b/a NIMA Skin 
Institute ("Practice"), for thepurpose of diagnosing, providing treatment, obtaining payment for my treatment or to 
conduct health care operation of the practice.

I understand that I have the right to request restrictions as to how this information is used or disclosed for treatment, 
payment, or healthcare operations and that the Practice is not required to agree to the restrictions that I may request, 
but that if the Practice agrees to a restriction it will be bound by such agreement.  

I have the right to revoke this consent, in writing, except where the Practice has already made disclosures in 
reliance on prior consent.  

I have been provided with a copy of the Practice's Notice of Privacy Practices, which explains how the Practice may 
use and disclose my medical information. I acknowledge that I have received and read a copy of this Notice of 
Privacy Practices prior to signing this consent.  

Nilam K. Amin, D.O., S.C., d/b/a NIMA Skin Institute, has the right to change the constituents that are described in 
the Notice of Privacy Practice. I may obtain a revised Notice of Privacy Practices by calling the office and 
requesting a revised copy via mail or by obtaining a copy when I am in the office. 
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Insurance Consent Forms 

Insurance Assignment and Release/Financial Policy 
I, the undersigned, have insurance coverage and assign directly to Nilam K. Amin, D.O., S.C., d/b/a NIMA Skin 
Institute ("Practice"), all medical benefits payable for the services rendered to me by the Practice. I understand that it 
is my responsibility as the patient to verify that the Practice participates in my individual insurance plan. I also 
understand that I will be financially responsible for any co-pays, deductibles, or non-covered services. I hereby 
authorize the Practice to release all information necessary to secure the payment of any and all insurance benefits. I 
authorize use of this signature on all my insurance submissions whether manual or electronic. 

Signature of Patient/Guardian Date 

Medicare Authorization (For patients with Medicare Only) 
I request that payment of authorized medical benefits be made on my behalf to Nilam K. Amin, D.O., S.C., d/b/a 
NIMA Skin Institute ("Practice"), for any services furnished to me by the Practice. I authorize release of medical 
information by any holder of such information needed to determine these benefits or the benefits payable for related 
services. I hereby authorize the Practice to release all information necessary to secure the payment of benefits. If 
other health insurance is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms, 
or electronically submitted claims, my signature authorizes release of the information to the insurer or agency 
shown. In Medicare assigned cases, the Practice agrees to accept the charge determination of the Medicare carrier as 
the full charge, and the patient is responsible only for the deductible, coinsurance, and non-covered services. 
Coinsurance and the deductible are based upon the charge determination of the Medicare carrier. 

Signature of Patient/Guardian Date 

114164355.2 
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Medical History 

Name:  Age DOB 

Reason for your visit 

Please answer the following: 
Do you have any history of the following medical problems? 

Anxiety Heart Murmur/Irregular Heart Beat 
Arthritis/Joint Deformity  Hepatitis: If yes, which kind? ________ 
Asthma  High Blood Pressure/Hypertension  
Atrial Fibrillation  HIV/AIDS  
Bladder Problems  High Cholesterol  
Bowel/Stomach  Hyperthyroidism  
Breast Cancer  Hypothyroidism  
Colon Cancer  Lung Cancer  
COPD  Lymphoma/Leukemia  
Coronary Artery Disease  Multiple Sclerosis  
Depression  Prostate Problems/Cancer  
Diabetes  Radiation treatment  
End Stage Renal Disease/ Kidney Problems Seizures  
Fainting  Stroke  
GERD/Acid Reflux  Tuberculosis  
Hearing Loss  Vascular 
Heart Attack 

Other medical history 

List any surgical procedures you have had: 

Have you had any of the following skin conditions? 
Hay Fever/ Allergies  
Melanoma  
Oily Skin  
Poison Ivy  
Confirmed Precancerous/Atypical Moles 
Psoriasis  

Acne  
Actinic Keratosis  
Basal Cell Cancer  
Blistering Sunburns  
Cold sores/Fever Blisters
Dry Skin 
Eczema  
Flaking or Itchy Scalp 

Squamous Cell Cancer 
Other Skin Conditions _____________ 

Do you use sunscreen regularly? Yes No If yes, what SPF number?  

Any history of tanning bed use?  Yes No If yes, past or current tanning bed use? Past Current 

Any history of sunbathing?  Yes No If yes, past or current sunbathing?  Past Current 
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Family History 
No
No 

If yes, which Relative? ____________ 
If yes, which Relative? ____________ 

Do you have a Family History of Melanoma? Yes 
Do you have a Family History of Multiple Sclerosis? Yes 

Current medications: 

Do you have any known drug allergies? Yes No 

If yes, please list with reaction  

Please answer the following: 

Do you take aspirin daily? Yes No 
Smoking Status:  everyday 
Alcohol use:  none 

some days 
less than 1 drink/day 

If yes, what strength/dose 
former never 
1-2 drinks/day

status unknown
3 or more drinks/day

Please explain
 once a day  few times a week  few times a month  never 

Do you use ilicit drugs?   Yes No 
Exercise status:  several times a day 
Caffeine status:  several times a day  once a day  few times a week  few times a month  never 

What is your occupation?  
What are your hobbies?  
Do you have a family history of any medical conditions or cancers? 

Alerts and Review of Systems-Please check all that apply: 

Pregnant or planning on getting pregnant Anxiety  
Blood Thinners  Depression  
Problems with Bleeding lmmunosuppression 
Artificial Joints (within the last 2 years) Hay Fever  
Pacemaker Vision Changes  
Defibrillator Headaches  
Artificial Heart Valve Cough  
Rapid heartbeat with epinephrine Shortness of breath  
Allergy to latex or nitrile Wheezing  
Allergy to lidocaine Sore Throat  
Allergy to adhesive Bloody Urine  
Allergy to topical antibiotic ointments  Bloody Stool  
Premedication prior to procedures  Abdominal Pain  
Stomach upset with antibiotics  Neck Stiffness 
Yeast Infections with antibiotics  Muscle Weakness  
Problems with healing  Joint Aches  
Problems with scarring/Keloids Chest Pain  
Fever or chills  Other: 
Night sweats  Other: 
Unintentional weight loss or gain 

Phone: Pharmacy Information:  Name:   Address:  
Who referred you/how did you hear about us?  
By signing below, I acknowledge that I have reviewed and agree with above information given. 

Signature of Patient/Guardian Date 
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KEEP A COPY OF THESE TWO PAGES FOR YOUR RECORDS
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