
Advanced Dermatology, 
Mohs and Laser Surgery Center, P.A.  

240 East Grove Street 
Westfield, New Jersey 07090-1687 

Phone: 908.232.6446 
Fax: 908.232.6447 

www.skinandlasercenter.com

Dear Patient, 
Thank you for scheduling an appointment with our practice! Please read the information below. 
 
Our Patient Portal 
We invite you to register for our patient portal. https://advanceddermnj.ema.md.  

Please use this portal to update your medications and health history prior to your appointment. This 
portal is for your health history only.  You will still need to fill out and print the Registration form, 
the HIPAA form, and the Designation of Relatives form found in this packet. You can also access 
your patient record in the future. If you provided us with your email address, you should have 
received an invitation to register. If you have not received the invitation, please give us a call. If you 
do not have an email address, please call our office and we can create a login for you. Please 
remember to press “Save and Continue” as you answer all of your health history questions. 

If you are not able to register for our patient portal, please help us by completing the enclosed 
registration and medical history forms before you come to the office. Bring them with you on the 
day of your appointment. PLEASE DO NOT MAIL THEM TO US. 

On the day of your appointment 
Please be sure to bring your insurance cards, medication list (including dosages) and a photo ID to 
your appointment. We ask that you arrive 15 minutes early for your appointment for registration. If 
your insurance plan requires a referral, please be sure to bring it with you to your appointment. 
Knowing whether or not you need to bring a referral is your responsibility. 

In order to keep our wait times to a minimum, we have a 15 minute lateness policy. If you are more 
than 15 minutes late, we will ask you to reschedule your appointment. 

Please be advised that we do require 24 hour notice for cancellation of your appointment.  
Missed office visit charge $50.00 

Missed procedure or surgical visits charge $100.00 

We look forward to seeing you!

Appointment Date:                                                

Time:                                                                       

Doctor:                                                                    

Physician Assistant:                                                              

advanceddermnj.com



PLEASE PRESENT THE RECEPTIONIST WITH ALL OF YOUR INSURANCE CARDS 

First Name:      M.I.            Last Name:        
Address:                   
                    
    City:               State:   Zip:    
  
Date of Birth:  / /   

Home #: (  ) -   Email Address:        
Cell    #: (  ) -   Work  #: (  ) -   

Gender: M/F/T/Other Marital Status: Single/Married/Divorced/Separated/Widow 

Responsible Party:      Phone  #: (    )   -             
   (I.E. Parent/Guardian) 
*IF PRIMARY INSURED IS A PERSON OTHER THAN THE PATIENT (I.E. PATIENT IS SPOUSE OF POLICY 
HOLDER, OR A CHILD), PLEASE COMPLETE PRIMARY INSURED INFORMATION SECTION OF THIS FORM* 

Primary Insurance Co:       ID#:      
Primary Insured (POLICYHOLDER):            

Secondary Insurance Co:       ID#:      
Primary Insured (POLICYHOLDER):            

Tertiary Insurance Co:       ID#:      
Primary Insured (POLICYHOLDER):            

M.I.                  M.I

           Insurance Form 
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HIPAA AND PRIVACY 
I acknowledge having been offered a copy of the pa7ent’s No7ce of Privacy Prac7ces.   

_________________________________________ ___________________    _______________________________ 
Signature      Date      Print Name  

ALL PATIENTS: 
I understand that I am personally responsible for and, therefore, agree to pay any outstanding balance not covered or paid 
by my insurance carrier (unless prohibited by contract) including co-payment, co-insurance and/or deduc7ble.  I also agree 
to pay in full for procedures deemed by insurance carriers to be out-of-network or “cosme7c or medically unnecessary” 
which are not covered by medical insurance. 

PRINT NAME:_________________________________ DATE:_______________________ 

PATIENT SIGNATURE:_________________________________ 

CREDIT CARD COLLECTION POLICY (OPTIONAL) 
Dear Pa7ent, 
In an effort to streamline pa7ent billing and to avoid collec7on issues, we offer pa7ents the op7on of leaving a 
credit card on file with us.  Your credit card informa7on is securely encrypted and stored, just like it would be at a 
hotel.   

AAer applying your co-pay and/or all insurance payments and adjustments, you will be billed for any balance 
owed.  You will have 30 days to pay the balance of your bill via cash, credit, check or money order.  If you have not 
paid your balance within 30 days of the statement date, we will process payment via your credit card on file for 
the balance due.  The payment applied to your credit card will NOT be more than the total charge for services 
rendered.  

If you decide to pay your bill via another method aAer we charge your card, please contact the office for those 
payment arrangements, and we will refund your card on file.  If you iniRate a charge back through your credit 
card company, we will be charged a fee by the bank and will pass that fee on to you. 

Thank you for your coopera7on in this maNer.  We value your business and will protect your privacy at all 7mes.  
If you have any ques7ons, please contact our billing department. 

I authorize Advanced Dermatology, Mohs & Laser Surgery Center, P.A. to charge my credit card for balances due 
on my account.   

PRINT NAME: ______________________________________   DATE:____________________________ 

PATIENT SIGNATURE:_________________________________       

   

Advanced Dermatology,  
Mohs and Laser Surgery Center, P.A.  

240 East Grove Street 
Westfield, New Jersey, 07090-1687  

Phone: 908.232.6446  
Fax: 908.232.6447 

advanceddermnj.com

http://advanceddermnj.com


Designation of Certain Relatives, Close Friends and Other Caregivers 

I agree that Advanced Dermatology, Mohs and Laser Surgery Center may disclose my health 
information to a family member, close personal friend, or other caregiver because such person is 
involved with my healthcare or payment relating to my healthcare.  In that regard, Advanced 
Dermatology, Mohs and Laser Surgery Center will disclose only information that is directly relevant 
to the named person’s involvement with my healthcare or payment relating to my healthcare.   

I designate the following persons listed below as persons involved with my healthcare or payment 
relating to my healthcare.  I understand that I am not required to list anyone. I also understand that I 
may change this list, in writing, at any time. 

_____________________________    _________________     ___________ _____________________  
Print Name       Relationship       Date of Birth Telephone # 

_____________________________    _________________     ___________ _____________________  
Print Name       Relationship       Date of Birth Telephone # 

_____________________________    _________________     ___________ _____________________  
Print Name       Relationship       Date of Birth Telephone # 

_____________________________    _________________     ___________ _____________________  
Print Name       Relationship       Date of Birth Telephone # 

________________________________________________ _________________________________ 
Patient Name       Date 

________________________________________________  
Patient Signature        

Advanced Dermatology, 
Mohs and Laser Surgery Center, P.A.  

240 East Grove Street 
Westfield, New Jersey 07090-1687 

Phone: 908.232.6446 
Fax: 908.232.6447 

www.skinandlasercenter.comadvanceddermnj.com


