PRINTED NAME: _________________________________
DATE: __________________
Authorization for the Use of Photography 

In connection with my healthcare services, I authorize photographs of me and/or parts of my body (as defined by my healthcare provider), to be taken under the following conditions:

1. My healthcare provider may take the photos, or they may be taken by the medical assistant. 

2. The photograph(s) will be used for the patient’s medical record only.

I understand I have the right to revoke this authorization in writing for future photos. All previous photos taken will remain in the patient’s medical record.
I fully understand and agree with this authorization and acknowledge the above rights and disclosures.

Signature: ____________________________________________ 
Authorization for the Use and/or Disclosure of Protected Health Information

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this notice about our privacy practices, our legal duties and your rights concerning your health information. Such information may include documenting your symptoms, examination and test results, diagnoses, treatment and applying for future care or treatment. It also includes billing documents for those services. With your consent, the practice is permitted by federal privacy laws to make uses and disclosures of your health information for purposes of treatment, payment and health care operations. You have the right to revoke or restrict this consent, in writing, at any time. However, such a revocation shall not affect any disclosures we have already made in reliance on your prior consent.
HIPAA: (Health Insurance Portability & Accountability Act) Our staff is trained in HIPAA compliance to safeguard the privacy of patient’s healthcare information in its entirety. A copy of the Notice of Privacy Practices is provided to you upon request and is on display in the office waiting area.
I authorize Myers and Fotopoulos MDs PA dba New Image Dermatology to disclose my personal medical information to the following people:

Name______________________ Relationship__________________ Phone #________________
Name______________________ Relationship__________________ Phone #________________
I fully understand and agree with this authorization and acknowledge the above rights and disclosures.    
Signature: ____________________________________________
Revised 09/29/25
Authorization for Acknowledgement of Patient Testimonials
I authorize my healthcare provider to acknowledge, to use, or re-use, Testimonials/Reviews posted by me on social media (such as Facebook®, Twitter®, Google® etc.).  I understand the testimonials may be posted on the healthcare providers social media outlet(s), the providers website, or used as directed by my healthcare provider. This information will be used only in a professional and ethical manner as directed by my healthcare provider.

I fully understand and agree with this authorization and acknowledge the above rights and disclosures.

Signature: ____________________________________________
Payment Policy
All patients will be responsible for paying their annual deductible, and/or co-payment, or charges for any non-covered service when that service is rendered.  I authorize New Image Dermatology to release to my insurance carrier any information needed to determine the benefits payable for services rendered including the SSA or HCFA. Regulations pertaining to Medicare assignment of benefits apply. Cash, check, or credit card will also be accepted for payment. If you are a self-pay patient or we are not providers for your insurance plan you will be required to pay in full at the time service. We will not file claims with insurance companies that we are not contracted with.

Your credit card payment is securely processed and stored through our credit card terminal. Upon receipt of your EOB from your insurance company indicating your patient responsibility we will automatically charge or refund your credit or debit card. We will send you a receipt of any charges/refunds that are made to your card. 
To discuss any questions or concerns regarding your balance with us please contact the billing department at 727-845-3327. I further understand that if payment is denied by my credit card company, I will not be able to schedule any future appointments with New Image Dermatology until the balance has been paid in full. 

Your signature below signifies your understanding and willingness to comply with this policy.

Signature: _____________________________________________ Date: __________________
Revised 09/29/25
Medical History and Intake Form
Date: _________________
Name: _____________________________E-mail: _____________________________________
Please indicate the main reason for your visit today: ______________________________________________________________________________________________________________________________________________________________
Are you employed? Yes/No            Name of Employer:  __________________________________
Preferred Pharmacy: ___________________________ Phone: __________________________
____________________________________________________________________________________________ Address




City



State


Zip
Primary Care Doctor: ___________________________ Phone #: ________________________
Fax #: ____________________ Address: _____________________________________________
Past Medical History: (Please circle all that apply) 
Asthma




Hepatitis



Prostate Cancer

Breast Cancer



High Blood Pressure

Radiation Treatment

Colon Cancer



HIV/AIDS



Strokes 

  Thyroid Disease (Hypo/Hyper) 

Coronary Artery Disease

Leukemia




Diabetes




Lung Cancer


NONE OF THE ABOVE





Heart Valve Replacement Yes/No
Joint replacement within the last 2 years Yes/No
What Joint was replaced: ____________________________ Date: ___________________
Other: _____________________________________________________________________

Do you wear Sunscreen? Yes/No
What SPF? ______ Do you tan in a tanning salon? Yes/No

Do you have a family history of Melanoma? (Mom, Dad, or Siblings) Yes/No
Do you have a family history of skin cancer? (Mom, Dad, or Siblings) Yes/No
Skin Disease History: (Please circle all that apply)
Actinic Keratosis


Hay Fever/Allergies

Squamous Cell Skin Cancer

Basal Cell Skin Cancer

Melanoma



Seborrhea/Dandruff

Eczema/Dermatitis


Pre-cancerous Moles

Psoriasis                     
NONE OF THE ABOVE
If you have brought a medication list with you today the front desk can make a copy of it for your chart.

Medications: (Please list all current medications)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies: (Please list all current medications)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________

Cigarette Smoking: (Circle One) 
 Current Smoker
     Former Smoker
      Never Smoked
Have you designated an Advanced Medical Proxy (someone to make medical decisions for you if you are unable)? Yes/No
Do you have problems with any of the following:      
Excessive Bleeding? Yes/No      Excessive Scarring? Yes/No        Slow Healing? Yes/No
Please circle all that apply below:
Allergy to Adhesive



Defibrillator


Hearing/Visually Impaired

Allergy to Lidocaine



History of MRSA

Pacemaker

Allergy to topical antibiotics


Blood thinners

Do you require antibiotics prior to surgical procedure? Yes/No
Do you experience a rapid heartbeat with epinephrine injections? Yes/No
Have you ever had a covid vaccine? Yes/No
Female patients only: Are you pregnant or currently trying to get pregnant? Yes/No














Revised 09/29/25
