
MICHAEL A. SORACE, MD MOHS MICROGRAPHIC & SKIN SURGERY, PLLC 

745 W San Antonio Ave 
Suite 100 

Boerne, TX 78006 

Today's date: 

Patient's last name: 

Language: 

o Yes

Street address: 

P.O. Box: 

Occupation: 

D No 

Race: 

REGISTRATION/CONSENT FORM 

First: 

(Please Print) 

PCP: 

PATIENT INFORMATION 

Middle: D Mr. D Miss 

D Mrs. D Ms. 

457 Landa St
Suite E

New Braunfels, TX 78130 

Marital status (circle one) 

Single / Mar / Div / Sep / Wid 

Email address: Birth date: Age: Sex: 

I 

Social Security no.: Home phone no.: 

City: State: 

Employer: 

I 

Cell phone no.: 

ZIP Code: 

Employer phone no.: 

D M D F 

Chose clinic because/Referred to clinic by (please check one box): D Dr. D Insurance Plan D Hospital 

D Family D Friend 

other family members seen here: 

Primary Care Physician: 

Referring Physician: 

Pharmacy: 

Spouse's last name: 

Social Security no: 

Employer: 

D Close to home/work D Yellow Pages D other 

First: 

INSURANCE INFORMATION 

Phone No. ( 

Phone No. ( 

Phone No. ( 

Birth date: / / 

Phone No. ( ) 

Employer's Phone No. ( 

Please give your insurance card and photo ID to the receptionist. You must notify us if this is an accident or work related visit. 

14530 NW Military Hwy 
Suite 100

San Antonio, TX 78231





MICHAEL A. SORACE, MD MOHS MICROGRAPIC & SKIN SURGERY, PLLC 

745 W San Antonio Ave 

Suite 100 

Boerne, TX 78006 

457 Landa St

Suite E

New Braunfels, TX 78130 

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE 

AND CONSENT TO USE HEAL TH INFORMATION 

Read before signing the Acknowledgement and Consent 

This acknowledgement of notice and consent authorizes MICHAEL A. SORACE, MD MOHS MICROGRAPH IC & SKIN 

SURGERY, PLLC to use health information about you for treatment, payment, and health care operations purposes. 

NOTICE OF PRIVACY PRACTICES: MICHAEL A. SORACE, MD MOHS MICROGRAPH IC & SKIN SURGERY, PLLC has a 

Notice of Privacy Practices which describes how we may use your protected health information and how you can 

access your protected health information and exercise other rights concerning your protected health information. 

You may review our current notice prior to signing this acknowledgment and consent. 

AMENDMENTS: We reserve the right to change our Notice of Privacy Practices and to make the terms of any 

change effective for all protected health information that we maintain, including information created or obtained 

prior to the date of the effective date of the change. You may obtain a revised notice by submitting a written 

request to our Privacy Officer. 

How to contact our Privacy Officer 

Mail: MICHAEL A. SORACE, MD MOHS MICROGRAPHIC & SKIN SURGERY, PLLC 

745 W San Antonio Ave 

Suite 100 

BOERNE, TX 78006 

Acknowledgement and Consent 

PH: 830-331-9900 

I have received the Notice of Privacy Practices for MICHAEL A. SORACE, MD MOHS MICROGRAPH IC & SKIN 

SURGERY, PLLC is authorized to use health information about (please print patient's name) 

_____________ for treatment, payment, and healthcare operations purposes consistent with 

its Notice of Privacy Practices. 

Signature of Patient Date Account# 

Personal representative information (if applicable): 

Name of Personal Representative Relationship to Patient 

IDENTITY OF RECIPENTS: Provide the name or other specific identification of the person(s) or class of persons to 

whom the covered entity may disclose the covered information: 

Permission to Leave Message: YES ______ _ NO _____ _ 

__ Daytime Phone@# ___________ _ 

__ On My Home Answering Machine Phone@# ___________ _ 

__ On My Voicemail@# ___________ _ 

__ With My Designated and Authorized Person(s) Named Below: 

14530 NW Military Hwy

Suite 100

San Antonio, TX 78231







Michael A. Sorace, MD Mohs Micrographic & Skin Surgery, PLLC 

745 W San Antonio Ave #100 

Ph: 830-331-9900 

Fax: 830-331-9908 

457 Landa Street Ste E
Ph: 830-331-9900

Fax: 830-331-9908

Patient Agreement 

Patient's Name ________________ Account# _________ _ 

__ I understand that I owe I 00% of my bill and that I am responsible. I agree to pay balance 
in full. 

__ I understand that this is a biological procedure and by law cannot be guaranteed. 

__ I have been advised that if my insurance coverage should terminate during care, I will be 
financially responsible for services rendered to me after that date. 

__ I agree that I will bring in any payment received from the insurance company for services 
received at Michael A. Sorace, MD Mohs Micrographic & Skin Surgery, PLLC 

Patient's Signature ________________ _ 

Date _______ _ 

Witness's Signature ________________ _ 

Date _______ _ 

14530 NW Military Hwy #100 

Ph: 210-236-9372 

Fax: 210-251-3237 



�A- So�, �.D. 
t•. OH'-. t,.4 fL ROC,R.C.. 'H IC t-.. 'KJI'. S-URG ERt Pl LC 

This office is required to keep your signature on file authorizing us to file claims to Medicare for 

you and to release information to that payor if they required if for the proper consideration of a 

claim. Please read and sign the following statement: 

I authorize any holder of medical or other information about e to release to the Social Security 

Administration and Health Care Financing Administration or its intermediaries or carrier any 

information needed for this or a related Medicare Claim. I permit a copy of this authorization to 

be used in place of the original, and request payment of medical insurance benefits either to 

myself or the party who accepts assignment. Regulations pertaining to Medicare assignment of 

benefits apply. 

Signature as it appears on Medicare Card Date 

If you have a supplemental policy to which your Medicare Carrier automatically "crosses over", 

we are required to keep a separate signature on file: 

I request authorized supplemental benefits be made on my behalf for any services furnished to 

me. I authorize any holder of medical information to release to the above supplemental carrier 

any information needed to determine these benefits or the benefits payable for related 

services. 

Signature as it appears on Supplemental Card Date 

Please present your insurance cards and your photo identification to the receptionist. 

The receptionist will make a copy and return them to you promptly. 

14530 NW Military Hwy

Suite 100

San Antonio, Tx 78231 

Phone: (210)236-9372 

Fax: (210)251-3237 

WWW.MOHSSKINSURGERY.COM 

745 W San Antonio Ave 

Suite 100 

Boerne, Tx 78006 

Phone: (830)331-9900 

Fax: (830)331-9908 

457 Landa Street

Suite E
New Braunfels, Tx 78130



MOHS MICROGRAPHIC & SKIN SURGERY, PLLC 

Do you suffer from any of the following? 

o Leg pain or throbbing

o Leg tiredness or fatigue

o Leg swelling

o Leg cramping

o Itchy lower legs

o Skin rash on your legs

o Dark areas on your legs

o Spider veins or varicose veins

14530 NW Military Hwy

Suite 100

San Antonio, Tx 78231 

Phone: (210)236-9372 

Fax: (210)251-3237 

WWW.MOHSSKINSURGERY.COM 

745 W San Antonio Ave 

Suite 100 

Boerne, Tx 78006 

Phone: (830)331-9900 

Fax: (830)331-9908 

457 Landa Street

Suite E
New Braunfels, Tx 78130




