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James H. Herndon, MD                                         Peter D. Hino, M.D.                                       J. B. Foshee, M.D. 

 
      

PATIENT REGISTRATION          ACCT#____________ 
 
PATIENT INFORMATION 
 
Last Name: _______________________________________First Name: __________________________ MI:________ 
 
Street Address: _________________________________Apt #:______City: ________________State:____ Zip _____ 
  
Home Phone: (        ) ______ - ______ Alternate Phone#: (        ) _______ - ________       □  work  □  mobile    
 
Date of Birth: _____/_____/_____   Age: ______ Sex:_______ Email:_______________________________________  
 
Employer: ____________________________ Driver’s License # _______________Spouse Name:_________________  
 
Referring Physician:  ________________________________________ Phone: ________________________________ 
 
 
HEALTH INSURANCE INFORMATION 
 
Insurance Company: ____________________________________ ID#_______________________________________ 
 
Group#____ ________________   Relationship to Patient:  __________ Ins. Co. Phone # _______________________ 
 
Insured Name: __________________________   Date of Birth: ____/____/____   SSN#: ________________________ 
 
 

PLEASE COMPLETE IF PATIENT IS A CHILD (UNDER 18 YEARS OLD) 
Give information for the PARENT/LEGAL GUARDIAN who is accompanying child to this visit 

 
Name:  _______________________________________ Relationship to Patient: ______________________________ 
 
Address: _____________________________City: _______________________State: ______________ Zip: ________ 
 
Home Phone #: (        ) ________ - ________ Alternate Phone #: (         ) _______ - _______   □  work    □ mobile 
 
 
  
FINANCIAL RESPONSIBILITY:  I have read and understood the financial policy on the back of this registration and 
agree that I am ultimately responsible for the balance of my account for any professional services rendered regardless 
of insurance coverage. 
 
AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize Dermatology Center of Dallas to release any 
information acquired in the course of my examination or treatment to the insurance carriers involved in the payment of 
my account.  I authorize fax transmittal as needed. 
 
ASSIGNMENT OF BENEFITS:  I hereby authorize payment directly to Dermatology Center of Dallas. 
 
 
SIGNATURE:  __________________________________________________________ DATE: ____________________ 



 
 


