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www.InvernessDerm.com 

New Patient Form 

Patient Name: DOB: 

Sex: Race: 

Social Security #:  Driver’s License #:           

Email: 

Yes No 

Phone: Relationship to Patient : 

Policy #: 

Policy Holder’s Date of Birth: 

Policy #: 

Policy Holder’s Date of Birth:_ 

Phone Number : 

Preferred Pharmacy 

Pharmacy Name, location and phone number : 

What skin problem(s) are we seeing you for today? **Please be aware that, unless scheduled as one, a complete skin exam requires a 

separate visit to ensure we have the necessary time to be thorough.**  

To stay up to date on our monthly specials and giveaways, sign up for our newsletter! 

YES

Name: 

Insurance Information 

Primary Insurance: 

Policy Holder’s Name: 

Policy Holder's Relationship to Patient:

Secondary Insurance: 

Policy Holder’s Name: 

Primary Care Physician

 Primary Care Doctor : 

Name of Referring Physician( if applicable)  

Address: 

City/ State/ Zip: 

Phone (Primary): (Secondary): 

May we leave a detailed message on your answering machine or voice mail? 

Emergency Contact

Date: 

Ethnicity: Preferred Language: 

Group #: 

Group #: 

NO

Elizabeth Jacobson, MD 
Board Certified Dermatologist

Shellie Marks, MD 
Board Certified Dermatologist

Katherine Hunt, MD 
Board Certified Dermatologist 

Mary Beth Templin, PA-C 
Physician Assistant - Certified

Alison Peterson, DNP 
Nurse Practitioner - Certified 

Self          Spouse          Parent          Guardian

Policy Holder's Relationship to Patient: Self          Spouse          Parent          Guardian
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Past Medical History: (please check all that apply) 

Anxiety Disorder 

Arthritis 

Asthma 

Atrial fibrillation 

Benign Prostatic Hyperplasia 

Cerebrovascular Accident 
COPD
Coronary Arteriosclerosis
Depressive Disorder 

Diabetes Mellitus 

Elevated Blood Pressure 
End Stage Renal Disease 

Epilepsy 

GERD 

Hearing Loss
High Cholestrol
HIV
Hypertension

Hyperthyroidism 

Hypothyroidism 

Inflammatory Disease of the Liver
Malignancy/Cancer:

 __________________________ 

Transplantation ofBone Marrow
NONE

Other 

Past Surgical History : (please check all that apply) 

Biopsy of Breast
Biopsy of Prostate 

Coronary Artery Bypass Graft Entire 
Transplanted Kidney
H/O: Colostomy
H/O: Tubal Ligation 

H/O: Appendectomy (Appendix) 
H/O:Cholecystectomy (Gallbladder) 
H/O: Colectomy: 

H/O: Liver Excision 

Total Cystectomy

H/O: Transurethral Prostatectomy 
(TURP)
Hysterectomy
Kidney Biopsy
Lumpectomy of Breast (Left, Right or 
Both)
Mastectomy (Left, Right or Both) 
Mechanical Heart Valve Replacement 
Oophorectomy (Ovaries Removed) 
Pancreatectomy (Pancreas Removed) 
Prostatectomy (Prostate Removed)

Splenectomy (Spleen Removed)
Total Nephrectomy (Kidney Removed) 
Total Orchidectomy (Testes Removed)
Total Hip Replacement (Left, Right or 
Both) 
Total Knee Replacement (Left, Right or 
Both)
Transplant of Heart
Transplant of Liver 

NONE 

Other 

Skin Disease History: (please check all that apply) 

Acne 

Asthma 

Blistering Sunburns 

Dry Skin 

Eczema 

Flaking or Itchy Scalp 

Hay Fever/

Allergies Poison Ivy 

Psoriasis 

NONE

Other 

Elizabeth Jacobson, MD 
Board Certified Dermatologist

Shellie Marks, MD 
Board Certified Dermatologist

Katherine Hunt, MD 
Board Certified Dermatologist 

Mary Beth Templin, PA-C 
Physician Assistant - Certified

Alison Peterson, DNP 
Nurse Practitioner - Certified 



Skin Cancer History: (please mark all that apply and write the location(s) and date(s) in the space provided) 

□ Actinic Keratoses

□ Basal Cell Carcinoma  _  

□ Melanoma

□ Precancerous Moles

□ Squamous Cell Carcinoma

□ Other_

□ NONE

Do you have a family history of Melanoma?  Yes No 

If yes, which relative(s)?  

Medications: (Please enter all current medications) List Name, Dose, Frequency 

Medication Name Dose Frequency 

Allergies: (Please enter all DRUG allergies) 

Social History: 

Cigarette Smoking: 

□Currently Smokes

□Never smoked

□Former Smoker

250 Inverness Center Drive 
Hoover, AL 35242 

ph 205.995.5575 
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Elizabeth Jacobson, MD 
Board Certified Dermatologist

Shellie Marks, MD 
Board Certified Dermatologist

Katherine Hunt, MD 
Board Certified Dermatologist 

Mary Beth Templin, PA-C 
Physician Assistant - Certified

Alison Peterson, DNP 
Nurse Practitioner - Certified 

No Do you have a family history of Basal or Squamous Cell?  Yes 

If yes, which relative(s)?  

Do you wear sunscreen?    Yes            No             If yes, what SPF?
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Review of Systems: Are you currently experiencing any of the following? 
(Please check yes or no for the following) 

Symptom Yes No 

Changing Mole 

Rash 

Use of Tanning Bed 

Joint Aches 

Muscle Weakness 

Anxiety 

Depression 

Thyroid Disease 

Fever or Chills 

ALERTS: (please check all that apply) 

Pacemaker

Allergy to lidocaine

Defibrillator

Artificial joints within the last two years

Artificial heart valve

Pre-medication prior to procedures

Pregnancy or planning a pregnancy

Blood thinners

History of fainting

HIV/AIDS

Hepatitis C

History of MRSA

Organ transplant

Breastfeeding

Elizabeth Jacobson, MD 
Board Certified Dermatologist

Shellie Marks, MD 
Board Certified Dermatologist

Katherine Hunt, MD 
Board Certified Dermatologist 

Mary Beth Templin, PA-C 
Physician Assistant - Certified

Alison Peterson, DNP 
Nurse Practitioner - Certified 
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Inverness Dermatology, LLC 
Patient Contact Information Sheet 

Patient Name: ________________________________________ Date of Birth: ________________________
Social Security Number or Driver's License Number (required by HIPAA law): ___________________________
Any physician, staff, employee or representative of Inverness Dermatology, LLC has my permission to 
discuss my account and medical conditions which may include symptoms, treatments, diagnosis, test 
results, medications or any other type of protected health information with the following persons in order to 
facilitate and coordinate my care, treatment and payment: 

Name Relationship Phone Number(s) 

Name Relationship Phone Number(s) 

I understand that authorizing the release of my information to the above individual(s) is voluntary 
and does not affect my access to treatment.  I can refuse to sign this form.  I can revoke it by writing to 
Inverness Dermatology, LLC or completing a new form at any time.  This authorization will remain in effect 
until I change or revoke it.  I understand that if information is shared with the above individuals it may be 
subject to redisclosure by the individual(s). 

Patient Signature: Date: ___________________ 

Insurance Screening Questions 
The government has required all medical offices to ask certain screening questions. We appreciate your 
cooperation. If you have any questions, please do not hesitate to ask. 

Vaccinations:  
Any age: Have you had a flu shot in the past 12 months? 
    As medical professionals, we recommend patients of all ages be vaccinated every year 

Over 65 years: Have you had a pneumonia vaccine?    

Tobacco:  
Over 14 years: Do you smoke? 

YES 

YES 

NO 

NO 

NO 

*If yes, how many packs per day? And how many

years?  ________packs per day, __________ years

*If you answered YES to the tobacco questions, we recommend quitting.
You can ask any health care provider about resources to help you in this process, some of which are listed below.
https://smokefree.gov/ or https://www.cdc.gov/tobacco/quit_smoking/how_to_quit/resources/

YES*

Elizabeth Jacobson, MD 
Board Certified Dermatologist

Shellie Marks, MD 
Board Certified Dermatologist

Katherine Hunt, MD 
Board Certified Dermatologist 

Mary Beth Templin, PA-C 
Physician Assistant - Certified

Alison Peterson, DNP 
Nurse Practitioner - Certified 

Elizabeth Jacobson, MD 
Board Certified Dermatologist

Shellie Marks, MD 
Board Certified Dermatologist

Katherine Hunt, MD 
Board Certified Dermatologist 

Mary Beth Templin, PA-C 
Physician Assistant - Certified

Alison Peterson, DNP 
Nurse Practitioner - Certified 
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