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SKIN INSTITUTE nimaskininstitute.com

PATIENT REGISTRATION FORM

LAST NAME FIRST NAME

DATE OF BIRTH AGE SS#

SEX M/F MARITAL STATUS M/S/W/D/SEP/PARTNERED

ADDRESS APT.#
CITY STATE ZIP
Home #( ) Work #( ) Cell#( )

Please circle which phone number we may leave a message for you: Home Work Cell

REFFERED BY:

Emergency Contact Name and Number:

What is your relationship to the emergency contact listed above?

Primary Insurance Holder Information (If different than above)

LAST NAME FIRST NAME

DATE OF BIRTH SEX M/F  SS#

Relationship to patient

Insurance Information (fill out only if insurance card not available)

Insurance Company

Insurance Company Address

Insurance Company Phone Number

ID# Group #

Do you have a secondary insurance? Yes No
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Treatment and Use/Disclosure Consent Form

Consent for Treatment

I acknowledge and understand that, in presenting myself for treatment with Nilam K. Amin, D.O.,
S.C., DBA NIMA Skin Institute, I authorize and consent to the administration and performance of
all necessary tests and treatments which may be ordered by the physician and carried out by
members of the medical staff.

Signature Patient/Guardian Date

Consent to Use and Disclosure of Medical Information for Treatment,

Payment and Health Operations

[ consent to the use and disclosure of my medical information by Nilam K. Amin, D.O., S.C.,
DBA NIMA Skin Institute, for the purpose of diagnosing, providing treatment, obtaining
payment for my treatment, or to conduct health care operation of the practice.

I understand that I have the right to request restrictions as to how this information is used or
disclosed for treatment, payment, or healthcare operations and that Nilam K. Amin, D.O., S.C.,
DBA NIMA Skin Institute, is not required to agree to the restrictions that I may request, but if the
practice agrees to a restriction, the practice is bound by the agreement.

I have the right to revoke this consent, in writing, except where the practice has already made
disclosures in reliance on prior consent.

I have been provided by Nilam K. Amin, D.O., S.C., DBA NIMA Skin Institute, Notice of
Privacy Practices, which has provided knowledge about how the practice may use and disclose
medical information. I acknowledge that I have received and read a copy of this notice prior to
signing this consent.

Nilam K. Amin, D.O., S.C., DBA NIMA Skin Institute, has the right to change the constituents
that are described in the Notice of Privacy Practice. I may obtain a revised notice of privacy
practice by calling the office and requesting a revised copy via mail or obtaining a copy when |
am in the office.

Signature Patient/Guardian Date
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Insurance Consent Form

Insurance Assignment and Release/Financial Policy

I, the undersigned, have insurance coverage and assign directly to Nilam K. Amin, D.O., S.C.,
DBA NIMA Skin Institute, all medical benefits payable for the services rendered. 1 understand
that it is my responsibility as the patient to verify that the practice participates in my individual
insurance plan. I also understand that I will be financially responsible for any co-pays,
deductibles, or non-covered services. | hereby authorize the doctor to release all information
necessary to secure the payment of benefits. 1 authorize use of this signature on all my insurance
submissions whether manual or electronic.

Signature of Insured/Guardian Date

Medicare Authorization (For patients with Medicare Only)

I request that payment of authorized medical benefits be made on my behalf to Nilam K. Amin,
D.O., S.C., DBA NIMA Skin Institute, for any services furnished to me by this medical practice.
[ authorize release of medical information by any holder of such information needed to determine
these benefits or the benefits payable for related services. I hereby authorize this medical practice
to release all information necessary to secure the payment of benefits. If other health insurance is
indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms, or
electronically submitted claims, my signature authorizes release of the information to the insurer
or agency shown. In Medicare assigned cases, the physician or supplier agrees to accept the
charge determination of the Medicare carrier as the full charge, and the patient is responsible only
for the deductible, coinsurance, and non-covered services. Coinsurance and the deductible are
based upon the charge determination of the Medicare carrier.

Beneficiary Signature Date
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ACKNOWLEDGMENT

| acknowledge that | am seeking medical care from NILAM K AMIN, D.O., S.C. d/b/a
NIMA SKIN INSTITUTE. | have been advised that Dr. Amin shares office space with an
unrelated practice as a sublessor. While Dr. Amin may make referrals to or receive
referrals from the unrelated practice, the practices are independent. There is no control
or agency relationship between the two and no agreement regarding referrals. |
understand that at all times | have the right to be referred to a physician | select for my
care.

Patient/Guardian Signature:

Printed Patient Name:

Date:




A

P: 312.266.NIMA (5462

1460 N HALSTED

212,266.648]

ST | STE. 505 | CHICAGO, IL 60642
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Medical History

Name Age DoB___/___/J SexM/F

Reason for your visit,

Please answer the following:

Do you have any history of the following medical problems?

CAnxiety [1Heart Murmur/Irregular Heart Beat

OArthritis/Joint Deformity [ Hepatitis: IF yes, which kind?

[Asthma [IHigh Blood Pressure/Hypertension

CAtrial Fibrillation CHIV/AIDS

CBladder Problems [JHigh Cholesterol

OBowel/Stomach CHyperthyroidism

[OBreast Cancer [IHypothyroidism

OColon Cancer CLung Cancer

JcoprD CiLymphoma/Leukemia

OCoronary Artery Disease [JMultiple Sclerosis

O Depression O Prostate Problems/Cancer

ODiabetes [JRadiation treatment

CIEnd Stage Renal Disease/ Kidney Problems [JSeizures

CFainting [Stroke

CJGERD/Acid Reflux [OTuberculosis

[CHearing Loss [JVascular

CJHeart Attack

Other medical history

List any surgical procedures you have had:

Have you had any of the following skin conditions?

ClAcne

[JActinic Keratosis

[Basal Cell Cancer
[IBlistering Sunburns
[iCold sores/Fever Blisters
[Dry Skin

[CJEczema

CJFlaking or Itchy Scalp

Do you use sunscreen regularly? Yes / No If yes, what SPF number?
Any history of tanning bed use? Yes/No If yes, past or current tanning bed use?
Any history of sunbathing? Yes/ No If yes, past or current sunbathing?

[IHay Fever/Allergies
[JMelanoma

COily Skin

CJPoison Ivy
[IConfirmed Precancerous/Atypical Moles
[IPsoriasis

[JSquamous Cell Cancer

(JOther Skin Conditions




Family History:

Do you have a Family History of Melanoma? Yes / No........ If yes, which Relative?

Do you have a Family History of Multiple Sclerosis? Yes / No

Current medications:

Do you have any known drug allergies? Yes /No

If yes, please list with reaction

Please answer the following:

Do you take aspirin daily? Yes/No If yes, what strength/dose?
Do you drink alcohol or use recreational drugs? Yes / No Please specify
Smoking Status(circle one): every day smoker, some day smoker, former smoker, never smoker, smoking status unknown
Exercise Status(circle one):several times a day, once a day, few times a week, few times a month, never

Caffeine Use(circle one): several times a day, once a day, few times a week, few times a month, never

What is your occupation?

What are your hobbies?

Do you have a family history of any medical conditions or cancers?

Alerts and Review of Systems-Please check all that apply:

[IPregnant or planning on getting pregnant L Anxiety

OBlood Thinners [ IDepression
[OProblems with Bleeding [lImmunosuppression
CArtificial Joints (within the last 2 years) [IHay Fever
OPacemaker [1Vision Changes
ODefibrillator || Headaches
CArtificial Heart Valve L] Cough

[JRapid heartbeat with epinephrine [l Shortness of breath
OAllergy to latex [l Wheezing
CJAllergy to lidocaine [’} Sore Throat
CJAllergy to adhesive |'! Bloody Urine

[J Allergy to topical antibiotic ointments [ Bloody Stool

[0 Premedication prior to procedures [J Abdominal Pain

[0 Stomach upset with antibiotics [l Neck Stiffness

O Yeast Infections with antibiotics
[ Problems with healing

I Muscle Weakness
(! Joint Aches

0 Problems with scarring/Keloids [| Chest Pain
L Fever or chills 1 Other
I Night sweats LI Other

[ Unintentional weight loss or gain

Pharmacy Information:

Who referred you/how did you hear about us?
By signing below, | acknowledge that | have reviewed and agree with above information given.

Patient/ Guardian Signature Doctor/PA Signature Date




NOTICE OF PRIVACY PRACTICES

NIMA Skin Institute, 1460 N. Halsted Street, Suite 505, Chicago, IL 60642
Privacy Officer: Office Manager Adriana Lopez, phone (312) 266-6462
Effective Date: 09/16/2013

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY

We undersiaond the importance of privacy and are 110 the confick lity of your medical mfe Wcuutcaurudql:b-mbadmnmmkwdunymwwmhrmﬂxﬁw
others. Wrmdmnmambmpnnmkwmabkadmhmhhmmbnmmu-puhoﬂmdawlan :oobun  for services | d 10 yon as allowed by your heaith plan and 1o enable ux to meet
our profe ! and legal obli 1o op this medical practice properly. vammmlbybvwmmdu;wmaymwh:dmuwmmmmkud\ﬂdammmnxdwkxdum
and privacy practices wuhmp«:mm«llnulmuﬁrmm and to notify affected individuals following a breach of { health This notice describes how we may use and disclose

your medical information, It also describes your rights and our legal obligations with respect 10 your medical information. UmhwwwumubmﬂMMxm please contact our Privacy Officer listed above.

TABLE OF CONTENTS
A How This Medical Practice May Use or Disclose Your Health Information
B When This Medical Practice May Not Use or Disclose Your Health Information
C Your Health Information Rights
I Rlslnmm;usrxul?nvuyhmm
2 Right 10 Reg
3 Rnglulolnq)ealndCopy
4 Right 1o Amend or Supplement
S Right 10 an Accounting of Disclosures
6 Right to a Paper or Electronic Copy of this Notice
D Changes to this Notice of Privacy Practices
E Complaints
Al How This Medical Practice May Use or Disclose Your Health Information
This medical practice collects health inf ion about you and stores it in an el ic health dip | health record. This is your medical record  The medical record is the property of this medical practice,
but the inft ion in the medical record belongs to you The law permits us to use or disclose your health information for the following purposes:
1 Treatment, We use medical information about you to provide your medical care. We discl dical information 1o our employees and others who are involved in providing the care you need. For
example, we may share your medi with other physici mmwmmmwhwlmvmmwwwbmm Or we may share this information with a pharmacist
who needs it 1o dispense a prescription 10 you, or a laboratory that performs a test. We may also disclose medical i to members of your fumily or others who can help you when you are sick or

injured, or after you die

2 Payment Wculemdduclmemcdlulmfnrmnmnbmlymmohninpnymﬁlhﬂhcwwww«pmvﬁe For example, we give your health plan the information it requires before it will pay us We may
dwdudoniufmmwothelmhhmpmwdmmmthemwobwmngnymformwulheyhvepmv:dedwyw

3 Health Care Operations We may use and disclose medical information about you to operate this medical For le, we may use and disclose this information to review and improve the quality
nfmwepmvndc wuhwmwmmﬁwmm Orwemlyu-mddnclon:ﬂuunl‘unmmntopywlwdlhyhnlouﬂhonumorm&mh We may also use and

this as y for iews, legal services and audits, including fraud and abuse detection and and by and We may also

share your medical information with our “busi iates,” such as our billing service, that perform administrative services for us. We have a written contract with each of these business associates that
mnmmmnnmmwlwﬂbmmummeullucnnﬂdmhluyundmyormpmmhuhhmwm We may also share your information with other health care providers,
!uhhwadunnshunumhunhphmlhnh-wudumshpwhhyw.whmlh:yrequenunnnﬁxmumwhdplhmwuhumqumwmmdmmvmlmiwiu.wmu&ty

lation-based efforts to improve health or reduce health care costs, their p di activities, their review of competence, qualifications
wpafmmuudhnhhm fessionals, their ining progr Muadummmnﬁwnwwhmn]wlmulhwhuhhwefuudlndlhndaanmmdwmplhmm We may
lhonhmmdxulmfm.bunymwﬂhlhuh-huhhm iders, health care clearingh and health plans that participate with us in * d health care arrang " (OHCAs) for any of

the OHCAS' health care operations. OHCAs include hospitals, phynwnmmmhuhhphuudoiﬁnmwhdlwﬂeawdy provide health care services. A listing of the OHCAs we participate in
15 available from the Privacy Official

4 Appointment Reminders  We may use and disclose medical information to contact and remind you about appointments. 1f you are not home, we may leave this information on your answering machine or in
& message left with the person answering the phone.

$ Sign.In Sheet. We may use and disclose medical information about you by having you sign in when you arrive at our office. We may also call out your name when we are ready 10 see you.

6 Noufication and Communication With Family. We may disclose your health information to notify or assist in notifying a family ber, your p ive or another person responsible for your
care about your location, your general condition or, unless you had instructed us otherwise, in the event of your death. In the event of a disaster, wemnydlnhumfumnmmudmforununlonmﬂm
they may coordinate these notification efforts We may also disclose information to someone who is involved with your care or helps pay for your care. If you are able and available to agree or object, we
wdlgweynulheoppoﬂmyloob)eumlnmlkmslhendmlonmnhtnuﬂ:wcmydmlouﬂuunfmwmmldmnawmmvywobpumlfwebdmuummylnrq)olﬂmlk
emergency circumstances. If you are unable or unavailable to agree or object, our health professionals will use their best judgment in communication with your family and others.

7 Marketing Ptowdodwedonotmlnypymml'otmktn;lhaewmmunlamm.wemymmyomopveywmfommnbuutpudua:um-mrdﬂdloyuuruumeu case management of
care coordination, or to direct or d other health care providers or settings of care that may be of interest to you. We may si provided by this
pmmdldlyouwmchmhhplmlhuprmmp-nmpuumWemyuw-nounpyoumnmmnnnhnnhyIlfenylenndpl ded tests, partici mldum
provide you with small gifts, tell you about go d health programs or ige you to purchase a prod ovmwbcnweuemfcrwmchwtmybcpudlelly.wcmlymaw
wwmumwhchmwwmoﬁmudm'ymlouhndnﬂllmmdmmuuhuwmmnm&annhgor logic that is y prescribed for you. We will not otherwise use or

your or secept any pa for other marketi i whuummmm horization. The will disclose whether we
receive any comg ion for any mark lamtyynumlhoda.nndw-willunpmyﬁnmmkem‘mwkymthmmywmohlhﬂmhomﬂm

L2 Sale of Health Information. We will not sell your bealth information without your prior written authorization. The authorization will disclose that we will receive compensation for your health information if
you authorize us to sell it, and we will stop any future sales of your information o the extent that you revoke that suthorization.

9 Regquired by Law. As required by law, we will use and disclose your health information, but we will limit our use or discl 10 the rek of the law. When the law requires us 10 report
abuse, neglect or d or resp wmmdammmniwm“mhwmfnmnomaalummllﬁmhamwlywithdnmmmmmuowmm
activities

10, Public Health Wemny.mdncsomcumurmmdbyhw.mdiuhuywhuhhmﬁwanwwblkhuhh horities for p related 10: p ormollingdamn.m}uryudmuny.
reporting child, elder or dependent adult abuse or neglect; rep P ___loleoodudDmngnlmhn bl wnh d lnd to medications, and reporting
disease or infection exposure. Whenwemponmpeuadelduorwmnmgudommvmlmmwmlnfnrmyworyom ly unless in our best professional
judgment, we believe the notification would place you at risk of serious harm or would require informing a p P ive we belicve is P ible for the abuse or harm

1 Health Oversight Activities We may, and are sometimes required by law, to disclase your health infc ion 10 health igh ies during the course of audits, i gati pections, | and
other proceedings, subject to the limitations imposed by law




12 Judicial and Administrative Proceedings — We may, and are sometimes required by law, to disclose your healih information in the course of any administrative o judicial proceeding 10 the extent cxpressly

horized by a count or administrative order. We may also disclose information about you in resp 10 a subp di y request or other lawful process if reasonable efforts have been made to notify

you of the request and you have not objected, or if your objections have been reslved by a court or administrative order

3 Law Enforcement. We may, and are quired by law, to disclose your bealth inf 10 & law enfi official for purposes such as identifying or locating a suspect, fugitive, material
Witness or missing person, complying with a court order, warrant, grand jury subpoena and other law enforcement purposes.

&) Coraners  We may, and are often required by law, to disclose your health inft ion to n ion with their i igations of deaths

15 Organ or Tissue Donation We may disclose your health inft ion 10 organizations involved in p ing, banking or transplanting organs and tissues.

16 Public Safety. We may, and are i equired by law, to disclose your health information to appropriate persons in order 1o prevent or lessen a serious and imminent threat 1o the bealth or safety of a
particular person or the general public

17 Proof of Immunization We will disclose proof of i ization to & school that is required to have it before admitting a student where you have agreed 10 the disclosure on behalf of yourself or your
dependent.

18 Specialized Government Functions We may disclose your health information for military or | security purposes or 10 ional institutions or law enforcement officers that have you in their lawiul
custody

19 Waorkers' Compensation. We may disclose your health information as necessary 1o comply with workers’ compensation laws. For ple, 1o the extent your care is d by workers' compensation, we
will make periodic reports to your employer about your condition. We are also requited by law 10 report cases of occupational injury or occupational illness to the employer or workers' comp insurer

20 Change of Ownership In the event that this medical practice is sold or menged with another organization, your health infe o) d will b the property of the new owner, although you will
maintain the right to request that copies of your health inf ion be ferred to another physician or medical group

21 Breach Notification In the case of a breach of d p d health infc ion, we will notify you as required by law. We may use e-mail or regular mail (0 communicate information related 10 the

i

breach In some circumstances our b

may provide the notification. We may also provide notification by other methods as appropriate.

B. When This Medical Practice May Not Use or Disclose Your Health Information

Except as described in this Notice of Privacy Practices, this medical practice will, i with its legal obligations, not use or disclose health infi jon which identifies you without your written suthorization 1f
you do authorize this medical practice to use or disclose your health infe ion for another you may revoke your suthorization in writing at any time

C. Your Health Information Rights

1 Right 10 Request Special Privacy Protections You have the right to request restrictions on certain uses and disclosures of your hiealth information by a written request specifying what information you want to
limit, and what limitations on our use or disck of that infc ion you wish to have imposed. If you tell us not to disclose information to your ial health plan mb.mm"
services for which you paid for in full out-of-pocket, we will abide by your request, unless we must disclose the information for or legal reasons. We reserve the right 1o accept or reject any other
request, and will notify you of our decision

2 Right 10 Request Confidential Communications. You have the right 10 request that you receive your health information in & specific way or at a specific location For example, you may ask that we send
infe ion to a particular e-mail or to your work address. We will comply with all reasonable requests submitted in writing which specify how or where you wish 1o receive these communications.

3 Right 10 Inspect and Copy  You have the right to inspect and copy your health information, with limited exceptions To access your medical information, you must submit & written request detailing what
information you want access to, whether you want 1o inspect it or get a copy of it, and if you want & copy, your preferred form and format. We will provide copies in your requested form and format if it is
mdilywudndbk.orwcwillpvvideywwhhmuhm-tivefcrmyouﬁudmbk.uifwem‘lwumdwcmdmunmmominmnhwmkw.yaﬂdaoicqofundnbhm.w
hardcopy format. We will also send a copy to any other person you designate in writing. We will charge a reasonable fee which covers our costs for labor, supplies, postage, and if req d and agreed 10 in
advance, the cost of preparing an explanation or summary. We may deny your request under limited circumstances If we deny your request to access your child's records or the records of an incapacitated
Mmmwimmmbalicwlllowinglneulwmldbcmmhlyﬁkdylouunm.nhlhrmlolhpﬁiu.ywwillhveuighwlwnlwddion

4 Right to Amend or Supplement. You have a right 1o request that we amend your health information that you believe is incorrect of incomplete You must make 8 request 10 amend in writing, and include the
reasons you believe the infc ion is i ori pl We are not required to change your health information, and will provide you with information about this medical practice’s denial and how
you can disagree with the denial Wemyknymmuifmdomhwlhehfwmﬁm.ifmdiduaamthhfommba(mluuhemaﬂhyﬂmmdthmfuumnmw
available to make the amendment), if you would not be permitted to inspect or copy the information at issue, or if the infi ion is and complete as i 1f we deny your request, you may submit a
written of your disagr with that decision, and we may, in turn, prepare a written rebuttal All information related to any request to amend will be maintained and disclosed in conjunction with
any subsequent discl of the disputed information

] Right 1o an Accounting of Disclosures You have a right 1o receive an accounting of disclosures of your health information made by this medical practice, except that this medical practice does not have to

for the discl provided to you or pursuant 10 your written authorization, or as described in paragraphs 1 ( ), 2 (p ), 3 (health care operations), 6 (notification and communication

with family) and 18 (specialized go functions) of Section A of this Notice of Privacy Practices or disck for purposes of h or public health which exclude direct patient identifiers, or

which are incident 1o a use or discl otherwise permitted or authorized by law, or the discl 10 @ health oversight agency or law enforcement official to the extent this medical practice has received
notice from that agency or official that providing this ing would be bly likely to impede their activities.

Right 1o a Paper or Electronic Copy of this Notice. You have a right to notice of our legal duties and privacy practices with respect to your health information, including a right to a paper copy of this Notice
of Privacy Practices, even if you have previously requested its receipt by e-mail

ll'youwculdlikcwhlvelmwedanileduphxmimoflhennghsuifyouwouldl&cwmaummmdlhﬂﬁmmwﬁmoﬂiwliﬂdulhcwpcflhuNaliceomeuyPrmm
. Changes to this Notice of Privacy Practices

We reserve the right to amend this Notice of Privacy Practices at any time in the future Uuﬁluhmamdmcmi;mldc,wlnnquirdbyIlwlocomplywuhlhelmaflhil!%dwmmlylatﬂ'ea. After an
Mmhmmmmﬁthmﬁlhpﬂymmmdhhhinhwbnhmwmmofwmhmmdmtwdvd We will keep a copy of the current notice
B k

posted in our reception area, and a copy will be availat cach app We will also post the current notice on our website
E Complaints
Complaints about this Notice of Privacy Pra or how this medical practice handles your health i should be to our Privacy Officer listed at the top of this Notice of Privacy Practices.

If you arc not satisfied with the manner in which this office handles a complaint, you may submit a formal complaint to: OCRMuil@hhsgov The complaint form may be found st
www.hhs g0 hip: hipcomp pdf You will not be penalized in any way for filing a complaint




