
     

 

 

DERMATOLOGY & SKIN SURGERY CENTER OF PRINCETON   
 

PREFERRED NAME:_________________________                              PREFIX: □ Mr  □ Mrs  □ Miss  □ Dr   

 
PATIENT’S NAME:________________________________________________________________________________________________  
                                First                                                     Middle                                                           Last             
          
ADDRESS:______________________________________________________________________________________________________ 
                              Street & Apt#                                    City                                                                     State                               Zip 
 

SS#:__________________________ DOB:_________________________AGE:_________  

    

GENDER: □ F  □ M  

 

MARITAL STATUS: □Single   □Married to:_________________________   □Other:___________________________________ 

    
HOME PHONE:___________________CELL PHONE:_______________________ WORK PHONE:__________________EXT:______ 

 

♦Ok to call you at work?  □Yes □No  ♦May we text you for appointment confirmations? □Yes  □No      

 

♦Any restrictions for contacting you or leaving a message? □Yes □No   ♦ If yes, please describe_________________________ 

 
_____________________________________________________________________________________________________ 

                                                    
EMAIL:__________________________________________________________         
 

PREFERRED CONTACT: □Home  □Cell  □Work  □Email  □Text     
 
EMERGENCY CONTACT NAME:___________________PHONE #:______________________RELATIONSHIP TO PATIENT:_____________ 
  
PATIENT’S EMPLOYER:______________________________________________OCCUPATION:____________________________________ 
     

 
DEMOGRAPHICS (REQUIRED FOR SUBMISSION OF INSURANCE CLAIMS) 
 

ETHNICITY: □Hispanic   □Non-Hispanic  LANGUAGE:_________________________________       

 

RACE:   □African- American  □Asian  □American Indian/Native Alaskan  □Native Hawaiian or Other Pacific Islander  □White 

 

HOW DID YOU HEAR ABOUT US? □Friend     □Insurance     □Internet    □Other 

 
REFERRING DR:_________________________________________________________________________________ 
 

   
ADVANCED CARE (65+) 

  
♦DO YOU HAVE A HEALTHCARE PROXY IN THE EVENT YOU ARE UNABLE TO MAKE YOUR OWN MEDICAL DECISIONS?  

□Yes □No 

 
IF YES: 
    
DESIGNEE’S NAME: _______________________________ 
 
DESIGNEE’S PHONE #:_____________________________ 
 

♦DO YOU HAVE A LIVING WILL? □Yes □No 
 

 
PATIENT/ RESPONSIBLE PARTY SIGNATURE:______________________________DATE:_________________ 


