
Office Use: 
Carecloud:____ 

               EMA:____ 
Connecticut Skin Institute 
Patient Registration Form 

Patient Information: 

Last Name:      First Name:       MI:         □ Mr. □ Ms. □ Mrs. □ Dr. 

Home Address:                             City:    State:                Zip:   

Home Phone #:     Work Phone #:      Cell Phone #:   Email:    

Sex:  □M □F    Birthdate:     Race:     Preferred Language:    

Place of Birth: ___________________   Place of Employment:_____________________ Occupation:     

Preferred method of contact:_________________  Can we leave detailed message:  □ yes    □ no 

Primary Care Doctor:      City:       State:     

Referring Doctor:      City:       State:     

Emergency Contact:      Relationship:     Phone #:     

 

How did you hear about us?   □ Doctor  □ Existing patient  □ Online ________  □ Magazine: _________  □Other:________________ 

Would you like to receive our newsletters via email (we don’t send out spam):   □ yes    □ no 

 

Primary Insurance Name:       Subscriber Name:     

Relation to Patient: □ Self   □ Spouse   □ Dependent  Birthdate:    

 

Notice of Privacy Practices:   (If the patient is a minor, guardian signature required)             

A Notice of Privacy Practices has been provided to me by CT Skin Institute.   
(A copy is located at our front desk for your convenience) 
 
                                               
                       Your Signature         Today’s Date 
 
Do you give our office permission to discuss your medical information with family member(s) ____Yes     ____No 

Name:        Relationship:       Phone #:     

Authorization of Assignment and Release: 
I authorize payment of Medicare and/or other insurance benefits be made on my behalf to Connecticut Skin Institute for any services furnished to me by 
Connecticut Skin Institute.  I authorize release of any information needed to determine these benefits or benefits payable for related services.  
 
                                               
                       Your Signature      Today’s Date 
 
Financial Agreement 

 I certify that the insurance information I have provided is accurate. I will be responsible for all co-payments, deductible amounts and past 

balances at the time of service. Payments can be made in the form of cash, check or debit/mastercard/visa/discover.   

 I understand that statement balances are due within 30 days of receipt. I understand that if the office has to MAIL more than one 
statement, there is a charge of $5 for each additional statement and there is a $15 charge for any copays not paid at time of service.  

 In the event of a bounced check, I agree to pay a $50 fee for each returned or NSF check. In the event of a credit card chargeback, I agree 

I am responsible for any fees/penalties associated with the chargeback.  

 In the event of default: my account will be forwarded to a collection agency.  Should collection proceedings or other legal actions become 
necessary to collect an overdue account, I agree to pay all costs including but not limited to collection fees, court costs, and attorney fees. 

 I understand that for appointments (excluding procedures) not cancelled at least ONE business day prior to scheduled time will 

be subject to a $75.00 fee (for example, for a Monday 8 AM appointment, must call by Friday at 8 AM).  

 I understand: 

o for any scheduled procedures (i.e. laser, surgery, devices, etc) there will be a $200 NONREFUNDABLE deposit required.  

I understand if I reschedule with less than 3 business days or NO SHOW, I will lose the deposit.  

o If the procedure is going through insurance, I will be subject to a $200 cancellation fee for cancelling with less than 3 
business day notice.   

For any same day cancellations, I understand I will owe 50% of the total amount for procedure.  We understand emergencies 

come up and therefore the office will allow one courtesy cancellation per person at no charge (courtesy does not apply to no 
shows or deposits). 

 
                                               
                      Your Signature      Today’s Date 

If you provided us with an email, we will add you to our email updates from Dr. Ibrahimi (sent at most 1x a month).  You can opt-out at any
time by clicking "unsubscribe" at the bottom of any email or by letting the front desk know. 
If you provided us with an email, we will email you updates from Dr. Omar Ibrahimi (at most 1 time a month).  You can opt-out at any time by clicking 
"unsubscribe" at the bottom of any email or by notifying the front desk.
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Internet

Acne Scars

Neotensil
Sculptura
 Botox

Body Contouring/ Non-invasive Coolsculpting
Fillers

 or other scars

Tattoo Removal

Comments:

Ultherapy

Loose Skin/Skin Tightening

Ultherapy


