
CENTER FOR LASER AND DERMATOLOGIC SURGERY 

P A T I E N T  I N F O R M A T I O N Date:  ________________ 

Name: Gender _________________ 

Date of Birth: __________________     Social Security #: 

Address:  

street city state zip 

Home phone: __________________________________     Cell phone:  

For Patient Portal Access:  Email Address  _____________________________________________________ 

 FEDERAL GOVERNMENT REQUIREMENT Race:  _________ Ethnicity: _________  Decline 

Emergency Contact:  ________________________________   Phone Number:______________________ 

Referring Doctor:  

Primary Care Physician: ____________________________________________________________________ 

Pharmacy, Name and Location:_______________________________________________________________ 

I N S U R A N C E  I N F O R M A T I O N  

Primary Insurance           Secondary Insurance 

Health Insurance Co: 

Policy #::  

Group #: 

Subscriber's Name.: 

Relationship to Patient: ________________________ _______________________________________ 

( HAVE YOU COMPLETED BOTH SIDES? ) 



Name:_____________________________________________________     Date of Birth:  ___________________

PLEASE FILL OUT BOTH SIDES

Past Medical History:  (please circle ALL that apply)

Anxiety Depression Lymphoma
Arthritis Diabetes Radiation Treatment
Asthma Hepatitis Renal Disease
Atrial Fibrillation High Blood Pressure Seizures
Bacterial Endocarditis HIV/AIDS Stroke 
Coronary Artery Disease Leukemia NONE

Other:  _____________________________________________________________________________________

Past Surgical History:  (please circle ALL that apply)

Coronary Artery Bypass Kidney Transplant
Mechanical Valve Replacement Liver Transplant
Biological Valve Replacement Heart Transplant
Joint Replacement, Knee (Right, Left, Bilateral)
Joint Replacement, Hip, (Right, Left, Bilateral) NONE

Other:  _____________________________________________________________________________________

Skin Disease History:  (please circle ALL that apply)

Actinic Keratoses Basal Cell Skin Cancer Squamous Cell Skin Cancer
Precancerous Moles Melanoma Blistering Sunburns

Other:  _____________________________________________________________________________________

Do you have a family history of melanoma?       YES           NO
If YES, circle who -    Mother Father Sister Brother

Medications:  (please enter ALL current medication, dosage and frequency)

Medication Dosage Frequency



Medications continued Dosage Frequency

Allergies  (please list all allergies)

Cigarette Smoking: Currently Smokes Former Smoker Never Smoked

If current smoker, # of packs per day ___________ Number of Years Smoking _________________

Alcohol Use: None

Other: 

For what are you being seen today?

Where on your body is it?

How is it bothering you?

How severe do you think it is: Mild Moderate Severe

How long has it been there?

How has it been treated?

Do you have:

Problems with Bleeding Problems with Healing Problems with Scarring

Unintentional Weight Loss Pacemaker and/or Defibrillator Artificial Heart Valve

Have you received a Flu shot this year? YES NO

Have you ever received the Pneumonia Vaccine? YES NO

Do you have a health care proxy? YES NO

If Yes, designated agent name: Phone Number:

1-2 drinks per day Less than 1 drink per day 3 or more drinks per day

Biopsy Excision Frozen Scraped Other _____________



 

Insured’s or Authorized Person’s Signature 

 

I authorize the release of any medical or other information necessary to process this claim to my  

insurance company. 

 

 

 

__________________________________________________________________________ 

 

 

 

I authorize payment of medical benefits and/or government benefits to Yehuda D. Eliezri, M.D./ 

Edward B. Desciak, M.D. for services rendered. 

 

 

__________________________________________________________________________ 

 

 

 

I have been notified that should it become necessary to send any outstanding balances to a  

collection agency, the patient will be responsible for any fees incurred by this office. 

 

 

 

__________________________________________________________________________ 

 

 

 

IF the Drs. DO NOT participate in your health insurance plan, please sign. 

 

I have been notified that Dr. Eliezri and Dr. Desciak do not participate in my health insurance plan. 

 

I understand that I am responsible for any fees that are incurred at this office.  

 

 

 

___________________________________________________________________________ 

 

 

 

 

 

 

 

 

C e n t e r  f o r  L a s e r  a n d  D e r m a t o l o g i c  S u r g e r y  

Yehuda D. Eliezri, M.D.    Edward B. Desciak, M.D. 
7A Medical Park Drive    Pomona, New York 10970 

845-354-1169 
 







C e n t e r  f o r  L a s e r  &  D e r m a t o l o g i c  S u r g e r y  
Yehuda D. Eliezri, M.D. 
Edward B. Desciak, M.D. 
7A Medical Park Drive, Pomona, New York 10970 
phone: 845-354-1169     fax: 845-362-5126 
 
 

ABOUT YOUR INSURANCE BENEFITS 

 

In the past few years, the number of different health insurance programs has increased 
at an amazing rate. Even within one insurance company, there may be several 
programs with varying benefits, referral policies, and requirements. There is no way that 
we can possibly know or keep up with each program's specifications. 
 
It is YOUR RESPONSIBILITY to know and advise us of your insurance company's 
requirements in advance each and every time we schedule an appointment or provide a 
service to you. 
 
Please understand that if we have not been advised in advance of your plan's terms or 
conditions and we provide a service that is not covered by your plan, you will be 
responsible for the appropriate fees. 
 
These are not our regulations, they are your insurance company's regulations. Unless 
you follow them carefully the insurance company may decline all or part of your claim. 
You should contact your insurance company with any questions prior to your 
appointment with us and discuss your coverage.  
 
As a courtesy our office will bill your insurance for the services you receive. We cannot 
bill your insurance company unless you provide us with the correct insurance 
information. It is your responsibility to inform us if your insurance has changed at 
any time. Please understand that the balance of your bill, after your insurance company 
has paid and notified us of any "Patient Responsibility", is your responsibility. Please 
be aware of your guidelines as to co-pays, co-insurance and deductibles. We accept 
cash, check, American Express, Discover, Visa and Mastercard. All co-pays are due at 
the time of visit.  
 
I UNDERSTAND AND ACKNOWLEDFGE RECEIPT OF THIS INFORMATION. 
 
 
 
______________________________________________   __________ 
                                   Signature           Date 
 
 
______________________________________________  
                        Please print your name 
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