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________ I understand and agree that if I have insurance coverage with a plan that does not have a prior 
agreement with Bayview Dermatology, complete payment for my care and treatment is due at the time 
of the service. Bayview Dermatology will prepare and send the claim for me on an unassigned basis. 
This means that my insurer will send the payment directly to me.  

 
________ I am responsible for obtaining any necessary referrals prior to my appointment. If I do not present 

Bayview Dermatology with any necessary referral prior to my appointment, I am responsible for 
payment in full. 

 
________ HMO’S are NOT accepted and these patients will be considered self-pay.  When billing for Atena 

Managed Choice plan, Bayview Dermatology will bill as “point of service.” Any multilevel insurance 
plan will also be billed as “point of service” or “PPO” and any co-payments, co-insurances and 
deductibles will be collected at the time of service.   

 
________ All health plans are not the same and do not cover the same services. I understand and agree that in 

the event my health plan determines a service is “not covered,” I am responsible for the complete 
payment of the service at the time of service. We will do our best to estimate your charges according 
to the fees schedule provided by your insurance company. However, insurance companies will 
NEVER guarantee payment until after the claim is received. Therefore there can be adjustments to 
what you initially owe. Depending on the claim, you may owe us additional fees or we may need to 
reimburse you – which we will gladly do if necessary. 

 
________ I understand and agree that for all service rendered to minor patients, Bayview Dermatology will look 

to the adult accompanying the patient and the parent or guardian with custody for payment. 
 
________ We try to be respectful of your time and not overbook appointments. We also have a waiting list of 

patients waiting to be seen. I understand and agree that my appointment time is reserved especially 
for me and that Bayview Dermatology requires that I give a 24-hour notice (NOT INCLUDING 
WEEKENDS) if I need to reschedule my appointment. I further understand and agree that a $100.00 
fee (not payable by insurance) will be charged to me for each 15-minute time slot (a surgical 
appointment is 30 minutes) I miss or cancel without 24-hour notice. Attention Moh’s surgical 
patients we require a 48-hour notice of cancellation (NOT INCLUDING WEEKENDS) so we may 
try to accommodate another patient for surgery or a $200 fee will be charged.  

  
________ I understand and agree that a $25.00 service fee for the first returned check and $35.00 per check for 

each subsequent check (not billable to insurance) will be charged for the return checks including non-
sufficient funds and/or stop payment checks. The writing of “bad” checks is against the law and 
violates California Civil Code Section 1719. I understand and agree that I can be charged three times 
the amount of any “bad” check I provide to Bayview Dermatology and any court costs incurred to 
obtain payment in accordance with California State Law. In addition, my name can be submitted to the 
district attorneys office for criminal prosecution. 

 
________ LAB TESTS AND PATHOLOGY CHARGES: If my visit includes biopsies, lab tests, or cultures, I 

understand that I will receive separate billings from the company performing these outside services for 
me. All biopsies and surgeries result in a specimen being sent to pathology for examination. I will be 
billed by these laboratory and pathology services for any additional charges incurred.  

 
 I have read and understand the financial policy of Bayview Dermatology and I agree to be 

bound by its terms. I also understand and agree that such terms may be amended from time-to-
time by the practice. Thank you for letting us serve your skin health care needs and welcome to 
our family. 

 
 

__________________________________________ 
Signature of Patient or Responsible Party if a Minor 
 
__________________________________________ 
Please Print Name of Patient 
 
__________________________________________ 
Signature of Co-responsible Party 
 
__________________________________________ 
Date 

 





Patient Partnership Plan 
 

Dear Patient, 
 

Welcome to Bayview Dermatology! We are happy to provide you with the quality care and level of service that you expect and 
deserve. Achieving your best possible health requires a “partnership” between you and your doctors and associated healthcare 
providers. As your “partner in health,” we ask you to help us in the following ways: 
 

Schedule Visits with My Doctor for Routine Exams and Other Recommended Health Screenings 
_____ I understand that my doctor will explain to me which regular health screenings are appropriate for my age, gender, and 

personal and family history. I understand I will need to complete these recommended health screenings (skin exams, mole 
checks, etc). These health screenings are tests that can help detect life threatening diseases and conditions. If I visit my 
doctor only for treatment of immediate problems and forget to arrange for regular health screenings, I put myself at risk of 
letting serious health problems go undetected. I will schedule regular visits with my doctors to complete my physical exam 
and to discuss these health screenings.  

 
Keep Follow-Up Appointments and Reschedule Missed Appointments 

_____ I understand that my physician will want to know how my condition progresses after I leave the office. Returning to my 
doctor on time gives him/her the opportunity to check my condition and response to treatment. During a follow-up 
appointment, my doctor might order tests, refer me to a specialist, prescribe medication, or even discover and treat a 
serious health condition. If I miss an appointment and don’t reschedule, I run the risk that my physician will not be able to 
detect and treat a serious health condition. I will make every effort to reschedule missed appointments as soon as possible. 

  
Call the Office When I do Not Receive the Results of Laboratory and Other Tests 

_____ I understand my physician’s goal is to report my lab and test results to me as soon as possible. I understand that Bayview 
Dermatology’s policy is to call all patients with all results, normal or abnormal. However, if I do not hear from my physician’s 
office within the time specified (usually 2 weeks), I understand it is my responsibility to call the office for my test results. 

 
Properly Use Medications For Personal Use Only 

_____ I understand that my medications are prescribed solely for my condition and me and that I am to take the entire prescription 
as prescribed by my doctor. Should I have any adverse reactions or concerns, I should contact my doctor immediately and 
follow his/her instructions as to whether to continue the medication. I agree never to share my prescription medications with 
anyone else. I understand that some medications including antihistamines, narcotics, and other drugs may make me 
drowsy, have impaired judgment, and unable to operate a vehicle or other machinery. I agree to follow all medication 
instructions from my physician and pharmacy. I understand that any medication may cause side effects and that it is my 
responsibility to inform my doctor if I am having any reactions.  

 
FEMALES ONLY: I understand that all medications should be stopped or previously discussed with my doctor if I think I am 
breastfeeding or pregnant or if I may become pregnant. 

 
Schedule Annual Full-Body Skin Exams and Regular Follow-Up Exams for Skin Cancer Screenings 

_____ I understand that the American Academy of Dermatology recommends an annual full body skin exam just like other annual 
routine health screenings. I also understand it is my responsibility to request this exam at least annually. I should make 
follow-up visits at least 4-6 months if I have had a history of pre-cancers or non-melanoma skin cancers i.e. basal cell or 
squamous cell. I know that skin cancers may recur or new ones may occur and that frequent skin exams are very important 
to detect any suspicious changes in my skin. I may need more frequent visits depending on my skin condition. For example, 
Melanoma patients at minimum need full skin exams every three months for two years, then every 6 months for 5 years, and 
then annually for life. Patients with atypical (dysplastic) moles need full skin examinations every 6 months for 2 years, then 
annually for life. 

 
Inform My Doctor If I Decide Not To Follow His/Her Recommended Treatment Plan 

_____ I understand that after examining me, my doctor may make certain recommendations based on what s/he feels is best for 
my health. This might include prescribing medication, referring me to a specialist, ordering labs and tests, or asking me to 
return to the office within a certain period of time. I understand that not following my treatment plan can have serious 
negative effects on my health. I will let my doctor know whenever I decide not to follow his or her recommendations, so that 
he or she may fully inform me of any risks associated with my decision to delay or decline treatment.  

 
________________________________       ________________________________       ______________ 
Signature of Patient or Guardian                   Printed Name                                                  Date 
 
Thank you for your partnership. As our patient you have the right to be informed about your health care. We invite you, at 
any time, to ask questions, report symptoms, or discuss any concerns you may have. If you need more information 
about your health or condition, please ask. Thank you again for being a part of our family.  


