
PATIENT REGISTRATION                                           

Leslie A. Carter, MD, MPH, FAAD             Carrie Baxter, PA-C Heidi Holmes, PA-C 
325 SW Upper Terrace Drive      Bend OR 97702 

Phone: 541.330.0900     Fax: 541.312.5739

  
PATIENT INFORMATION                                                                                                Date Completed    _________/_____________/__________  
                                                                                                                                                                                     
Full name _________________________________________________________________  SS#  __________________________________  
           Last                                                    First                                                      MI  
Address _____________________________________________________________________ Apt # ____________   Gender   □ M      □ F  
  
City/State _______________________________________________Zip_____________  Birth date  _________________Age___________  
  
Marital Status                    □ Single          □ Married        □ Divorced         □ Separated        □ Widowed                
  
DayWme Phone ___________________________         OK to leave voice message?   PLEASE INITIAL     YES_______     NO_______ 

Cell Phone _______________________________         OK to leave text/voice message?   PLEASE INITIAL      YES_______    NO_______ 

Work Phone ______________________________        OK to leave voice message?   PLEASE INITIAL      YES_______    NO_______ 

Email Address  ___________________________________________________________     □  Opt-out for CosmeWc Specials 
                          Email address used for appointment reminders / PaWent Contact and InformaWon / CosmeWc specials  
  
Pharmacy ________________________________________   Primary Care Physician ___________________________________________  
  
Employer   _______________________________________________  OccupaWon  _____________________________________________ 

SPOUSE or PARENT (if paWent is a minor)  
 Full Name _____________________________________________________________________   Birth date _________________________  
           Last                                                    First                                                      MI  
 SS# _________________________ Employer  _________________________________________  Work Phone _______________________   
  
Address □ Same as above _________________________________________________City/State__________________ Zip  ____________  
I give permission to discuss my medical condiCon with this person   □ Yes   □ No      

INSURANCE INFORMATION  
Please present your insurance card to the recep2onist when you arrive at the clinic. Insurance will only be billed if a card is 
presented.  
IN ADDITION TO PROVIDING YOUR INSURANCE CARD, COMPLETE INFORMATION BELOW.   
  
INSURED/SUBSCRIBER __________________________________________________________________________________  
                                          Last                                            First                                                   MI  
SUBSCRIBER BIRTH DATE __________________  SUBSCRIBER EMPLOYER_________________________________________WHO MAY WE CONTACT IF WE CAN’T REACH YOU:  

 Full Name ___________________________________________________________________________ DayWme Phone  _______________     
           Last                                                    First                                                      MI  
RelaWonship to paWent ______________________________________  
Address ___________________________________________________ City/State _______________________ Zip ____________________  

I give permission to discuss my medical condiCon with this person   □ Yes   □ No 

▪ I have read and understand the Financial Policy.  I have been provided a copy for my personal records.  
▪ I give permission to Deschutes Dermatology Center to bill my insurance. 
▪ I authorize the taking of photographs to document my medical condiWon.  
▪ I authorize Deschutes Dermatology to obtain informaWon on my prescripWon(s) from SureScripts to conduct electronic prescribing.  

  
SIGNATURE ____________________________________________________ DATE_____________________________________________ 


