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Appointment Date: 

Appointment Time: 

Please arrive 20 minutes prior to your 
appointment to complete the 

registration process. 

Please bring the following items to 
your first appointment 

q Completed New Patient
q Packet
q Photo identification card
q Insurance cards
q All medication bottles
q (Prescribed and/or over the q 
qcounter/herbal
supplements)

qMedical records & diagnostic
q studies

CANCELLATION POLICY & FEE
If for any reason you cannot make 
your appointment, please call 

(972) 469-3376 at least 1 FULL
BUSINESS DAY in advance to cancel
or reschedule.
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DIRECTIONS
Coming from Hwy 75:

v WEST on W. Campbell Rd

v LEFT on Canyon Creek Dr
into Methodist Campus for
Continuing Care

v Immediate LEFT towards
Medical Plaza II

HAVE QUESTIONS? 
Feel free to contact our scheduling department at (���)���������  

with any questions relating to the information contained within this packet. 

399 W. Campbell Rd. Suite 410, Richardson, TX 75080
(972) 469-3376 (Telephone) / (972) 469-3288 (Fax) 

www.kdermatology.com
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PATIENT INFORMATION 

PATIENT DEMOGRAPHICS 

Last Name:  _________________________________    First Name: ___________________________MI:   _______

Preferred Called Name: ______________________ Age: _____________________________________________  

Date of Birth: _________________________________  Social Security: __________________________________

CONTACT 

Home:  ______________________ Work: ___________________________  Cell:  ___________________________ 

May we leaYe a detailed messaJe?  ☐ Yes  ☐No  IF YES, please circle preferred number. 

Email:  __________________________________________________________________________________________ 

May we email you for appointment reminders� confidential results� promos� etc?  ☐Yes   ☐No 

Address: _______________________________________________________________________________________ 

City:  _________________________ State: ___________________________  Zip:  __________________________ 

(MERGENCY CONTACT

Last Name:  _________________________________   First Name: ______________________________________ 

Phone Number:  _____________________________   Relationship to Patient:  __________________________

May we discuss your health information with this person?  Ƞ <es  ȠNR 

FINANCIALLY RESPONSIBLE PARTY (Complete if NOT SELF/Patient is a MINOR/NOT the main policy holder.) 

Last Name:  __________________________________ First Name:  ______________________________________ 

Relationship to Patient:  ________________ Date of Birth: __________ Social Security:  _________________ 

Address:  ____________________________________  Phone:  __________________________________________ 

35,0$5< ,1685$1&(                     6(&21'$5< ,1685$1&( �Lf aSSlLcaEle�  

IQsXraQFe Name: _______________________________     IQsXraQFe Name: ____________________________ 

Name�'2% RI IQsXreG:___________________________    Name�'2% RI IQsXreG:________________________ 

MemEer I'�_____________________________________   MemEer I'�__________________________________ 

*rRXS �_________________________________________  *rRXS �______________________________________ 

,nsured (mployer� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB  ,nsured 2ccupation�  BBBBBBBBBBBBBBBBBBBBBBBBBBB

PRIMARY PHYSICIAN 

Physician Name:  _____________________________  Physician Phone:  ________________________________ 

Physician Address: _______________________________________________________________________________

May we send a referral note to your primary physician?  Ƞ <es  ȠNR 

PREFERRED PHARMACY 

Pharmacy Name:  ____________________________  Address:   _______________________________________ 

Pharmacy Phone: ____________________________  Pharmacy Fax: __________________________________

May we import your prescription history from 6urescripts health information networN? Ƞ <es  ȠNR 

REFERRAL How did you hear about us?_____________________________________________________________
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PAST MEDICAL HISTORY (please check all that apply) 
☐ Hepatitis, Type: __________________

☐ 'iaEetes

☐ Hypertension (high blood pressure)

☐ .iGQe\ 'isease

☐ LXSXs

☐ LiYer Gisease

☐ MiJraiQes

☐Anxiety�'eSressiRQ

☐Arthritis

☐Asthma

☐%lRRG FlRt

☐Cancer(type): _______

☐CrRKQ
s

☐8lFeratiYe FRlitis

☐5aGiatiRQ 7reatmeQt

☐Seizures

☐6trRNe

☐7K\rRiG 'isease

☐2rJaQ 7raQsSlaQt _____________

☐27+(5_______________________

 Current Weight:  ________ Current Height:  _____________ Most Recent Blood Pressure:  ________________ 

PAST SURGERIES:  ____________________________________________________________________________________

 CAUTIONS 

☐2Q %lRRG 7KiQQers � Bleeding
☐Antibiotic for Dental Procedures
☐Fainting with Procedures
☐5eaFtiRQ tR LiGRFaiQe �LRFal

$QestKetiF
☐%lRRG ClRts 

☐ Artificial Joint iQ last � \ears
☐ Artificial Heart Valve
☐ 5aSiG KeartEeat ZitK eSiQeSKriQe
☐ 6tRmaFK 8lFer +istRr\
☐ 3aFemaNer
☐ 'eIiErillatRr 

☐ �Females� Pregnant
☐ �Females� 7r\iQJ tR *et 3reJQaQt
☐ �Females� %reastIeeGiQJ � NXrsiQJ
☐ .elRiG 6FarriQJ
☐ CRlG 6Rres � 2ral +erSes
☐ M56$

ALLERGIES: Medication Allergies (please list):  ______________________________________________________
/ate[ $llerJy: ☐Yes  ☐No    $dhesiYe $llerJy:  Ƞ< es  ȠNR    7opical $ntiEiotic $llerJy:  Ƞ< es  ȠNR

MEDICATIONS: Prescription medications (please list):______________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
Over-the-counter medications, herbals, vitamins (please list): _____________________________________

Patient/Guardian Signature:  _______________________________________ Date: __________________ 

Patient�*XarGiaQ Name (Print):  _______________________________________________________________
I certify I have completed this form in its entirety, and the above is true and correct. 

(CLINIC USE: REVIEWED____________________) 

Vaccinations:
Have you received your flu vaccination this season? : ☐Y es  ☐No
*If no, reason why: _______________________           If yes, date of vaccination (Month/Year): __________________
If you are over 65, have you received your pneumococcal vaccination: ☐Y es    ☐No     ☐N/A
*Strain:  ☐PCV13   ☐ PPSV23  If yes, date of vaccination (Month/Year): __________________  
If you are over 65, do you have an advanced care plan or a surrogate decision maker ? : ☐Y es  ☐No   ☐N/A  

Smoking Status: ☐Never smoker        ☐ Smoked in the past         ☐ Current smoker 

Alcohol Use:  Do you drink alcohol in an amount greater than 4 drinks  at a time(for woman or age >65) or 5 

 If yes, have you ever been in counseling or rehabilitation for alcohol use:  ☐Y  es  ☐No  
drinks at a time (for men) at least twice yearly?☐Y es  ☐No  



8QiQteQtiRQal ZeiJKt lRss 
7K\rRiG SrRElems 
%lXrr\ YisiRQ 
6Rre tKrRat 
$EGRmiQal SaiQ 
%lRRG\ stRRl 
%lRRG XriQe 
MXsFle ZeaNQess 
-RiQt 3aiQ
NeFN stiIIQess 
+eaGaFKes 
6ei]Xres 
CRXJK 
6KRrtQess RI EreatK 
:Kee]iQJ 
$Q[iet\ 
'eSressiRQ 

'ate BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

6.,1 ',6($6( +,6725<

5easRQ IRr tRGa\·s Yisit:  ___________________________________________________________________________ 

6.,1 ',6($6( +,6725<:  �3lease FKeFN all tKat aSSl\� 

☐ 5RsaFea

☐ 6TXamRXs Cell 6NiQ CaQFer

☐ N2N(

☐ 2tKer: ____________________

☐FlaN\�ItFK\ 6FalS

☐+a\IeYer�$llerJies

☐MelaQRma �'ate�6taJe�____________

☐3reFaQFerRXs MRles

☐3sRriasis

☐$FQe

☐$FtiQiF .eratRsis

☐%asal Cell 6NiQ CaQFer

☐%listeriQJ 6XQEXrQs

☐(F]ema

NeZ Kair JrRZtK RQ IaFe� FKest� aEGRmeQ 
NeZ mRles
CKaQJiQJ mRles
3rRElems ZitK EleeGiQJ�ErXisiQJ
3rRElems ZitK KealiQJ
3rRElems ZitK sFarriQJ
5asK
6eQsitiYit\ tR liJKt
ItFKiQJ�EXrQiQJ RI tKe sNiQ
CXrreQtl\ KaYiQJ meQstrXal SeriRGs
IrreJXlar meQstrXal F\Fle
+a\ IeYer
ImmXQRsXSSressiRQ
CKest SaiQ
3alSitatiRQs�irreJXlar KeartEeat
FeYer RI FKills
NiJKt sZeats

*(1(5$/ 6.,1 48(67,216:

:ear 'ail\ 6XQsFreeQ"  ☐ <es  ☐ NR  63F: ______________

+istRr\ RI ElisteriQJ sXQEXrQs" ☐ <es  ☐ NR   

+istRr\ RI 7aQQiQJ 6alRQ 8se:  ☐ <es  ☐ NR  > @C855(N7 +RZ RIteQ:______________________________

+as a First 'eJree 5elatiYe +aG MelaQRma"  ☐ <es  ☐ NR  II \es� ZKiFK relatiYe�s�:  _____________________ 

5(9,(: 2) 6<67(06:  �$re \RX FXrreQtl\ e[SerieQFiQJ aQ\ RI tKe IRllRZiQJ"  3lease FirFle all tKat aSSl\� 

t 972.469.3376 www.kdermatology.com f 972.469.3288

$1< &+$1*(6 ,1 0(',&$/ &21',7,216� 0(',&$7,216� 25 $//(5*,(6 6,1&( /$67 9,6,7"      Ƞ <eV  Ƞ 1o 

3lease List __________________________________________________________________________________________

3atLeQt /Guardian�6LgQatXre BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB



K Dermatology & Wellness Institute
399 W. Campbell Rd. Suite 410

Richardson, TX 75080
(972) 469-3376

www.kdermatology.com

HIPAA Acknowledgement and Consent Form 

I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have certain rights to 
privacy regarding my protected health information.  I understand that this information can and will be used to: 

v For treatment: This includes the provision, coordination, or management of health care and related services by one or
more health care providers, including the coordination or management of health care by a health care provider with a
third party; consultation between health care providers relating to a patient; or the referral of a patient for health care
from one health care provider to another.

v For payment:  This includes any activities we must undertake in order to get reimbursed for the services provided to our
patients, including such things as organizing PHI and submitting bills to insurance companies (either directly or through a
third party), management of billed claims for services rendered, medical necessity determinations and reviews, utilization
review and collection of outstanding accounts.

v For health care operations:  This includes quality assurance activities, licensing and training programs to ensure that our
personnel meet our standards policies and procedures, obtaining legal and financial services, conducting business
planning, processing grievances and complaints, creating reports that do not individually identify you for data collection
purposes, fundraising and certain marketing activities.

I have been informed ŽĨ ĂŶĚ ŽĨĨĞƌĞĚ Ă ĐŽƉǇ ŽĨ ƚŚĞ Notice of Privacy Practices  ĨŽƌ K Dermatology & Wellness Institute Đontaining a more complete 
description of the uses and disclosures of my health informatioŶ͘  / ŚĂǀĞ ƌeviewed such Notice of Privacy Practices prior to signing this consent, 
and acknowledge a clear understanding of the Privacy Practices.  I understand that K Dermatology & Wellness Institute has the right to change the 
terms of this Notice at any time, and the changes will be effective immediately and will apply to ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƚŝŽŶ ;W,/Ϳ that has been 
maintained by K Dermatology & Wellness Institute.  Any material changes to the Notice will be promptly posted in the office or on the K 
Dermatology & Wellness Institute website.  I will be given a copy of the latest version of this Notice at my next visit or I can contact K Dermatology 
& Wellness Institute at the address above. 

I understand that I may request in writing that K Dermatology & Wellness Institute restrict how my private information is used or disclosed to carry
out treatment, payment or healthcare operations.  However, if the information is needed to provide emergency treatment, then K Dermatology & 
Wellness Institute may use or disclose my PHI to a healthcare provider to provide me with emergency treatment. I understand that I may restrict 
the right to disclose my PHI to a health plan for payment if I pay in full for the services and items provided at the time of the visit. 

I understand that I may revoke this consent in writing at any time, except to the extent that the organization has already taken action relying on 
this consent.   

  ________________________________ 
 DOB (mm/dd/yyyy) 

  ________________________________ 
          Date 

___________________________________________  
Print Name

___________________________________________  
Signature (Patient or Legal Representative for Patient)

___________________________________________ 
Legal Representative’s Relationship to Patient 
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By signing below, I authorize the evaluation, examination, and treatment by Dr. .RriaNRs and her staff.  I 
consent to treatment necessary for my dermatologic care.  Skin growths may be treated by freezing, 
injections, snip removal, extractions� aSSliFatiRQ RI a tRSiFal Rr iQtralesiRQal meGiFatiRQ� and/or
electrocautery with a heated needle.  A skin biopsy (taking a small sample of skin under local anesthesia) 
may be used for diagnosis.  I understand I can refuse any procedure. 

I understand that there are risks to any procedure, including, but are not limited to: 

x $llerJiF reaFtiRQ
x Bleeding
x Pain
x Infection

I consent to having these procedures done as part of my evaluation and treatment. 
By my signature below, I also understand the following: 

x Total body examinations for skin cancer screening are performed if specifically scheduled in advance Rr iI time
Sermits as this requires additional time.

x I understand that most clinic visits are scheduled for consultation of a specific skin condition. Procedures, even
minor removals, ma\ need to be scheduled at a separate time.  . 'ermatoloJy 	 :ellness ,nstitute will try to
accommodate procedures if time permits.

x I am aware that there are potential risks to any treatment or medication (oral or topical) prescribed.
Dermatological conditions are often chronic in nature and may require ongoing care and tKe QeeG for me to
schedule follow up appointments.

x I XQGerstaQG tKat all tissXe remRYeG is seQt tR a SatKRlRJ\ laE IRr aQal\sis� 5emRYals Zill QRt Ee SerIRrmeG
ZitKRXt tissXe aQal\sis� 7Ke SatKRlRJ\ laE Zill FKarJe a Iee IRr tissXe aQal\sis seSarate aQG iQGeSeQGeQt RI tKe
SrRFeGXre FKarJe� IQ \RXr iQsXraQFe FRmSaQ\ GRes QRt FRYer tKis FKarJe� it is tKe resSRQsiEilit\ RI tKe SatieQt
Rr JXarGiaQ tR FRYer tKis e[SeQse�

x , XQderVtaQd tKat $1< 352&('85( LQclXdLQg EXt Qot lLmLted to free]LQg�cryoVXrgery� aSSlLcatLoQ of toSLcal or
LQtraleVLoQal medLcatLoQ� ELoSVy� VXrgLcal e[cLVLoQ� draLQage of aEVceVV� wart remoYal� etc. wLll Ee a SrocedXral
cKarge aSSlLed to my dedXctLEle. , may reTXeVt coVt SrLor to SrocedXre.

t 972.469.3376� www.kdermatology.com� f 972.469.3288

_______ �IQitials�  CRQseQt IRr 7reatmeQt: I aXtKRri]e . 'ermatoloJy 	 :ellness ,nstitute tR SrRYiGe aQ\ KealtKFare 
serYiFes tKat m\ SrRYiGer Geems QeFessar\ IRr treatmeQt aQG�Rr GiaJQRsis iQFlXGiQJ EiRSsies�  I alsR XQGerstaQG tKat� 
iQ tKe FRXrse RI tKat treatmeQt� SKRtRJraSKs ma\ Ee taNeQ IRr FliQiFal SXrSRses� II SKRtRJraSKs Zill Ee XseG IRr 
FRmmerFial Rr eGXFatiRQal SXrSRses� I Zill Ee SrRYiGeG aQ aGGitiRQal aXtKRri]atiRQ�  NR YiGeRtaSiQJ Rr 
SKRtRJraSK\ is allRZeG E\ QRQ�staII memEers� 
_______ �IQitials�  CRQseQt IRr FiliQJ IQsXraQFe Claims:   I XQGerstaQG tKat� iQ RrGer tR Iile Flaims aQG release meGiFal 
iQIRrmatiRQ tR aQ\ iQsXraQFe FRmSaQ\�s� I KaYe listeG iQ m\ IiQaQFial reFRrG�  . 'ermatoloJy 	 :ellness ,nstitute is 
reTXireG tR NeeS m\ siJQatXre RQ Iile�  I KereE\ aXtKRri]e . 'ermatoloJy 	 :ellness ,nstitute tR reFeiYe EeQeIits 
GireFtl\ IrRm m\ iQsXraQFe FRmSaQ\ ZKeQ aQ assiJQeG Flaim is IileG�  I alsR aXtKRri]e . 'ermatoloJy 	 :ellness 
,nstitute tR aSSeal aQ\ GeQial tR m\ iQsXraQFe FRmSaQ\ RQ m\ EeKalI aQG aXtKRri]e tKe release RI aQ\ meGiFal 
iQIRrmatiRQ tR m\ iQsXraQFe FRmSaQ\�s� tKat is QeFessar\ IRr tKe SrRFessiQJ RI Flaims�  
_______ �IQitials�  CRQseQt IRr $SSRiQtmeQt 5emiQGers:   I XQGerstaQG tKat . 'ermatoloJy 	 :ellness ,nstitute Zill seQG 
aSSRiQtmeQt remiQGers aQG iQIRrmatiRQ RQ serYiFes Yia teleSKRQe� email aQG�Rr te[t messaJe EaseG RQ tKe 
FRQtaFt iQIRrmatiRQ I KaYe SrRYiGeG� I IXrtKer XQGerstaQG tKat I Zill KaYe tKe RStiRQ tR RSt RXt RI IXtXre te[t�email 
remiQGers�   
_______ �IQitials� I KereE\ state tKat tKe aERYe iQIRrmatiRQ is trXe aQG FRrreFt tR tKe Eest RI m\ NQRZleGJe� 
_______ �IQitials� I KaYe EeeQ RIIereG a FRS\ RI tKe NRtiFe RI 3riYaF\ 3RliFies IRr . 'ermatoloJy 	 :ellness ,nstitute 

7his authori]ation and consent shall remain in force for this and all future Yisits to . 'ermatoloJy 	 :ellness ,nstitute�

3atLeQt/Guardian 6LgQatXre:  BBBBBBBBBBBBBBBBBBBBBBBBBBB��3aWiHnW/Guardian�1aPH��SrinW���BBBBBBBBBBBBBBBBBBBBBBBBBBB
'ate:  BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

x 6NiQ GisFRlRratiRQ �liJKter Rr GarNer� Rr sFarriQJ
x NerYe IQMXr\ �rare�
x LesiRQ reFXrreQFe
x :RXQG GeKisFeQFe



Financial Policy 
Payment is required for all services at the time they are rendered unless you have an insurance plan with 
which we participate.  Applicable co-payments, co-insurances, and deductibles will be collected at the 
time of your visit. Private insurance billing will be performed as a courtesy to our patients.  Additional tests 
run either in the office or at an outside facility, i.e. pathology, laboratory, radiologic or other diagnostic 
tests may be billed separately in addition to the office visit. Payment is required at time of service for all 
cosmetic procedures. For your convenience, we accept cash, checks, Visa, MasterCard, American 
Express, and Discover.  At your request, a copy of this document can be made available to you. 

Regardless of insurance coverage, verification of benefits, or contracts with insurance, THE PATIENT IS 
ULTIMATELY RESPONSIBLE FOR PAYING for the services rendered. This contract is between you, the 
patient, and . 'ermatoloJy 	 :ellness ,nstitute� Claims that are denied for lack of authorization/
coverage/eligibility, or lack of medical necessity as determined by your insurance or out-of-network 
benefits will be the responsibility of the patient. It is the patient’s responsibility of notifying the office of 
changes in insurance eligibility or coverage. 

Any outstanding balance not paid by insurance is expected to be paid in full within 30 days. $ll 
unpaid balances over 90 days will be turned over to a collection agency. 

&anFHOOaWiRn�3ROiF\:  II \RX QeeG tR FaQFel Rr resFKeGXle \RXr aSSRiQtmeQt Ze QeeG tR NQRZ at least 
RQe ��� IXll EXsiQess Ga\ EeIRre \RXr reJXlar aSSRiQtmeQt Rr tZR ��� IXll EXsiQess Ga\s EeIRre \RXr 
sXrJiFal Rr FRsmetiF aSSRiQtmeQt aSSRiQtmeQt� FRr e[amSle� iI \RX KaYe tR FaQFel a reJXlar 
aSSRiQtmeQt RQ MRQGa\ at � am� Ze QeeG tR NQRZ E\ tKe SreYiRXs FriGa\ EeIRre � am� 7Kis allRZs Xs 
tR RIIer tKe aSSRiQtmeQt tR aQRtKer SatieQt�� $� ���� FKarJH� ZiOO� EH� aVVHVVHd� IRr� nR�VKRZV�
Rr� FanFHOOaWiRnV� ZiWK� OHVV� WKan� �� IuOO� EuVinHVV� da\� nRWiFH� IRr� rHJuOar� FOiniF� aSSRinWPHnWV�� and� �����
FKarJH�IRr� an\� VurJiFaO� Rr� FRVPHWiF� aSSRinWPHnWV� ZiWK� OHVV� WKan� �� IuOO� EuVinHVV� da\V� nRWiFH�� 2Xr 
aEilit\ tR meet tKe QeeGs RI SatieQts is TXiFNl\ FRmSrRmiseG E\ iQGiYiGXals ZKR reJXlarl\ Iail 
tR NeeS tKeir aSSRiQtmeQts Rr resFKeGXle ZitK KiJK IreTXeQF\�  3atieQts QR�sKRZiQJ Rr FaQFeliQJ 
tKree ��� times ZitKRXt QRtiFe Zill Ee FRQsiGereG IRr Gismissal IrRm tKe SraFtiFe�

Returned Checks:  The charge for a returned check is $�5. This will be applied to your account in 
addition to the insufficient funds amount. 
-------------------------------------------------------------------------------------------------------------------------------------------- 
Your signature below: 

 Signifies your understanding and agreement to above policy, and your responsibility to pay for all applicable
fees on the day of service and any balances not covered by insurance.

 Authorizes the release any information, including the records of all visits provided at . 'ermatoloJy 	 :ellness
,nstitute, for the purpose of processing your claims to insurance.

 Authorizes your insurance company to assign benefits directly to 'r� $QJie .RriaNRs or her associates, the
amount due in your pending claim.

Date: 

Your signature also authorizes the payment of insurance benefits to be made on your behalf to . 'ermatoloJy 	 :ellness 
,nstitute or 'r� $nJie .oriaNos for services furnished to you by Dr. .oriaNos and her staff.  Your signature authorizes medical 

information about you needed to determine these benefits to be released to insurance, CMS and/or its agents. Co-

insurance and deductibles are based on the determination of your insurance.

Patient/Guardian Signature 

Patient/Guardian Name (printed) 

t 972.469.3376 www.kdermatology.com f 972.469.3288 



Cosmetic 	�:HOOnHVV�Questionnaire (Optional)

Our goal is to make every patient look and feel as radiant as possible. . 'ermatoloJy 	 
:ellness ,nstitute is committed to a no-pressure atmosphere where we partner with you to 
achieve RYerall KealtK aQG ZellQess�

Tell us if you are interested . . . 

□ Acne Scars

□ Age Spots/Liver Spots/Pigmentation

□ Botox or Other Wrinkle Relaxer

□ Chemical Peels

□ Cosmetic Fillers (Juvederm�

□ +air LRss 7reatmeQts

□ Hyperpigmentation or Melasma

□ .\Eella 7reatmeQt IRr 'RXEle CKiQ

□ MeGiFal :eiJKt LRss

□ Skin Care Advice

□ Spider Vein Treatment

Share with us any specific concerns or areas for improvement . . . 

__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________ 

Let us know your current skincare products: 

AM Regimen 

Cleanser:  ____________________________ 

Serum:  _______________________________ 

Moisturizer:  ___________________________  

SPF:  _________________________________ 

Topical Rx: ____________________________ 

PM Regimen 

Cleanser:  ____________________________ 

Serum:  _______________________________ 

Moisturizer:  ___________________________ 

Eye Cream:  __________________________ 

Topical Rx:  ___________________________ 

Tel: 972.469.3376 www.kdermatology.com Fax: 972.469.3288




