
PENNSYLVANIA DERMATOLOGY GROUP, P.C. 

2301 Huntingdon Pike, Suite 202 
Huntingdon Valley, PA 19006 

Telephone (215) 947-7500 
Fax (215) 947-7501 
www.paderm.com 

Dear 

This is to confirm your appointment at our office on: _ _ _ _ _ __ at: _ _ _  D AM D PM 

D Barry S. Friter, MD. □ Samuel L. Chachkin, MD. □ David R. Enis, MD., Ph.D.

D Katherine G. Evans, MD. D Thomas D. Regan, MD. D Austin Liu, M.D. 

□ Chrisdna Amisson, DNP, CRNP

1. Enclosed are new patient forms for you to fill out and return to the office.

2. Please bring your valid Insurance Card and photo ID at the time of your visit.

3. If you have a prior history of skin cancer, please bring your pathology reports at the time of your 
visit.

4. Should your insurance carrier require a referral, please contact your primary doctor's office to 

request a referral. Our NPI # is 1942357454. Upon arrival, if we have not received your referral 
we will have to reschedule your appointment.

5. Co-pays are most often to be paid at the time of your visit. We accept cash, checks and credit 

cards. We do not bill for co-payments. If you do not have your co-payment, your appointment 
will need to be rescheduled.

6. There will be a $50.00 charge for cancelled or missed appointments without 24 hours notice and 
a $125.00 charge for cancelled or missed surgical appointments.

7. You may receive a courtesy call verifying the date and time of your appointment.

Thank you for your prompt response.

Sincerely,

Lynne Jastrzebski, Office Manager 

Enclosures 













PENNSYLVANIA DERMATOLOGY GROUP, P.C. 

OFFICE POLICIES FORAPPOINTMENTS 

All patients are seen by appointment only. Appointment times reflect the health issues provided to the 
receptionist at the time your appointment is scheduled (e.g. is the visit for acne, wart treatment, total skin 
examination, a surgical procedure or a consultation regarding a specific skin concern). We make every 
effort to see you at your scheduled time. Lengthy delays most often result from patients asking for 
additional time to address issues other than those originally scheduled. Please be considerate of how this 

may impact others whose appointments follow yours. If there are multiple dermatologic concerns, which 
need to be addressed, you may be asked to schedule a follow up appointment so that adequate time can 
be allocated for each problem. 

LA TE ARRIVALS 

Anytime you suspect you may arrive late for your appointment, please call to inform us as much in 

advance as possible. If you are more than 15 minutes late, it will be at the discretion of the front staff and 
providers to determine if there will be adequate time to see you without impacting patients whose 
appointments follow yours. We certainly take traffic and weather conditions into consideration, and we 
will always try to accommodate as we all run late sometimes. Those patients that need to reschedule their 
appointment will incur a cancellation fee. 

CANCELLATIONS 

If you are unable to attend your appointment, you are responsible for calling the office to give us a 
minimum of 24 hours notice. This courtesy on your part will make it possible to give the time set aside 
for you to another patient who needs it. Anything less than 24 hours does not allow us adequate time to 
ensure another patient can be scheduled. We do try and help remind you with a courtesy reminder call; 
however, your appointment is considered confirmed when it is made and the final responsibility for 
keeping scheduled appointments is yours. If appropriate notice is not given in time, you will incur a 
cancellation fee of $50.00 for any type of medical dermatology appointment and $125.00 for any type of 
surgical appointment, to cover a portion of the overhead expense incurred for each visit. A cancellation 
fee will also be incurred if we cannot see you because you failed to provide and/or bring with you any of 
these required items: 

• Valid insurance card
• Photo id
• Co-pay as required by your insurance carrier
• Valid referral if required by your insurance carrier
• Custodial parent, legal guardian or written authorization to treat if the patient is a minor
• Means for full payment for self-pay patients

We reserve the right not to reschedule patients who repeatedly miss appointments. 

Please sign to acknowledge having received this notice of our policies. 
Print Patient Name: ________________ Date: / / 

Signature (Parent or Guardian if minor): _________________ _ 










