"

New Patient Consent for the use and Disclosure of Health Information
For Treatment, Payment, or Healthcare Operations

- , understand thel as part of my health care, Soythem Crescent Dermaiotogy oripinates and
meinteins paper andlor elestronic records describing my health history, symptoms, examinatian, and f2st resulls,
diagnoses, treatment, and any plans for future care or treatment. 1 understand that this information serves as:

A basis for plenning my care and weaImenl.

A mesns of communication among the meny heafth professionals who contribute 1o my care.

A source of Information for applying my disgnosis and surgical information ta my bill

A means by which a third-perTy payer can verify that services billed were actually provided and

A 1ol for rautine healtheare operstions such as nseessing quality and reviewing the compeicnce of heaitheare
professionals

j undersiend aad have been provided with 2 aolicz of Informaticn pravtices thel provides 8 more complete description
of information usss end discloswes. 1 understand that § have the following rights and privileges:
»  Theright to review the notice prior to signing this consent
s  The right 1o object 1o the uss of my heaith information for deeiony puposes, end
»  The right to roquest sesirictions B5 o haw my health information mey be used or disclosed o camy o
trealmem, payrment, or health care operations

[ undersiand thet Southemn Crescent Dermatology i$ not requires o agree 10 the resrictions tequesied. | understund
that 1 may revoke this consent in writing. excepl to the extent that the organization has ahready take action in reliance
thereon. | also understant that by refusing (o sign this consent o7 revoking this consent, this organization may refuse to
weat me es permitted by section 164.506 of the Code of Federal Regulstions.

1 further understand that Southem Crescent Dormatology reserves the right o ehange their notics and practices &nd
prior to implementssion, in accordance with Section 164.520 of the Code of Federal Reguiations. Should Southam
Crescent Dermatology change thelr notice, they will send e copy of By revise noiice to the address | have provided
(whether US mail or, if 1 agres email).

| wish 1o heve the following restrictions 1o the usc or disclozure of my health information

{ understand that us part of this organi'a{ian‘s treatment, paymet, oF healih care opergtions, it msy becotne NEELSSATY

10 disclose my protested heatth information to sother eatily, erid ] consent to such disclosure for this permitted uses,
including disclosures vie fax.

1 fulty understand and aceepvdecting the tenws of this consenL

Patient Signature Date

Parent or Guardian Signature
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