
 

  

Consent for Treatment 
 

I, ___________________________________, hereby voluntarily consent to patient care at Dermatology 
& Skin Surgery Center, PC (DSSC) encompassing routine examination and medical treatment including, 
but not limited to, routine laboratory work (such as blood, urine, and other studies), and administration of 
medications prescribed by the medical provider. I further consent to the performance of those diagnostic 
procedures, examinations and rendering of medical treatment by the physicians, physician assistants 
and/or medical assistants as is necessary. 
 
   (Please initial or check all sections below) 

 
Notice of Patient Privacy Consent (HIPAA) 
 

 ____ I have been provided a copy (electronic and/or printed) of the practice’s Notice of Privacy 

Practices, which provides a detailed description of the uses and disclosures allowed by this 
consent, as well as other rights I have regarding my protected health information.   
(The Notice of Patient Privacy Consent is posted on our website at  
https://dermandskin.com/patient-privacy-form/  for your convenience.) 

 
 

Authorized Release of Medical Information 

There are times where the physicians and employees of DSSC need to contact you. Our primary method 
is through your patient portal; however, circumstances may require us to contact you via mail, email, 
telephone, voicemail, and/or text messaging.  
 
I authorize the release of medical information to the following: ______________________________, 
                Name and Relationship 
 
__________________________________, ______________________________________ 

       Name and Relationship      Name and Relationship 

 
Consent to Receive Text Messages 

 

By checking this box, I consent to receive Account Notification and Customer Care SMS 
messages from Dermatology & Skin Surgery Center. Reply STOP to opt-out; Reply HELP for 
support; Message & data rates may apply; Messaging frequency may vary.  
Visit https://dermandskin.com/patient-privacy-form/ to see our privacy policy and Terms of 
Service. Text HELP to +1 (770) 474-5952 or call for assistance. 

 

_____________________________________________ _________________________ 

Patient/Guardian Signature     Mobile Number 

 

_____________________________________________ _________________________ 

Patient/Guardian Printed Name     Date 

 
Data collection, usage & protection: We collect basic patient information from online forms, online appointment scheduling, 
patient portal, via patient calls & from in-office forms to facilitate accurate and personalized communication, including name, 
email, cell phone number, address, zip code, and date of birth. We use SMS to enhance patient care and communication. 
Patients receive appointment reminders, treatment follow-ups, and health-related notifications directly to their mobile phones. 
Our messaging prioritizes timely, essential information for patient convenience and engagement, ensuring easy access to 
dermatology services and updates. We are committed to protecting patient data with robust security measures. All collected 
information is safeguarded using industry-standard encryption and access controls, helping ensure compliance with healthcare 
privacy regulations (e.g., HIPAA) and maintaining the confidentiality of patient information. 
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Electronic Devices 

 

____ Please silence your cell phone and refrain from taking phone calls while in the exam 
room.  We prohibit any live recording / videoing of your exam process without your 
provider’s authorization. 

  
Consent for Use, Disclosure of Patient Information for the purposes of Treatment, 
Payment, and Healthcare Operations 
 

____ I hereby consent to DSSC using or disclosing my protected health information 

  for the purpose of providing treatment to me, obtaining payment for health care    
  services rendered to me or to carry out the Practice’s health care operations. I also 
  consent to DSSC using or disclosing my protected health information for treatment   
  activities provided by another health care provider, as well as the payment activities  
  conducted by another health care provider or entity. I further consent to the disclosure  
  of my protected health information for another provider or health care entity to  
  conduct health care operations. 
 
Lifetime Medicare Authorization & Consent for Medicare Patients Only 

 

____ I certify that the information given by me in applying for payment under Title VIII and/or  
  Title XIX of the Social Security Act is correct. I authorize any holder of medical or other  
  information about me to release to the Social Security Administration or its intermediary 
  carriers any information needed for this or a related Medicare claim. I request that  
  payment of authorized benefits be made on my behalf. I assign the benefits payable for  
  physician(s) services. Please note Federal Law requires us to collect your yearly   

  deductible and co-insurance amounts. If you have a secondary insurance, we will bill   
  your secondary insurance after Medicare pays the requested amount. I understand that I 
  am responsible for my health insurance deductible and coinsurance. 
 
Terminating Services 
 

____ All the providers at DSSC value a meaningful and productive relationship with our  
  patients. Unfortunately, there are occasions when this is no longer feasible. Please be  
  advised that the Practice reserves the right to terminate the provider/patient relationship  
  for the following reasons: 
  1. Multiple cancellations or missed appointments. 
  2. Medical Non-Compliance, including violation of Therapeutic Drug Agreement. 
  3. Failure to comply with practice policies. 
  4. Rude, abusive behavior, use of obscene language, mistreatment of staff in person 
             or on the phone. 
  5. Failure to pay a debt/account sent to collections. 
 
If the relationship is terminated, you will be notified in writing. Your provider will provide 
emergency medical care for 30 days following the date of the written notice and will send 
medical records to a new provider with a written release. 

 

_____________________________________________ _________________________ 

Patient/Guardian Signature     Date 

 

_____________________________________________   

Patient/Guardian Printed Name                                                                         
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