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East Carolina Dermatology and Skin Surgery, PLLC
600 McCarthy Blvd. New Bern, NC 28562 252-633-4200

Authorization for use or disclosure of protected health information

Patient identification

Name: Date of Birth:

Address:

R , hereby authorize the disclosure of information from my health record.
This information is to be disclosed by: . And is to be given to:

Name of Tacility: ' Namé of person/organization/facility:

East Carolina Dermatology and Skin Surgery, PLLC

Address: Address:

600 McCarthy Blvd. New Bern, NC 28562

Phone Number: 252-633-4200 Phone Number:

Fax Number: 252-633-9263 Fax Number:

The purpose or need for this disclosure is:

__Further medical care __Attorney _ School __Research __Personal use

_Insurance __Disabllity __Other {specify)

The information to be disclosed from my health record: {check as appropriate)

__Only information related to {specify)
__DOnly period of events from

__DOther {specify)

__Entire record

I understand that | may revoke this authorization at any time by submitting in writing such request to the practice
manager, except to the extent that action has been taken in reliance on this authorization. If this authorization has not
been revoked, it will terminate one year from the date of my signature uniess a different expiration event is stated.
Specify new date {or upon termination of enroliment in the health plan)

I understand that information disclosed by this authorization may be subject to redisclosure by the recipient and may
no longer be protected by the Health Insurance Portability and Accountability Act Privacy Rule (45 CFR Part 164).

Signature of patient or personal representative {state relationship to patient) Date

Signature of witness {(Must be a clinic representative) Print name of witness Date



NOTICE OF PRIVACY PRACTICES
EAST CAROLINA DERMATOLOGY, P.A.
Effective Date: April 14, 2003

‘This notice describes how medical information about you may be used and disclosed and how you can get access to this
Information. Pleass review it carefully.

L

OUR RESPONSIBILITIES

East Carolina Dermatology, P.A. is required by law to maintain the privacy of your protected health information and to
provide you with this Notice of Privacy Practices. We arc also required to let you know bow you can obtain copiss of any
changes to our Notice, and to sbide by the terms of the Notice that is currently in offect. We reserve the right to change this
Notice aod our privacy policies at any time. Any such changes will apply to the protected health information we already
have. When we make an important change to our pulicies, we will post the nsw Notice in our waiting areas. You can receive
a copy of the cumrent Notice by contacting our Privacy Officer. )

HOW WE MAY USE AND DISCLOSE YOUR PROTECTED INFORMATION
We will share medical information about you with each other as necessary to provide you with health care, to obtain paymeut for
that health care, and to operate our business effectively. We may also use and disclose medical information about you for & oumber
of different purposes, which we describe below. Far each of the categories of uses or disclosures described, we will explain what
we mean and ry to give an example. Not every use or disclosure in a category will be listed; bowever, all of the ways we zre
permitted to use aed disclose your health information will fall within ons of the categaries,

A Treatment, Payment & Health Care Opesations

1. . Usesand Disclosures of Your Protected Health Information for Treatment That Purposes
‘That Do Not Require Your Prior Written Consent. We may use and disclose your protected health
information fn order to provide, courdinate, or manage your health care and related services without
obtaining your prior writtea consent. This means that we can shure your protected health information with
all of the health care personnel who are involved in your care for thess purposes. For examyile, if Dr.
Klein refers you to a specialist for testing and treatment, we can share your protected health information
with that specialist. Similarly, we may share your health information with a pbarmacy when calling in 8

prescription. - ‘ )
2 Uses of Your Protected Henlth Information for Payment Purposes That Do Not Require
Your Prior Written Conseat. We may usc protected health information about you to arrange for payment

of our services. For example, our billing, accounts receivable and collections employecs may access your
protected health information for this purpose.

3 Disclosures of Your Protected Health Information for Payment Purposes That Require
your Prior Written Consent. North Carolins law requires us to get your written consent to disclose your
protected health information for paymeat purposes. If you are an existing patieat, you bave already
signed a consent allowing us to sharc your protected bealth information with your health insurance
company (or any other person or eatity respoasible for paying for your health care services) for payment
purposes. If you are a new patient, we will ask you to sign 2 consent during your first visit with us after
April 14,2003. Other than an emergency situation, we can refuse treatment to any patieat who does not
$ign a consent allowing us (o share protected health information with his or ber insurance company or any
other person or eatity responsible for paying for your bealth care services. For example, after obtaining
your consent, we may share portions of your medical record with your insurance company 10 ask about
coverage under your plan, and for approval of payment before we provide services to you.

4, Uses of Your Protectod Health Informsation for our Health Care Operations That Do Not
Require Your Prior Consent. We may use your protected health information for 2 variety of business
activities that we call “health care operations”. We make thess uses o that we can improve the quality of
care we provids and to reduce health cure costs. For example, we may access your protecied health to
cvaluate the skills of the nurse who provides services to you at our office.

s Disclosures of your Protected Health Information for our Health Care Operations That
Require Your Prior Written Conscut. North Carcliua law soyuires us w get your wilttea cusscal w the
disclusure of your protected health information for our health cars operations. You will be asked 10 sign s
conscnt during your first visit with us after April 14, 2003. In other than an emergency situation, we can
refuse treatmsat 1o any patient who docs not sign a conscat allowing us to share protected bealth
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1f you bave one of severnl specific communicable diseases (for example, tuberculosis or HIV/AIDS), information
about your disease will be treated as confidendal, and will be disclused without your writtan permission oaly in
limited circumstances. For example, we will obtain your permission w tepor information for payment purposes.
However, we may not nced to abtain your permissios to repurt information gbout your communicable disease to
State and local officials or to otherwise use or release information in order to protect against the spread of the
disease. We must disclose beulth information if Dr. Klein belicves that a client has 2 communicable diseass or is

infected with HIV and is not rollowing'safety measures,

YOUR HEALTH INFORMATION RIGHTS .
Although your health reconl iy the property of and belongs to East Carolina Dermatology, P.A., you bave the following righis

with respect to your protected health lnformation:

A

B.

D.

The Right to Request Restrictions on Uses and Disclosures of Your Protectzd Health Information. You have
the right to ask us 1o limit how we use and disclose your protected health information. We will consider your
request, but we are not legally required to accept it. If we do accept your request, we will noto the nccepted
limitations in writing and fullow those restrictions except in emergency circumstancey., You muy ot litit the uses
and disclosures.that we are Jegally required to make.

The Right to Choose How Weo Send Protecied Health Information. You have the right to ask that we sead
information to you to an alternate address (for example, to your home address instead of your wotk address), or by
alternative means (for example, by e-mail instead of regular mail). If we can easily provids the information in the
furmat you request, then we must agree to your request and abide by it

The Right to See and Get Coples of Your Protected Health Information. In most cases you have the right to
look at or get copies of your protected hsalth information. You must make any requast to look at or get copies of
your protected bealth information in writing to our Privacy Officer. We will respond to you within 30 days after
receiving your written request. [a certain situations, we may deay your request. If wa deny your request, we must
tell you, in writing, our reasons for denying your request and explain to you that you bave the right to have our
decision reviewed and bow to starr the review process. If you request copies of your protected health Information,
we will charge $.__ for each page. Instead of providing the information, we may provids you with a summary or
explanation and ask you to pay the cost of it in advance.

The Right to Get a List of Disclosures We Have Made. You bave the right to get a list of the persoas or eatities
with whom we have sbared your protected bealth information outside of our practice; however, we are not required
to list the following disclosures:

L Disclosures we made for treatment, payment or health care operations;

2 Disclosures for which you have signed a conseat or authorization;

3 Disclosures we made to you or to a family member o friead to which you did uot object;

4. Disclosures for national security or intelligence purposes;

5 Disclosurcs to correctional institutions of law enforcement officials;

6. Incidental disclosures made in connection with a permitted use or disclosure; or

2 Disclosure made prior to April 14, 2003.

You must make any requests for a list of disclosures in writing 10 our Privacy Officer. We will respond to you
within 60 days afier receiving your written request. The list we give you will includs disclosures of your protected
health information that have been made by us or our business associates during the 6 years prior to your request
unless you request a shorter period. The list will include the dats of each disclosure, the name and address (if
known) of the person or eatity to whom the disclosure was made, a description of the information discloged, and the
reason for the disclosure. 1f we are unable t provide a list within 60 days following your request, we will let you
know in writing before the end of those 60 days that we are unable to do so and will provide the list to you no later
tan 90 daya fullowlug our scccipt uf your roqueot for the llst. We will provido this List to you et oo sharge
however, if ynu request more than onoe list during any 12-moath period, we will charge $10 for each additional list
requested during that period.



E. The Right to Correct or Update Your Protected Health Information. I you believe there is a mistake in your
protected health information or that a piece of important information is missing, you bave the right to ask us to
correct the information or add the missing information to your record. You must make a request for us to the
information in writing to our Privacy Officer, ou the forms we will provide to you Your request must include a
reason for the change you arc proposing we mske © your information. We will respoad within 60 days after
receiving your written request. We may deny your request in writing if:

1. The information we have is correct and complets;
2. The information you want to change was not created by us;

3. The information you want to change is information which you would not be allowed to look at or copy by
law;

4, The information you want to change is not a part of our records.

Our written denial will include the reason we are denying your request and will explain your right to file a written
statement of disagreement with the denial, including the forms used to make such a filing. If you do ot file a
written statement of disagreement, you have the right to ask us, in writing, to atach your initial request and our
denial to all future disclosures of the affected information. If you do not make such a request, we are not required to
include the request and denial with any future disclosures, If you do file a written statement of disagreement, we
have the right to prepare and provide a wrilten rebunal to your statement. Thereafter, we must include your initial
request, our denial, your written statement of disagreement and our rebuttal wheaesver we disclose the affected
information. If we approve your request, we will make the requested change to your information, tell you that we
bave made the change and get a list from you of other persons who need the changed information, and then notify
those persons you have identified, as well as those of whom we are aware, who need 0 know about the change of
your information. If we are unable to respond to you within 60 days following your request, we will let you know in
writing before the end of those 60 days that we are unable to do 30 and will provide our response to you no later than
90 days following our receipt of your request for the change.

F. The Right to Obtain a Paper Copy of this Notice. You bave the right, at any time, to get & paper copy of this
notice, evea if you have agreed that we may provide the notice and any changes to you via e-mail or other electronic
means. To obisin a paper copy of this notice, please contact our Privacy Officer. .

IF YOU HAVE QUESTIONS OR WANT TO COMPLAIN ABOUT OUR PRIVACY PRACTICES
If you questions about or think we have violated your privacy rights or if you disagres with a decision we made about access
to your protected health information, you may file a complaint by contacting our Privacy Officer st (252) 6334200,

Lo

You may also send a written complaint to tho United States Department of Health and Human Services by sending
your complaint to: . . . . .

Office for Civil Rights

U.S. Department of Health and Human Services

We will not take adverse action against you for filing a complaint,



information far our health care operations. For example, after obtaining your consent, we may share
protected health information about you with our accountants, lawyers, and others who assist us in
complying with this Notice and other applicable laws.

B. Certain Other Uses and Disclosures That Do Not Require Your Prior Written Consent. We may usc and
disclose your protected bealth information without your consent or authorization for the following reasons:

1.

When disclosure is required by federal or local law, judicial or administrative proceedings, or law
enforcement. We will disclose protected bealth information when a law requires us to report information to a
government ogeacy, to a law enforcement agency, or when we recelve a valid court order or subpoena. We also
will disclose information when we suspect abuse or nzglect of & child or disabled adult.

When the use and/or disclosure is for health oversight activities. We may disclose medical information
about you 1o a bealth oversight agency. For example, a government ageacy may request information from us
while reviewing whether we are in compliance with the various laws and regulations that we must comply with.

For public bealth activitles or to avert a serfous threat to health and safety. We may report information
about certain diseases to the local health department, and we may provide information to law enforcement or
another person if we believe, in good faith, that the use or disclosure is necessary to prevent serious and
{mminent threat to the bealth or safety of a person or the public.

For specialized government functions. We may disclose protected health information to authorized federal
officials for the conduct of lawful intelligence, counterintelligence and other national security activities
authorized by law.

For workers' compensation. In the event your visit is related to a workers' compensation claim, we may
disclose protected health information about you in order to comply with workers® compensation laws.

Appolntment reminders and health related benefits or servicee. We may use your protected bealth
information to remind you that you have an appointment with us, or to tell you about trestment alternatives or
other health care services we offer. .

Uses and Disclosures Where You Have the Opportunity to Object. We may provide protected bealth
information to your family members, a friend or other person that you Indicated s involved in your case or the
payment of your health care, unless you object. In emergency situations, you will bave the opportunity to
object when you are able to do so. For exampls, if you have an appointment with us and you bring a family
member with you and ask them to sit in treatment room with you during your examination of treatment, thea we
may disclose protected health information to that family member unless you object. Additionally, if you come
to our office alope and Dr. Klein decides to admit you directly to the hospital, we may contact a family member
or friend to let them know that you have been admitted to the hospital, unless you object.

B. Uses and Disclosures Which Require Your Prior Written Authorization. Uses and disclosures of your
protected health {nformation that are oot listed above will be made only with your writtea authorization. I you
sign an authosization to discloss your protected health information, you can later revoke that suthorization in writing
(except in very limited circumstances related to obtaining insurance coverage). If you revoke your authorization,
will stop any future uses and disclosures except to the extent we have not already taken some action in reliance on
your authorization).

MORE STRINGENT PROTECTION FOR YOUR HEALTH INFORMATION

In some cases, North Carolina law provides you with more stringent privacy protections of your health information than
federal law, and where applicable, we will follow the requirements of those state laws. Tbe foliowing Nosth Carolina laws
may apply to our treatmeat of you:

A North Carolina law protects oot only your rights of privacy, but also your relationship with your physician. To
allow us to disclose confidential information in your medicel record under North Carolina law for treatment,
payment, or health care operations, we will request that you sign a consent form (which differs from the
authorization form mentioned in other parts of this Notice).
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Acknowledgement of receipt of notice of privacy practices (11/09)

1, , have been given access to and/or received a copy of East Caralina
Dermatology and Skin Surgery, PLLC Notice of Privacy Practices.

Signature of patient or patient’s representative Date

You May Refuse to Sign This Acknowledgement
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Request for restrictions/consent to the use and disclosure of health information
for treatment, payment, or health care operations (11/09)

| consent to East Carolina Dermatology and Skin Surgery using and disclosing my protected health
information to carry out treatment, payment, or health care operations.

I understand and have been provided access to and/or a copy of the Notice of Privacy Practices, which
provides a more complete description of how my protected health information may be used or
disclosed. | understand that | have the right to review the notice prior to signing this consent.

1 understand that East Carolina Dermatology and Skin Surgery reserves the right to change their notice
and information practices and that | may obtain a copy of the revised notice by request.

| understand that | have the right to restrict how East Carolina Dermatology and Skin Surgery uses or
discloses my protected health information to carry out treatment, payment or health care operations;
that East Carolina Dermatology and Skin Surgery is not required to agree to the restrictions/additions
and; that East Carolina Dermatology and Skin Surgery is bound by restrictlons/additions to which it
agrees.

I request the following restrictions/additions to how my health information is used or disclosed:

1 have the right to revoke this consent by notifying East Carolina Dermatology and Skin Surgery in
writing, except to the extent that East Carolina Dermatology and Skin Surgery has taken action in
reliance on my consent.

Signature of patient or patient’s representative Date

Printed name of patient or patient’s representative Representative’s authority to act



East Carolina Dermatology Chart #

Patient Registration Date

Patient Name

(Last) (First) (Middle) (Age)
Mailing Address

(Street or PO Box Number) (City) (State) (Zip)
Home Phone(___) Cell Phone(___) BirthDate__ /___/ Sex
Single Married Widowed Divorced Full Time Student
Employer Business Phone
Employer Address Social Security #

Parent, Spouse, or Responsible Party (if different from patient)

Name
{Last) (First) (Middle)
Mailing Address
(Street or PO Box Number) (City) (State) (Zip)
Birth Date / / Home Phone( ) Cell Phone( )
Referred by Internet Phone Book Family/Friend Physician (Name)
Emergency Contact Phone Number( )
(Last) {First)

I hereby authorize release of information acquired in the course of my examination or treatment to those specific
insurance carriers, third party payors or others involved in the processing and collection of my claims.

| hereby assign payment of amj insurance benefits payable to me be made to East Carolina Dermatology. Patients who
carry health insurance should remember that professional services are rendered and charged to the patient, not the
insurance company. Insured patients are expected to take care of their fees as services are rendered. Even though an
insurance claim is filed, you will receive a statement each month is your account has a balance due. The office cannot
accept responsibility for collecting your insurance claim or for negotiating a settlement on a disputed claim. Insurance
claims not received in 60 days will be billed to the patient. | understand that | am responsible for the bill.

I give permission to East Carolina Dermatology to leave a message on my answering machine at home YES NO

Patient (or guardian if patient is under 18) Signature Date /




East Carolina Dermatology and Skin Surgery, PLLC

Past History
Patient Name: Today’s Date:
Current Age: Birth Date:
Please check current and/or previous illnesses or conditions you have had
Abnormal bleeding Arthritis
Rheumatic fever Cancer
Stroke Asthma
Tuberculosis laundice
Pneumonia Kidney disease
Diabetes Heart disease
Hepatitis Nervous disorder
Vein trouble Glaucoma
Syphilis/Gonorrhea/Herpes High blood pressure
HIV
Other
Date(s) Previous operations, hospitalizations, serious injuries, broken bones, etc:
Family History Social History
Melanoma Do you smoke?
Other cancers Do you drink?
Psoriasis Do you have pets?
Eczema Your occupation
Other skin diseases

Current Medications:

Medication Allergies:

Females Only

I Yes l No I Are you now pregnant?

| Yes | No l Are you trying to get pregnant?






