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AUTHORIZATION TO USE/DISCLOSE INFORMATION
Patient’s Name: _______________________________  Date of Birth: _______________

I hereby authorize disclosure of the following protected health information from the medical record of the above-named:
(Describe information to be disclosed, such as portion of the medical record)

Entity Providing Information




Person or Entity Receiving Information












Northeast Dermatology, PA









220 Graces Way











Columbia, SC  29229








Phone: (803) 736-4560









FAX: (803) 744-1217

I understand that I have the right to refuse to sign this authorization and that Northeast Dermatology will not condition my treatment on whether I provide authorization for the requested use or disclosure.

I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by law.

I understand that I have the right to withdraw this authorization by sending a written notice to Northeast Dermatology, 220 Graces Way, Columbia, SC  29229.  I understand that withdrawal is not effective for actions taken prior to the withdrawal.
Authorization expires six months after date of signature.

________________________________________________

Signature of Patient
               OR

________________________________________________

Printed Name of Patient’s Representative

________________________________________________

Signature of Patient’s Representative

___________________________________________________

Description of Representative’s Authority to sign for patient
Date of Signature:  _________________________

