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NOTICE OF HEALTH INFORMATION PRIVACY PRACTICES


TODAY’S DATE: _____________________________

PATIENT NAME: ___________________________________	    DATE OF BIRTH: _____/_____/_____

Home Phone:  __________________________________	    Cell Phone: ______________________________

Email: _______________________________________________________

Primary Care Physician: _________________________________________________________________________


In compliance with the health information privacy act, HIPAA, we want to make sure that we guard your privacy according to your wishes when it comes to family, friends and co-workers. 

Are there persons other than yourself (i.e. spouse, children or other family members, etc.) that you would wish us to discuss your appointments / treatments with if requested? This person will be able to make changes ie. cancel /reschedule an existing appointment. If so, please list name and relationship below. 

Name: _______________________________________		Relationship: ___________________

Name: _______________________________________		Relationship: ___________________


EMERGENCY CONTACT

NAME: _______________________________________     RELATIONSHIP: ____________________________

Home Phone:  __________________________________    Alternate Phone: ______________________________



I hereby acknowledge that I have been informed that I may receive a copy North Pacific Dermatology PS's Notice of Privacy Practices and Office Policies upon request. 

I, _______________________________________, have been offered and received or declined a copy of North Pacific Dermatology, P.S.’s Notice of Health Information Privacy Practices.  I have read, understand, and agree to comply with these policies.


PATIENT or PARENT/GUARDIAN SIGNATURE: ________________________________________________			







ASSIGNMENTS OF BENEFITS – MEDICARE (if applicable)

I authorize any holder of medical or other information about me to release to the Social Security Administration and Centers for Medicare and Medicaid or its intermediaries or carrier any information needed for this or a related Medicare claim.  I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits either to myself or the party who accepts assignment.  Regulations pertaining to Medicare assignment of benefits apply.

___________________________________________________		________________________	
              Signature as it appears on Medicare Card					         Date			


ASSIGNMENTS OF BENEFITS – MEDIGAP / SECONDARY (if applicable)

If you have a supplemental policy and it is a MEDIGAP policy to which your Medicare carrier automatically “crosses over”, we are required to keep a separate signature on file:

I request authorize MEDIGAP benefits be made on my behalf for any services furnished to me. I authorize any holder of medical information to release to my MEDIGAP carrier any information needed to determine these benefits or the benefits payable for related services.

___________________________________________________		________________________
             Signature as it appears on MEDIGAP Card					          Date



CONSENT TO TREAT AND BILL INSURANCE

Benefits to Physicians:  I hereby authorize payment of medical and/or hospital benefits directly to the physician by my insurance company or companies.  I also understand that I am responsible for any portion of my bill not covered by my insurance company or companies.

Release of Information:  I hereby authorize North Pacific Dermatology, PS to release or disclose appropriate medical records to any insurance company of third party payer, liable to the patient, for payment of claims.  I also authorize North Pacific Dermatology, PS to release or disclose any medical records to the patient’s primary care physician, consulting physician(s), and other health care providers who have a legitimate need for such information in the care and treatment of the patient.  I understand that anyone else needing the patient’s records, must have a signed “Records Release” by the patient, (a form other than this one).

PRINT NAME: ___________________________________________

PATIENT or PARENT/GUARDIAN SIGNATURE: ________________________________________________
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