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I wish to be contacted in the following manner (check all that apply):

⌐ HOME PHONE_________________                   ⌐Leave message with detailed information
                                                                                 ⌐ Leave message with call-back number only

⌐ WORK PHONE_________________                   ⌐ Leave message with detailed information

                                                                                 ⌐ Leave message with call-back number only

⌐ WRITTEN COMMUNICATION                             ⌐ Mail to my home address (as listed in chart)
                                                                           ⌐ Mail to my work/office address​​​​losures may be permitted without prior consent in an emergency.ow, if completed properly, will constiture an 
⌐ Fax to this number__________​​​​​​​​​​​​​​​​​​_____             ​​​               
⌐ Email me (Email address) ____________________________________________________
⌐ Other ____________________________________________________________________
With whom may we discuss or leave information about your care, treatment, or diagnosis?

Name______________________________________________Relationship_________________________    

Name______________________________________________Relationship_________________________

______________________________________________             _________________________________

Patient Signature                                                                              Date

______________________________________________             _________________________________

PRINT NAME                                                                                     Date of birth

[image: image2.png]T T—

\

Tarrant Dermatology

CONSULTANTS




START HERE(


In general, the HIPPA privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected health information (PHI). The individual is also provided the right to request confidential communications or that a communication of PHI be made by alternative means, such as sending correspondence to the individual’s office instead of the individual’s home. 





The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use of disclosure of, and requests for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not apply to uses of disclosures made pursuant to an authorization requested by the individual. Healthcare entities must keep records of PHI disclosures. Information provided below, if completed properly, will constitute an adequate record.





Note: Uses and disclosures may be permitted without prior consent in an emergency.















1622 Eighth Avenue, Suite 100
912 Foster Lane, Suite 200

Fort Worth, Texas   76104
Weatherford, Texas  76086


Phone: (817) 927-2332 

Phone: (817) 489-6789


Fax:     (817) 927-0361
Fax:     (817) 599-5477 

