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LEGACY DERMATOLOGY CONSENT FORM
Consent to Medical Treatment  
 I voluntarily consent to receiving health care and medical services that may include examinations, treatments, and/or diagnostic procedures.  

Financial Responsibility 
 I understand and agree to pay all charges for any services that are not covered by my insurance company. Additionally, I understand that I am responsible for all fees necessary to collect this debt.  
 
HIPAA Consent  
 I acknowledge that I have received a copy of the Notice of Privacy Practices for Legacy Dermatology and that I have read and understand its content.  
 I understand that my health information is confidential and that it will be used for the purposes of treatment, payment, and healthcare operations only as described in the Notice of Privacy Practices. 
 I understand that I have the right to access my health information and to request corrections to any inaccuracies. 
 I understand that my health information may be disclosed to others with my written authorization, and that I may revoke this authorization at any time.  
 I understand that I have the right to file a complaint if I believe that my privacy rights have been violated.  
 
 
 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a federal law that governs the use and disclosure of a person’s health information. The following statements cover the essentials of your rights as a patient under HIPAA: 
 Protected health information may be disclosed or used for treatment, payment or health care operations 
 
Legacy Dermatology has a Notice of Privacy Practices, and that the patient has the opportunity to review this Notice 
 Legacy Dermatology reserves the right to change the Notice of Privacy Practices at any time without notice 
 The patient has the right to restrict the use of their information, but Legacy Dermatology does not have to agree to those restrictions 
 The patient may revoke this Consent in writing at any time and all future disclosures will then cease 
 Legacy Dermatology may condition treatment upon execution of this Consent 
 
 By my signature I verify that I have read the four sections above and agree to the all the above statements

                                                                                     
Patient Signature

                                                                                      
Patient name
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