




DATE: _____________ ID#: _____________

PATIENT NAME: _______________________________________________________________________

DATE OF BIRTH: _______________________________________________________________________

Please list any drug allergies we should be aware of:

(if the patient does not have any drug allergies, please write NONE)

_____________________________________________________________________________________

MEDICATIONS

Please provide all current prescriptions and over-the-counter drugs.

If patient is not taking any medications, please write NONE.

Date last reviewed: (Nurses and Providers ONLY)

Name of Medication Dosage (ie: 20mg) Route of Administration (ie:
orally or topically)

Frequency (ie: once daily)

_________ _________ _________ _________ _________ _________ _________ _________ _________

_________ _________ _________ _________ _________ _________ _________ _________ _________



HIPAA PATIENT CONSENT FORM

Musick Dermatology & Advanced Clinical Spa, LLC, Notice of Privacy Practices provides

information about how we may use and disclose protected health information about you in accordance

to the Health Insurance Portability and Accountability Act of 1996 (HIPAA). The Notice contains a Patient

Rights section describing your rights under the law. You have the right to review out Notice before

signing this consent. The terms of our Notice are subject to change. If we change our Notice, a new

Notice will be available at the reception desk or you may obtain a revised copy by contacting our office

located at 4948 Benchmark Centre Drive, Swansea, IL 62226 or by calling (618) 628-2588.

You have the right to request that Musick Dermatology & Advanced Clinical Spa, LLC restrict how

protected health information about you is used or disclosed for treatment, payment, or health care

operations. Musick Dermatology & Advanced Clinical Spa, LLC is not required to agree to this restriction,

but if we do, Musick Dermatology & Advanced Clinical Spa, LLC shall honor that agreement.

By signing this form, you consent to Musick Dermatology & Advanced Clinical Spa, LLC’s use and

disclosure of protected health information about you for treatment, payment, and health care

operations. You have the right to revoke this Consent, in writing, signed by you. However, such a

revocation shall not affect any disclosures we have already made in reliance on your prior Consent.

Musick Dermatology & Advanced Clinical Spa, LLC provides this form to comply with the HIPAA

guidelines.

The patient understands that:

● Protected health information may be disclosed or used for treatment, payment, or health care

operations

● Musick Dermatology & Advanced Clinical Spa, LLC has a Notice of Privacy Practices and that the

patient has the opportunity to review this Notice

● Musick Dermatology & Advanced Clinical Spa, LLC reserves the right to change the Notice of

Privacy Practices

● The patient has the right to restrict the uses of their information but Musick Dermatology &

Advanced Clinical Spa, LLC 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

● Musick Dermatology & Advanced Clinical Spa, LLC may condition receipt of treatment upon the

execution of this Consent.

Name of Patient: ________________________________________

Signature of Patient or
Legal Representative: ____________________________________ Date: ___/___/_____

If signed by someone other than the patient:

Print Name: _____________________________________________

Relationship to Patient
(if other than patient): ____________________________________ Date: ___/___/_____



ID#:

PATIENT NAME:

EMAIL:

PHONE NUMBER:

Can we leave messages with number provided above regarding appointment/test results?

YES / NO

PATIENT INFORMATION RELEASE

I authorize the person(s) listed below to have access to my medical information.

These people may call and speak with the nurse/doctor about my case.

I have the right to terminate this agreement at any time by informing the staff in

writing.

(If there is no one you would like your information released to, please write none in the first box)

AUTHORIZED PERSON(S) RELATIONSHIP TO

PATIENT

PHONE NUMBER

Signature of Patient or Legal Representative confirming above information is correct:

Name: Date:


