
           Authorization to Disclose Protected Health Information 
 
           Patient’s Name_____________________________ DOB: ____________ 

 
Your privacy is important to us and we want to protect it as much as possible.  By signing this form, you authorize Skin Care 
Doctors, P.A to disclose information as requested by the individual(s) you list below.  This information may include, but is not 
limited to, verbal and written information relating to your diagnosis, treatment, and billing information.   
 
Please complete, sign, and date this form.  Be sure to include any individuals and/or specific details you may have listed 
previously, if appropriate, as any prior versions of this form will be inactive upon receipt of this completed form. 
 

Is it okay to leave normal laboratory or pathology results on your answering machine to the phone numbers we have on file?      
  Cell number     Yes ______     No _______ 
               Home number  Yes ______     No _______ 
  Work number   Yes ______     No _______       
 
 

Is it okay to leave a detailed voice message regarding your care on your answering machine to the phone numbers we have on file?  
  Cell number     Yes ______     No _______ 
              Home number  Yes ______     No _______ 
  Work number   Yes ______     No _______ 
 

 
Write the name of the person(s) to receive information: 
 

1) __________________________________________________ 
       Relationship to patient:  �Parent(s)     �Spouse    �Child(ren)  � Sibling(s)      �Other_____________________________ 
 

*If you want to limit the information disclosed, specify here: ________________________________________________ 
 
2) __________________________________________________ 
       Relationship to patient:  �Parent(s)     �Spouse    �Child(ren)  � Sibling(s)     �Other_____________________________ 
 

      *If you want to limit the information disclosed, specify here: _________________________________________________ 
 

This authorization may be revoked at any time except to the extent that                  This authorization is valid until the following 
Skin Care Doctors, PA has taken action in reliance upon this authorization.   Specified date or event, whichever is shorter.   
Revocation must be made in writing to Skin Care Doctors, PA, attn.: Privacy  
Officer at 14000 Nicollet Ave So, Suite 304, Burnsville, MN 55337.    Specified Date (MM, DD, YYYY) 
           

I understand that Skin Care Doctors, PA will not condition treatment, payment, enrollment,  __________________________________ 
or eligibility for benefits on whether I sign this authorization.  I also understand that I may  
be charged for copies of this information in accordance with state law. 
 

Futhermore, I understand that if this information is disclosed to a third party, the information           Specified Event 
may be redisclosed by the person that receives the information and may no longer be    
protected by federal privacy regulations.      ___________________________________ 
 

ATTENTION:  This is a legal document.  Please read carefully.  By signing, you agree that you understand and accept the terms 
on this form.   
*If the patient is 18 years of age or older, the patient must sign and date the form. 
*If the patient is 18 years of age or older and is incapable of signing, a legally authorized substitute may sign and date the                    
form. Please indicate your legal authority and include documentation of your relationship. 
      �Legal guardian or Conservator  �Healthcare Agent (Healthcare Power of Attorney) 
*If the patient is 17 years of age or younger, the patient’s parent or legal guardian must sign and date the form (unless an   
exception exists under state or federal law.  Please indicate your relationship:   �Parent  �Legal Guardian 

 

Signature (Required)                    Date Signed (Required) MM, DD, YYYY 
 
 

   

Printed Name of Person Signing (if NOT patient)                     Staff Signature 
 
               


