[$1] DERICK DERMATOLOGY

HIPAA AUTHORIZATION FORM

Patient's Medical Record

Number Patient's Date of Birth

Patient's Full Name

I hereby authorize use or disclosure of protected health information about me as described below.

1.

The following person, medical provider, or organization may receive disclosure of protected health information about me.

|:| Patient or Guardian:
|:| Medical Provider:

|:| Practice/Clinic/Hospital:

|:| Other:

. The purpose of this medical release is:

Select which delivery options are ok:
[ ] U.S.Postal Mail ($7.35):
|:| Secure Email:
|:| Fax:

|:| Other:

The specific information that should be disclosed is (please give dates of service if possible):

Date(s) of service requested:

[ ] Clinical Note(s) [ ] Pathology Report(s) [ ] Photo(s)

[ ] Laboratory Report(s) [ ] Pathology Slide(s) [ ] Billing

I understand that the information used or disclosed may be subject to re-disclosure by the person or class of persons or facility
receiving it, and would then no longer be protected by federal privacy regulations.

I may revoke this authorization by notifying Derick Dermatology, ATTN: Authorization Revocation, 1531 S Grove Avenue,
Unit 101, Barrington, IL 60010 in writing of my desire to revoke it. However, | understand that any action already taken in
reliance on this authorization cannot be reversed, and my revocation will not affect those actions.

I understand that if this authorization is to release protected health information to the patient (myself) or guardian, this
authorization is for this single request. In the case of release of protected health information to a medical provider, practice,
clinic, hospital, or third party, this authorization does not expire until the patient revokes this authorization as described in item
6 above.

| understand that Derick Dermatology may not condition treatment on this authorization.

Signature of Individual, Guardian or
Personal Representative of Patient's Estate Date of Signature
(The person about whom the information relates)

A copy of this completed, signed and dated form must be given to the Individual or other signatory.
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Notice of Nondiscrimination

Derick Dermatology complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Derick Dermatology does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Derick Dermatology:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages

If you need these services, please contact Ashley Rady at 847-381-8899 x1113

If you believe that Derick Dermatology has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can file a grievance with Ashley Rady, Civil Rights Coordinator in person, or via
mail, fax or email at:

Derick Dermatology
Attn: Civil Rights Coordinator
1531 S. Grove Ave. Suite 101

Barrington, IL 60010

Phone:847-381-8899 x1113
Fax: 847-381-8999
Email: CRC@derickdermatology.com

If you need help filing a grievance, Ashley Rady, our Civil Rights Coordinator, is available to assist you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, at https:/ocrportal.nhs.gov/ocr/portal/lobby.jsf or by mail or phone
at:

U.S. Department of Health and Human Services
200 Independence Ave, SW
Room 509F, HHH Building
Washington D.C. 20201
Phone: 800-368-1019 /800-537-7697 (TDD)
Complaint forms are available at http:/www.hhs.gov/ocr/office/file/index.html
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ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 1-
847-381-8899.

UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatne] pomocy jezykowej. Zadzwon pod numer
1-847-381-8899.

AR MRBERERDP - BOLIRBESESEINRE - ;AHE 1-847-381-8899.

F9|: ot 0| E ALBSHAl = B2, 20| X| @ MH|AE B &2 0|85 == USLICE 1-847-381-8899
Ho = Mats| FHAIL

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-847-381-8899.

847-381-8899 48 53 Joadl lanaly el il 55 & il Saelinal) cilend (fd alll S8Y Ciaa S 1Y) 1A ale

BHMUMAHME: Ecnu BBl TOBOPHTE HA PYCCKOM fA3bIKE, TO BaM JOCTYIIHBI OeCIUIATHBIE YCIYTH IIePEBOIA.
3BonuTe 1-847-381-8899.

YUsil: S dil AUl elletdl ), dl [o1: 2165 eidL As1A Adivil dURLHIR Gudoy 8. §lo
520 1-847-381-8899

1-847-381-8899 Ly S JIS . (il (e o ladd (S 2aa (S0l Sl Fegm g sapl ol K1l s

CHU Y: Néu ban noéi Tiéng Viét, ¢d cac dich vu hd tro ngon ngtt mién phi danh cho ban. Goi 6 1-847-381-
3899

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-847-381-8899

& 3 gfe 3y &) Siera € o omuds fore ot F HTST TETIa SaTl SUTs €1 1-847-381-8899

ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-847-381-8899

INPOXOXH: Av uldte shinvikd, otn didbeot oug Ppickovial vanpscies YAMGOIKNS VIOSTAPLENS, 01 onoieg
napéyovtal dwpedv. Karéote 1-847-381-8899

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-847-381-8899
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