
The Skin Surgery Center, PA 
 

CCCCCCCCCCCCCCCCONSEN T FOR USE OR DISC LOSURE OF IN FORMA TION  

 FO R TR EA TM EN T, PAY MEN T OR HEA LTH C ARE OPERATIO N S (HI PA A)  
 

I hereby consent to the use or disclosure of my identifiable health information ("protected health information") by The Skin 

Surgery Center, P.A. in order to carry out treatment, payment, or health care operations. I have been given the opportunity to 

review The Skin Surgery Center Notice of Privacy Practices for Protected Health Information for a more complete description of 

the potential uses and disclosures of such information. I have the right to review such notice prior to signing this consent form. 

 

The Skin Surgery Center reserves for itself the right to change the terms of its Notice of Privacy Practices for Protected Health 

Information at any time. If The Skin Surgery Center does change the terms of its Notice of Privacy Practices, you may obtain a 

copy of the revised Notice by requisition the Notice from the Front Office Staff of The Skin Surgery Center. 

 

I retain the right to request that The Skin Surgery Center further restrict how my protected health information is used or disclosed 

to carry out treatment, payment, or health care operations. The Skin Surgery Center is not required to agree to such requested 

restrictions; however, if The Skin Surgery Center does agree to my requested restriction(s), such restrictions are then binding on 

The Skin Surgery Center. 

 

At all times, I retain the right to revoke this consent. Such revocation must be submitted to The Skin Surgery Center in writing. 

The revocation shall be effective except to the extent that The Skin Surgery Center has already taken action in reliance on the 

consent. The Skin Surgery Center may refuse to treat you, if you do not sign this Consent Form (except to the extent that The 

Skin Surgery Center has the right to refuse to provide further treatment to you as of the time of revocation (except to the extent 

that the Facility is required by law to treat individuals). 

 

PHONE CONSENT: I AUTHORIZE THE PHYSICIANS AND STAFF OF THE SKIN SURGERY CENTER TO: 
 

 

Leave a message on my answering machine or voice mail at home?    ___Yes ___No Tele#____________ 

Leave a message on my cell phone?       ___Yes ___No Tele#____________ 

Text message my cell phone?       ___Yes ___No Tele#____________ 

Leave a message at my place of employment?     ___Yes ___No Tele#____________ 

Discuss my medical condition with a member of my family or a friend?   ___Yes ___No Tele#____________ 

 

If yes, please print names: ___________________________________________ Relationship_________________ 

   ___________________________________________ Relationship_________________ 

   ___________________________________________ Relationship_________________ 

 

I HAVE READ AND UNDERSTAND THIS INFORMATION. I AM THE PATIENT OR AM AUTHORIZED TO ACT 

ON BEHALF OF THE PATIENT TO SIGN THIS DOCUMENT VERIFYING CONSENT TO THE ABOVE STATED 

TERMS. 

   _______________________________________________________________ _____/_____/_____ Date _____/_____/_____ 

Signature of Patient Date of Birth  

 
 

 

Please Print Name 

 
 

   

Signing on behalf of Patient Please Print Name Relationship to Patient 
 
 

 

 CONSEN T FOR MINOR TO P RESENT FOR TREATMEN T  

(If a patient is under 18 - A parent or Guardian must sign) 
 

I, _________________________________________________, give my consent for my son/daughter____________________ 

____________________ to bring himself/herself to the office for routine health care, which may include diagnosing and the 

treatment of presenting problems.   This consent shall be effective from the date of my signature until the date I terminate it in 

writing or at the time a minor consent for treatment is no longer needed. 
 

Parent's signature_________________________________________ Date__________________________________
 

Witness_________________________________________________ Date__________________________________ 

  



The Skin Surgery Center, PA 
 

AUTHOR IZA TION S AND CON SEN TS FOR PREC ER TIFICA TION , 

 FINANCIA L RESPONSIBILITY, ASSIGNMEN T OF BE NEFITS AND RELEASE OF CLA IMS INFOR MATION  

 

Precertification & Financial Responsibility: I understand that it is the insurer’s responsibility to review anticipated 

courses of treatment. I understand that if the insurer determines that the treatment plan is necessary and appropriate and 

issues certification, the benefits of my health plan will be available to me according to my policy terms. However, if 

certification is denied, benefits may be withheld. I understand that precertification may be the responsibility of the 

patient or financially responsible party and his or her physician. I also understand that I may be financially responsible 

for any and all related charges incurred as a result of this treatment plan should the insurer either refuse to pre-certify the 

treatment or retrospectively determine that a specific service was inappropriate, or should the certification occur too late to 

be valid. I understand that to protect myself from unnecessary personal financial obligations, I must review my 

obligations with my insurance company and personal physician in advance of my appointment. 

 
Assignment of Benefits: In consideration of the services provided to me, I hereby assign and transfer to The Skin 

Surgery Center, (SSC), all medical provider benefits payable and any related rights existing under the insurance policies 

described (but not to exceed the amount of charges for this period of service). I authorize and direct the insurance 

company to pay all such benefits to SSC. I understand that this assignment does not relieve me of any responsibility I 

may have for payment of charges not paid by the insurance company, unless otherwise provided by the terms of an 

agreement between the insurer and SSC. 

 
Authorization to Release Claims Information: I hereby authorize The Skin Surgery Center, their employees and 

agents to release and disclose all information that has been and that will be received, recorded or compiled by any or all of 

them concerning my (or the patient’s) medical care and treatment to all appropriate persons for the purpose of evaluating 

claims for payment or reimbursement for charges and expenses under any public Title XVIII of the Social Security Act 

(Medicare), or any private reimbursement which may have a bearing on benefits by or on behalf of any such person. I 

hereby authorize SSC, its employees and agents to act on my behalf in completing claims. 

 

 
I HAVE READ AND FULLY UNDERSTAND THE PRECERTIFICATION & FINANCIAL RESPONSIBILITY 

AUTHORIZATIONS, ASSIGNMENT OF BENEFITS CONSENTS AND AUTHORIZATION TO RELEASE CLAIM 

INFORMATION PRINTED ON THIS FORM AND FULLY ACCEPT AND CONSENT TO EACH OF THEM. THIS 

INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE. 

 

Patient’s Signature: ___________________________________________________________Date:_______/_______/_______ 

 

Patient’s Printed Name:_____________________________________________________________________________________________ 

 

I am legally authorized to provide consent on behalf of the patient listed above. My relationship to the patient is as follows: 

 

Signature of Authorized Representative: ___________________________________________________________________________ 

 

Relationship to Patient: ___________________________________________________________Date:_______/_______/_______ 

 

Witness: _____________________________________________________________________Date:_______/_______/_______ 

 


