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& Palm Beach Dermatology, Inc.
. Diplomates of the American Board of Dermatology

1.

Fellows of the American Academy of Dermatology

CONSENTS AND ACKNOWLEDGEMENTS

| authorize Palm Beach Dermatology, Inc personnel to perform dermatology (skin care)
services. This authorization includes, but is not limited to, performing medically necessary
surgical procedures such as a skin biopsy, removal of pre-cancerous and cancerous skin
lesions. | consent to the disposition by Palm Beach Dermatology, Inc of any tissue parts,
which may be removed. | understand that there are always certain risks and
consequences that are associated with the aforesaid procedures. These, among others,
are scarring, pigmentary changes to the skin, recurrence of skin cancer or other
lesion/problem, and possible damage to blood-vessels, or parts next to them, such as
nerves, infection, or allergic reactions or other complications. | acknowledge that no
guarantee or assurance has been made to me as to any of the results or risks, and |
assume such risk. | understand that the practice of medicine is not an exact science. |
will ask if | want to have further explanation, discussion or description of the risks involved
in these procedures.

. | consent to the disposition by Palm Beach Dermatology Inc., Inc of any tissue parts,

which may be removed from named patient. | understand that this tissue will be sent for
pathologic evaluation to a board-certified dermatopathologist and that named patient will
be financially responsible for all the charges related to this evaluation regardless of the
reimbursement from insurance carrier. | also understand that | will not hold Palm Beach
Dermatology Inc. professionally or personally responsible for the pathologic interpretation
of said tissue and that this tissue may be sent for additional tests or evaluation at my or
my insurance companies’ expense.

. FOR PATIENTS UNDERGOING SKIN CANCER TREATMENT OR

EVALUATION | understand that if | have skin cancer, it is my responsibility to seek
follow-up care by Palm Beach Dermatology, Inc personnel or other dermatology
professionals at a minimum of every six months. Failure to seek follow-up care is my
responsibility and | do not hold Palm Beach Dermatology, Inc. personnel professionally
or personally responsible for skin cancer follow-up. It is also the patient’s responsibility to
contact the office immediately if there is a change in appearance or sensation of a
previously treated or evaluated skin growth or new growth (such as but not limited to
color, size, shape, pain, bleeding, etc.).

SIGNATURE OF PATIENT OR PARENT/LEGAL GUARDIAN DATE



i

AUTHORIZATIONS AND ACKNOWL EDGEMENTS

PRIVACY PRACTICES:

| have been given and have had the opportunity to read a copy of Palm Beach Dermatology, Inc.'s
Notice of Patient Privacy Practices. The Notice of Privacy Practices describes the types and uses of
disclosures of my protected health information which might occur in order to expedite medical
treatment, payment of medical claims, or facilitate health care operations.

If you would like this office to be able to discuss your medical care with another person or family
member, please authorize below.

NAME OF PERSON WE CAN DISCUSS YOUR CARE WITH RELATIONSHIP

SIGNATURE OF PATIENT OR PARENT/LEGAL GUARDIAN DATE

2. MEDICARE PATIENTS:

| request payment of authorized Medicare benefits to be made either to me or on my behalf to Palm
Beach Dermatology, Inc. for any services furnished me by that physician/facility. | understand that | am
fully responsible for any yearly deductible, co-insurance or charges for non-covered service. | authorize
any holder of hospital or medical information about me to release to CMS and its agents any
information needed to determine benefits payable for related services. | permit a copy of this
authorization to be used in place of the original.

SIGNATURE DATE

. MANAGED CARE (HMO/ PPO) PATIENTS:

| understand that | am responsible for all deductibles, co-payments, and charges for non-covered
services at the time of my visit. | further understand that should payment from my insurer be denied due
to “pre-existing illness exclusion”, non- covered service or termination of coverage, that | will be
responsible for payment of such services within 10 days of such notification. If such payment is not
received timely then | will be responsible for the original full fee and any associated collection costs. It
is also my responsibility to notify the office prior to my visit if there is any change in my insurance
coverage.

SIGNATURE OF PATIENT OR PARENT/LEGAL GUARDIAN DATE

CIGNA AND HUMANA HMO PATIENTS:

| understand that my insurance company may limit me to no more than 5 visits to a dermatologist
without pre-authorization in one calendar year and that it is the patent’s responsibility to get a referral
from the primary care provider if more than 5 visits are necessary. | further understand that if my
insurance company denies payment for this reason that | will be financially responsible for those
charges.

SIGNATURE OF PATIENT OR PARENT/LEGAL GUARDIAN DATE



