














SPYGLASS DERMATOLOGY

HIPAA

Patients over the age of 18 are protected under the Federal Health Insurance Portability and Accountability Act. This
Federal Law prohibits any staff member of SPYGLASS Dermatology from discussing appointments, medications, test
results or treatment plans with anyone other than the patient. Often, this causes difficulty for some patients who would
like family members or caretakers to obtain information for them. This becomes especially important if your spouse or
adult children assist with making appointments for you or if you are an adult college student away at school and your
parents assist with prescriptions and appointments.

If you would like to permit someone to discuss your medical condition, confirm appointments or obtain results for you,
please indicate their name(s) below. Only these individuals will be provided with information about you. Should you
wish to update the names below, please ask the receptionist for a HIPAA form.

Please place a check mark next to the following methods we may use to contact you regarding your
appointments and medical information and indicate below any persons authorized to speak with our office on
your behalf.

You may leave a message Regarding Appointments Regarding Medical info
Home Answering Machine

Mobile phone Voice Mail

Mobile text

Work Phones

With another person that may answer

Information through the mail

Information through email

Name of Individual (please print) Relationship to Patient/ Phone Number

Patient/ Guardian Signature: Date:

| acknowledge and understand the above HIPAA policies and understand | may request a copy of the practice’s
Notice of Privacy Practices related to the Health Insurance Portability and Accountability Act of 1996.



SPYGLASS DERMATOLOGY

CREDIT CARD ON FILE

Like many medical practices, Spyglass Dermatology has implemented a credit card on file for all transactions. With
the changing environment in healthcare, 90% of our patients now have deductibles and/ or co-insurances in addition
to their copayments. Simply put, this means their insurance companies are placing more responsibility of payment
on our patients. Covid-19 has reinforced our plan with providing for contactlesstransactions.

How it Works

Similar to hotels and car rental agencies, you will be asked for a credit card at the time youcheck-in.
The information will be held securely in an encrypted system; No one will be able to see your full credit
card number and it will be accessed by your name and Spyglass Dermatology accountnumber.

I understand I will receive an Explanation of Benefits (EOB) from my insurance company after my claim
has processed. The EOB will outline any financial responsibilities such as deductibles orcoinsurance
and my EOB will

be used to determine my financial responsibilities. I will receive a message/ call before my card is

processed. I do not need to confirm processing, as this is a courtesy call. My receipt will be emailed.

I understand I may also request this card be used for copayments, products or cosmetictreatments,

In signing below, I authorize and request Spyglass Dermatology to charge my credit card for balances
due for services rendered that my insurance company identifies as my financial responsibility.

This authorization relates to all payments not covered by my insurance company for services provided to
me/ my child/ spouse for whom I provide this credit card.

This authorization will remain in effect until I cancel this authorization. To cancel, I must give a 60-day
notification to Spyglass Dermatology in writing and with no open or pending balances.

I agree to provide an alternate card prior to the expiration date and will provide an alternate method of
payment within 5 days should my card not contain enough credit/ monies to cover mybalance.
Iunderstand failure to provide alternate payment methods as outlined above may result in my account

being sent to collections and discharge from the practice.

Patient Name:
Card Holder Signature: Date:
Credit Card Holder Name: Relationship:
Card type: Visa MC Discover AMEX HSA
Card # Exp Date: Sec Code:

Mailing Address for Card:
Email Address of Card Holder: Phone # of Card Holder:







