
Song Dermatology No/ce of Privacy Prac/ces & Authoriza/on Form 

Effec%ve Date: 07/01/2020 
THE PATIENT NOTICE OF PRIVACY PRACTICES  DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. THIS 
NOTICE OF PRIVACY PRACTICES IS NOT AN AUTHORIZATION.  

We are required by law to maintain the privacy of and provide individuals with the aVached No%ce of our legal du%es 
and privacy prac%ces with respect to protected health informa%on. Alterna%vely, a copy is available on your website at 
songdermatology.com. If you would like a paper copy of the No%ce, one can be provided to you. If you have any 
concerns with the No%ce, please ask to speak to our No%ce of Privacy Officer at 972-215-7855. 

Authoriza/on Regarding Communica/on (please check all that apply) 
___I authorize receiving phone calls, leave detailed voice messages, or emails from Dr Song or one of her staff 
members as well as the billing company in rela%on to appointment reminders, healthcare informa%on, test results, 
financial informa%on and billing maVers  
___I authorize Song Dermatology to text me with appointment reminders. I can opt-out of tex%ng at any%me by 
replying STOP to any text I receive.  

Authoriza/on to Release Informa/on to Family Members  
Many of our pa%ents allow family members or other care-givers to call and request the result of tests, procedures and 
financial informa%on. Under the requirements for HIPAA, we are not allowed to provide this informa%on without the 
pa%ent’s consent. If you with to have your medical informa%on, test results, and/or financial informa%on released to 
any family members or caretakers, you must sign this form. You have the right to revoke this consent  

I authorize Song Dermatology to disclose my protected health informa%on to: 
1. Name: ____________________ Rela%on: _________________ Contact Number: _______________ 
2. Name: ____________________ Rela%on: _________________ Contact Number: _______________ 

Acknowledgement of Review of No3ce of Privacy Prac3ces: I have reviewed this office’s No2ce of Privacy Prac2ces 
(available on songdermatology.com), which explains how my medical informa2on will be used and disclosed. I 
understand that I am en2tled to receive a copy of this document. 

Please sign at the boFom to confirm your understanding. 

Pa%ent name: __________________________ 

Pa%ent (Guardian) signature:_____________________Date: _________                   

Song Dermatology PLLC 
1428 W Hebron Pkwy Ste 120 

Carrollton, TX 75010 
P: 972-215-7855   F: 469-284-5543 
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