
Name: LAST

M評ng address:

円RS丁 MIDD」E

□HomelLocaI phone: (_) □WoI.k phone: (_)

State:　　　　　Zip Code:

事wh/α/ OF拙EABOVどrs yOuR PREF雛解D M劇NS OF CONTAC農PLEASE C椎CK ONE

E-Mail address:

口Ce= phone: (_)

Date ofbirth: ∴　　l:　/　　　　Social Security Numbe「:　　　-　　　　一　　　　　件EASEα凧αEONE)Sex: M F

仰L劇SEαRLCE/ Maritai Statu§: SINGLE MARRIED WIDOWED DIVORCED SEしF-PAY PATIENTCHECK HERE　□

*仲4劇SE CIRCIE an EM鮪GENCy CON7ACTAND COMP[E7瞥mFO層MA77ON BEふO明I SPOUSE PAR馴T GUARDIAN OTHER

しAS丁:

Home Phone #: (　　)

FIRS丁:

Who may we discuss YOu「 medicaI condition with?

Ce= orWork#: (　　)

MIDDLE:

ReIationship:

ReIationship:

Reiationship:

I authorize the release of medica=nformation to other physicians and to consuitants, if needed, and, aS neCeSSary tO PrOCeSS

insu「ance ciaims, insurance appiications and prescriptions. I aIso authorize payment of medicai benefits to the physician.

Patient or ResponsibIe Party Signature Date _鵜J__J_

iNSURANCE INFORMATION

(きれ聞r卸Ge Gar慮, PiG如reきD, a雨㊧㊥陣Vm㊨鵬/阿彊両脇さ鋼ee m願出e吟r胱i働e扇a捕れe宙me ⑬千serviGe)

*IF INSuRED uND駅SPOUSE, PARENT, GUARDIAN, OR ARE A MINOR, PLEASE COMPしETE ITEMS B軋OW for POしICY HOしD駅:

Address if different from above:

Date of birth: __J鵜_J_　Social Security Number: _

Reiationship to insured: (SeIf / Parent / Spouse)

PRIMARY INSURANCE COMPANY:

Poiicγ G「oup Number: Member iD Number:

i hereby assign. transfer and set over to, Grand Strand DermatoIogγ,しLC, aII of my rights, titIe and interest to my medical

reimbursement benefits under my insurance poIicγ, l authorize the l.elease of any medicai information needed to determine these

benefits. Payment is required for all services at the time they are rendered. I agree to the poIicies, termS, and conditions of the

above named Medical Practice. i agree that a= agency charges, legai costs and other expeれSeS incurred by the above・named

MedicaI Practice in attempting to recover overdue amounts will be charged to mγ aCCOunt. I understand that unpaid debt wiIt be

fol.Warded for co=ections after 90 daγS if no other arrangement has been made.

Patient or ResponsibIe Party Signature Date :　/:　/



Name:

Prima「y Care Physician:

TobaccoUse: Never Current Previous (Dates:

AicohoiUse: Never Socialiv Dailv

to

PregnancYStatuS: Currentlvpregnant Planning Nursing N/A

Pacemaker:　No Yes

Defibr紺ato「:　No Yes

Preferred Pharmacy/Location :

**lfvou broucht a list, Dlease DrOVide that atthe check in desk. You can skiD this section.**

A=ergies: Current Medications:

PersonaIDermatoIogicHistorv �Ci「clea旧hatapply �� 

actinickeratoses　　　atvpicaImoies　　　acne　　　e �CZema　　　PSOriasis � �rOSaCea 

Seborrheicdermatitis　　coidsores　　shingies �CutaneOuSIymphoma 

Other: � � � 

HaveyoueverbeenseenbyadermatoIogist?No　Yes � � � 

lfves,dateoflastvisit,andname/iocation: Histo「yofMelanoma?NoYes � � � 

ifves,date/bodvIocation: Historyofbasaice=,SquamOuSCe=,OrOtherskincancer? � � � 

No　Yes � 

ifves,date/bodvlocation: 　　SkinCancerRiskAssessment � � �Ply 

Circlea=tha �tap 

Exposure:　Historvofsunbum　　outdoorwork �run/walk/bicvcle �motorcvcle/convertibie 

golf　tennis　fishing/boating　yardwork　p○○l　beach　　tanningbedpast/current 

Sunscreenuse:Neve「　Rarely　Usuallv　AIwavs �Faceoniv　Protectivehat/cIothing 



Name:

PersonaiMedicalHistorv　　　　Circlea旧hatapply 

CanCer �kidneydisease/diaiysis　thvroiddisorder　　　　cataracts 

OrgantranSPlant �arthritis　　　　　　　lupus　　　　　　　　　giaucoma 

joint/valvereplacement　hearingioss　　　　　　muItiplesclerosis　　　　Tuberculosis 

diabetes �dementia　　　　　　　　　Crohn’sdisease　　　　　HiV 

heartdisease �gout　　　　　　　　　　PCOS 

stroke �asthma/alIergies　　　　dep「ession/anxietv 

hvpertension �live「disease/hepatitis　　fibromyaIgia 

Other: � 

PriorSurgeries/Hospitalizations 

Su「gerv/Hospitaiizationreason　　　　　Date　　　　Notes 

GeneraI: � 

ReviewofSvstems　　Circleanycurrentorongoingconcems 

fever/ch用s　　weightgain/loss(unexpected)　fatigue 

De「m: �itching/buming　　rash　　blisters　　nailchanges　　hairloss 

ENMT: �bIurrvvision　lightsensitivitv　　vertigo　　nosebieeds 

Cardiovascular: �angIna　　Chestpain　irregularpulse　　bloodcIots 

Pulmona「y: �COugh　　shortnessofbreath 

GI: �reflux　　nausea/vomiting　　diarrhea　　abdominalpain 

GU: �kidnevstone　　UTi　abnormaImenstruaicycle 

MuscuIoskeletai: �musciepain/weakness　　jointpain/swei旧g 

NeuroIogic: �numbness/Pain　　headache 

BI○○d: �abnormalbIeeding/ciotting　　　anemIa 

FamilvHistorvlfchecked,Pleaselista什ectedfam時member 

Unknown□ � 

Melanoma□ Psoriasis□ Eczema□ Autoimmunedisea Other□ � 

Se　□ 



Patient Name: Date of Birth:

MISSED APPOINTMENT/CANCEU叶ION FEES

Grand Strand DermatoIogy (GSD) understands that situations arise in which you must cancei your appointment. Therefore it is required that

ifyou must cancel your appointment, yOu PrOVide more than 24-hours notice. Providing advanced notice is not oniy a courtesy but provides

an opportunity for anothe「 patient in need to be seen. 1t is your responsib冊y to ca= at ieast 24 business hou「s before your non-SurgicaI

SCheduled appointment to rescheduie or cancel your appointment. Forsurgery, laser, and aesthetics appointments, it is your responsib冊y

to caIi at ieast 24 business hours before your scheduled appointment to reschedule or cancel your appointment. Without notification, yOu

may be subjectto a cancelIation or no show fee. The cance=ation and missed appointmentfees are the sole responsib冊y ofthe patient

and are not covered by insurance. Grand Strand DermatoIogy understands that special unavoidabie circumstances may cause you to cancei

Within 24 hours. Fees in this instance may be waived but onIy with management approvaI. Grand Strand De「matoiogy may requi「e either a

;15O deposit or a vaiid credit card numberto keep on f帖e in the event such a charge is assessed for a canceIlation/missed surgicai

appointmentfee.

.　O怖ce/Non-Surgicai appointments canceled with less than 24 hours advance-nOtice may be subjectto a ;50.00 canceliation fee.

.　ProcedurelSu「gicaI appointments canceled with less than 24 hours advance-nOtice may be subject to a $150.00 canceIIation fee.

.　Laserand Aesthetics appointments canceIed wjth Iess than 24 hours advance-nOtice may be subject to a ;150.OO canceilation

fee.

.　No Show/Missed Appointment fees wi= be ;与0.00 for an office/non-Surgicai appointment and ;150,00 for a procedure/surgical

appointment and $1与0.00 for a Iaser or aesthetics appointment.

Payment ofany outstanding missed appointment and cance=ation fees w用be required for schedu=ng future appointments. ifthe

appointment is canceied or rescheduied in accordance with Grand Strand Dermatoiogy’s cance=ation po=cy, the patient’s deposit w用be

refunded via the same method ofpayment with which the deposit was remitted. 1fthe patient has insurance, the deposit minus any

applicable patient balance, COinsu「ance, COPayment, and deductible wi‖ be refunded at the compietion oftheir visit; at the time ofcheck-

Out.

iNSURANCE POしICY

it is GSD poiicyto file insurance as a courtesY tO the patient ifGSD has been provided with accurate and compIete insurance info「mation. 1t

is YOur reSPOnSib冊yto confirm with your insu「ance company that services w川be covered before seeking care. 1f a se「vice is p「ovided that

is not covered byyou「 insurance company, yOu W川be the responsible pa「ty at the time ofservice. Not訓insurance companies payfor

Physicai exams, injections, labs or procedures performed in our office. Piease be aware ofyour insurance poiicies; Paymentforthese

SerVICeS IS yOur reSPOnSib硝ty at the time that they are rendered uniess an agreement is made in advance with our b冊ng coordinator. 1fwe

have not received a payment from vour insu「ance company within thirty (30) business days, yOu W用be responsible for the baIance due.

DeductibIes, CO-PaymentS, COinsurance, and past due baIances w用be co=ected at the time of service. 1n special cases, We may need your

heIp in contactingvour insurance company for the payment ofvourservices and, therefore, yOu muSt agree tO COOPerate fu=y in assisting

us shouId that be necessary. Note: Laser and aesthetics services are the soIe responsib航y ofthe patient and w=I not be b=led through

inSuranCe.

SEしF・PAY PATI ENTS

lfyou are a self-Pay Patient, YOu W川be 「equired to payyour balance in fu= at the time ofservice. A旧aser and aesth〔由cs services, aS We=

as product purchases, are required to be paid at the time ofservice/purchase.

CHECKPOしiCY

Any retumed checks w川be reゴdeposited twice and, if it continues to not clear, it w帥be reヲaPPiied to your account and a ;25.00 retumed

Checkfee w用be added to vour account as wel上You wi= have one week to retum to the o冊ce with cash or money order, and the practice

Wi= no Ionger be able to accept future payments from you via check.

PHYSICIAN FORMS/PAPERWORK REQUES丁-FORMS COMPLETiON

There is a ;30 fee for completing physician forms (e.g., Famfty & Medical Leave Actforms, Medical Necessity Forms, Department of Driver

Services Forms, Disab冊y Forms, Life and Supplementa=nsurance forms, etC.). You「 insurance company w川not coverthis fee. Payment in

fuii w川be co=ected when you pick up compIeted paperwork with an associated fee. Compieted paperwork w用not be reieased before

receipt ofpayment in fuII of軸e fo胴s compietion fee.

COししECTION AGENCY POしICY

You are financia=y responsibie for services in the o怖ce. Furthermore, any aCCOunt baIance that is not paid may be sent to a coliection

agency. Should any delinquent account balance be referred to a co=ection agency, yOu W紺be financi訓y responsibIe for anY and a= costs

and fees 「elating to the co=ection of your debt. 1f an account is sent to a co=ection agency, an additionaI fee (45% co=ection fee/interest)

W紺be added to the ending balance ofthe account sent to the agencγ.

Patient Signature:

Piease sign, date and retum form to front desk.



Patient Name: Date of Birth:

TEしEPHONE CAしLS, MEDICATION REFIしLS

Our medical support sta什has been trained to answer most questions. 1fthey are unabIe to answe「 a question, yOu「 medicaI record w紺be

reviewed, and a sta苗member or physician w用ca= you back.

We do not want vou to川n Out Ofyour medication. Please remember to ca旧or medication re帥s during reguIar o冊ce hours. To ensure

more timeiy re剛s, PIease ca= your pharmacy with the number on your prescription bottle. 1fyour re帥s have expired, the pharmacyw紺

Ca= our o用ce fo「 permission to剛your p「escription. PIease訓ow 48 business hours for re剛s.

It is the patient’s responsib帖ty to have any required authorization form faxed to our o冊ce at 843-21与-1211 by the insurance carrier each

time authorization is required. Addition訓y, Grand Strand DermatoIogy does require that you allow 72 business hourfor completion and

tum-arOund of medication authorization forms, OnCe reCeived in our office,

For your protection, an aPPOintment may be necessary before re帥ng prescriptions for some medications.

しABS, PROCEDURES, AND IMAGING

Our sta什w川notify you as soon as possibie ifany ofyourtest results require prompt attention.

RとF各RRAしS

Some heaIth conditions mav require us to referyou to another speciaIist. You shouId be aware ofthe 「eferral poIicies ofyour insurance

Pian. 1t may =mit you to seeing onIy specia=sts that are a簡Iiated with vour heaIth pian’s provider network. Obtaining a referral through

your insurance plan or a specia=stsI o冊ce is occasiona=y a time-COnSuming process, and your patience is appreciated. We w用do our best

to meetYOur needs.

PHOTO CONSENT

i giveconsentfor medicaI photographs to bemadeofme or mych冊(Orforthe person whom I am legal guardian). 1 understandthatthe

Photos w川become a part of my medical record and wi= be used for medical record purposes oniy.

PAT惟NT CONSEN丁FOR USE AND DISCLOSURE OF PROTECTED HEAしTH INFORMATION

Our Notice of PrivacY Practices provides而ormation about how Grand Strand Dermatoio糾(GSD) may use and discIose protected heaIth

information (PHI) about you to carry outtreatment, Payment and heaIthcare operations ITPO). You havethe right to reviewour Notice of

Privacy Practices prior to signing this consent. GSD reserves the right to revise its Notice of Privacy Practices at anytime. 1fwe change our

Notice, yOu may Obtain a revised copy by contacting our office or by obtaining directly from our website at www.gsderm.com.

By signingthis form, yOu COnSent tO Our uSe and discIosure ofprotected heaith information (PHi〉 about you fortreatment, Payment and

heaIth care operations 〈TPO〉. You have the right to revoke this consent, in writing, Signed byyou. However, SuCh a revocation sha= not

affect any disciosures we have already made in relfance on vour prior consent. GSD provides this form to complv with the HeaIth lnsurance

Portab紺ty and Accountab紺ty Act of 1996 (HIPAA〉.

The patient understands that:

● Protected heaith information may be disciosed or used for treatment, Payment Or health care operations.

. The Practice has a Notice of Privacy Practices and thatthe patient has the opportunitvto reviewthis Notice.

・ The P「actice reserves the rightto change the Notice of Privacy PoIicies.

. The patient has the right to restrict the uses oftheir information but the Practice does not have to agree to those restrictions, exCePt

in certain Iimited instances.

. The patient may revoke this Consent in writing at any time in writing except to the extent that the practice has aiready made

disciosu「es in re=ance upon mv prior consent

However, the practice is not required to agree to my requested restrictions, but ifit does, it is bound bv this agreement.

If l do not sign this consent Grand Strand DermatoIogy may decIine to provide treatment to me.

Patient Signature:

PIease sign, date and retum form to front desk.



Grand Strand DermatoIogy

Date:

Skin Care Patient Questionnaire
DOB:

NAME:

PHONE:

Address:

EMAIL:

Do we have permission to send you updated heaIth information and future beauty event announcements via

ema旧　YES /NO

Doyou suntan?　　　　　　　　　　　Yes/ No Doyou use a tanning bed?　　　Yes/ No

Doyou use DAILYsunscreen?　　　　　　Yes/ No DoYOu uSe Retin-Atype products? Yes/ No

Doyou use a skin =ghtener?　　　　　　Yes/ No Have you ever used Accutane?　　Yes/ No

HaveYOu been diagnosed with Rosacea?　Yes/ No HistoryofcoId sores?　　　　　　Yes/ No

Would you characterize your skin as:　　Sensitive _ Dry

ifyou had a complaint aboutyourskin, What wouId it be?

Do you desire information on other cosmetic services we provide? /P/ecJSe Check cJI/ fh。t 。pp初

口Botox⑲　　　　　　□ Dermai Fil!ers　　　　口Photorejuvenation　　口Facial Veins/Redness

□ Acne　　　　　　　口Fineしines/WrinkIes　□ Chemical Peels　　　□ Sunscreen/Skin Care Products

□ Microdermabrasion　口MicroneedIing　　　口Dermapianing　　　　口Extractions

□Other:

Preferred appointment day of week:

Preferred appointment time of day:

Patient Signature:



飽e殖続航馳彊舶巌貯鮎ses釧鵜舶
To be completed by Aesthetic and Laser Patients Prior to Visit

Please complete this questiomaire to help us better understand your history, Preferences, and

COnCemS Wi血respect to aesthetic treatments and procedures. Your responses will help us

identify and recommend the most appropriate treatments and procedures for you.

Patient Name:　　　　　　　　　　　　　　　　　　　　　　　　　　　　Date:

What is your reason for your visit today?

What aesthetic treatments and procedures, if any, have you had in the past?

Ifyou have previously had any aesthetic treatments or procedures, Were yOu Pleased w皿the

OutCOme?

Yes No If no, in what way were you dissatisfied?

Do you have any concems about aesthetic treatments or procedures?　　Yes No

If yes, identify your concems:

◎
く♪∬れDく丁鴫岬nD

DたRMÅ丁OしOGY



Aes脇e鉦c Prod己tC拘Trea倉m鋼砧, and Proced蹄es

Other than the services we have already provided for you, What additional services would you

like to leam about? Please check all that apply.

□　Skin careproducts

口I垂ectable treatments

□　Facial fine lines/wrinkle8

ロ　Thinlips

口　Blotchyskin

□　Facialpeels

□　MakeUp

□　Botox/Dysport

口　Facialveins

□　Facial redness/Rosacea

□　Brown spots/age

SPOtS侃eckle

□　Drooping brow

口　Droopmg eyelids

ロ　Facial fullness/droopmg

口　Scar(S)

□　Neckwrinkles

ロ　FatBulges

口　UnderChinFat

(Double Chin)
ロ　Body Contouring

口　UnwantedHair

口　Length/Fu11ness of

Eyelashes

□　Stretch Marks

口　Acne

口　Dermal Fillers

How did you hear about us?

□　Myphysician �FullName: 

口　Myinsurancecompanyprovider �Name: 

□　Theyellowpages � 

ロ　Afriendorfamilymember �Name: 

□Intemet �Website: 

ロ　Seminar �Date/Location: 

口　SkirtMagazine � 

口　TV � 

□　Approvaltocontactyou �Bestphonenumbertoreachyou: 

口　Approvaltosendyouinfomationonproducts �Emailaddress: 

andservices(includingspecialo節ers) 

□ I’m not interested in any additional services provided at this time.

◎
く馴れD !丁職寄れD

DERMÅTOしOGY



◎
く♪調いD (†職細れD

DERMÅTOLOGY

諾 �擬 � � �認 

Sた’in了yping…

WhatisyoureyecoIor? �Lightblue �Blueor �Hazel,Light �Dark �Brownish 

Orgray �green �brown �brown �black 

Whatisthenaturalcolorofyourhair? �Red,Sandy red �BIonde �Darkblonde, chestnut brown �Dark brown �Black 

WhatisthecoIorofyourskin(unexposed �Reddish �Verypale �Palewith �Light �Darkbrown 
areas)? ���beigetint �brown 

Doyouhavefrecklesonsun-eXPOSedareas? �Many �Several �Few �Incidental �None 

Whathappenswhenyoustayinthesuntoo �Painful �Blistering, �Bums, �Rarely �Neverhad 
long? �redness, blistering, Peeling �followedby Peeling �SOmetlmeS followedby Peeling �bums �b皿s 

Towhatdegreedoyoutumbrown? �Hardlyany �Lighttan �Rea§Onable �Tanvery �Tundark 

ornotata11 ��tan �easily �brown quickly 

Doyoutumbrownseveralhoursaftersun �Never �Seldom �SometlmeS �0宜en �AIways 

expo田e? 

l �Howdoesyourfacerespondtothesun? �Very sensitive �Sensitive �Nomal �Ve宣γ resistant �Neverhada PrOblem 

音 音 音 l �Whendidyoulastexposeyourselftothesun, �Morethan �2-3months �l-2months �Lessthan �Lessthan2 

tamingbed,OrSelfLtamingcreams? �3months agO �agO �agO �1month agO �Weeksago 

Howoftenistheareayouwanttohavetreated �Never �Hardlyever �Sometimes �0癖en �AIways 

exposedtothesun? 

Fbr Q#ce use on少

Addabove �Matchyourtotalscorewiththe �FitzpathckSkinType: 
forTotal SCOre: �COrreSPOndingSkinType. 

0-7 �工 

8-16 �II 

17-25 �廿丁 

26-30 �IV 

Over30 �V-Ⅵ 



GRAND STRAND DERMATOしOGY,しLC

NOTIC亡OF PRIVACY PRACTICES

TH15 NO77CE DE5Cβ/BES HOW MEDIα¥L /NFORMIA77ON ABOUT yOU MAy BE USED AND

DISCLO5ED AND HOW yOU CAN GETACCE5S TO 7十I/S /NFORMA77ON. PLEASE REV/EW /T 〔APEFULLY.

l.　　Our Duty to Safeguard Your Protected Heaith information.

We understand that medica=nformation aboutyou is personal and confidential. Be assured

that we are comm柾ed to protectingthat information. We are required by lawto maintain the privacy of

PrOtected heaIth information and to provide you with this Notice ofour legaI duties and privacy

Practices with respectto protected heaIth information. We are required by lawto abide bythe terms of
this Notice, and we reserve the rightto change the terms ofthis Notice, making any revision appIicabie

to a旧he protected heaIth info「mation we maintain, lfwe revise the terms ofthis Notice, We W用post a

revised notice and make paper and eiectronic copies ofthis Notice of Privacy Practices for Protected

HeaIth而ormation ava=abie upon request. We are required by iawto notifyyou in the event ofa

breach ofyour protected health information.

in gene「aI, When we reIease your persona=nformation, We muSt release only the information

needed to achieve the purpose of the use or disclosure. However, alI of your personal health

information that you designate w川be ava=able for reIease if you sign an authorization form, if you

request the information fo「 yourseIf, tO a PrOVider regarding your treatment, Or due to a lega看

requi「ement. We w川not use or seil any of you「 persona=nformation for marketing purposes without

your wr柾en authorization.

=.　　How We May Use and Disciose Your Protected Health information.

For uses and discIosu「es reIatingto treatment, Payment, Or heaIth care operations, We do not

need an authorization to use and discIose your medica=nformation:

For treatment: We may discIose your medica=nformation to doctors, nurSeS, and other

heaIthcare personneI who are invoIved in providingyour health care, We may use your medical

information to provide vou with medicai treatment o「services. For exampIe, yOur doctor mav be

PrOViding treatment for one medicaI condition and need to contact another of your doctors to make

Sure thatvou don’t have any other heaIth problems that could interfere, The doctor might use your

medicai historyto determine what method oftreatment (such as a drug orsurgery) is bestforyou, Your

medica=nformation might aIso be shared among members ofyour treatment team, Or With vour

Pharmacist(S).

To obtain payment: We may use and discIose you「 medica=nfo「mation to b用and coiIect

Payment foryour health care services orto obtain permission for an anticipated plan oftreatment. For

exampIe, fo「 Medicare or an insurance companyto payforyourtreatment, We muSt Submit a b紺that

ident棉es you, yOur diagnosis, and the seNices provided to you. As a resuIt, We WiII pass thistype of

health information on to an insurerto heip receive payment foryour medicaI b用s.

For health care operations: We may use and disciose your medica=nformation in the course of

OPerating our practice. For exampie, We may uSe yOur medica=nformation in evaIuatingthe quaIity of

Services provided or discIose vour medica=nformation to our accountant or attomey for audit purposes,

1iPage



AIso, unlessyou object, We may uSe yOur heaIth information to send you appointment

reminders or information about treatment altematives or other health-related benefits that mav be of

interestto you. For exampie, We may look atyour medical reco「d to determine the date and time of

your next appointmentwith us, and then send you a reminderto heIp you rememberthe appointment.

Or, We may look at your medica=nformation and decide that anothertreatment or a new service we

Offer may interest you.

Furthermore, We mayWanttO uSe information found in your medicai record, SuCh as your name,

address, email address, and phone number, tO COntaCtyOu for our intemaI ma「keting purposes. For

example, tO PrOVide you with information about new se「vices avaiIable at Grand Strand DermatoIogy

and promotionai events, We may WanttO COntaCtyOu. You have the rightto opt-Out Ofthese

COmmunications at any time,

We may also use and discIose your medica=nformation in accordance with federal and state

laws for the foIIowing purposes:

◆　We may discIose your medica=nfo「mation to iaw enforcement or otherspeciaIized government

functions in response to a court order, Subpoena, Warrant, SummOnS, Or SimiIar process.

◆　We may discIose medica=nformation when a law requires that we report information about

SuSPeCted abuse, negIect or domestic vioIence, Or relating to suspected c「iminal activity, Or in

response to a court order. We must also discIose medica=nformation to autho「ities who

monitor comp=ance with these privacy requirements.

◆　We may discIose medicaI information when we are required to co=ect information about

disease or injury orto report vitaI statistics to the public heaIth authority. We may also disclose

medica=nformation to the protection and advocacy agency, Or anOther agency responsibie for

monitoring the health care system for such purposes as reporting or investigation of unusuaI

incidents

◆　We may discIose medica=nformation relatingto an individuaI-s death to coroners, medicaI

examiners or funeraI directors, and to organ procurement o「ganizations reIating to organ, eye,

Or tissue donations or transplants.

◆ In certain circumstances, We may disciose medica=nformation to assist medicaI/psvchiatric

research.

◆ in orderto avoid a seriousthreatto health or safetv, We maV disciose medica=nformation to

Iaw enforcement or other persons who can reasonably prevent or lessen the threat of harm or

to heIp with the coordination of disaster reiief efforts.

◆ 1f people such as fam時members, relatives, O「 CIose personaI friends are invoIved in vourcare

Or helpingyou pay your medicaI b紺s, We may release important heaIth information aboutyou

to those peopie We may also share medica=nformation with these peopie to notifythem about

VOur location, generai condition, Or death.

◆　We may disciose your medica=nformation as authorized by Iaw 「eIatingto worker’s

COmPenSation or sim=ar programs.

◆　We may discIose your medica=nformation in the course ofcertainjudicial or administrative

PrOCeedings.

Marketing Health-Related Services: We wiII not use your health information for marketing purposes

unless we have yourwritten authorization to do so,師ective Ma「ch 26, 2013, We are required to obtain

an authorization for marketing purposes ifcommunication about a product or service is provided and

We reCeive financiaI remuneration (getting paid in exchange for makingthe communication). No

authorization is required ifcommunication is made face-tO-face or for promotionai gifts.
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Fundraising: We may use certain information (name, address, teIephone number o「 e-maiI

information, age, date of birth, gender, heaIth insurance status, dates of service, department of service

information, treating physician information or outcome information〉 to contact you for the purpose of

raising moneyand vou will have the rightto opt out of receivingsuch communications with each

SO=citation, Effective Ma「ch 26, 2013, PHi that requires a written patient authorization prio「 to

fundraising communication inciude diagnosis, nature Of services and treatment. 1f you have elected to

OPt Out, We are PrOhibited f「om making fundraising communication underthe HIPAA Privacy Rule.

Saie ofPHl: We are prohibited to discIose your PHI without prior authorization ifwe are getting paid

in eXChange for discIosingthe PHi. ′′sale of PHi’’does not include discIosures for pubiic health, Certain

research purposes, treatment and payment, and fo「 any other purpose permitted by the Privacy Ruie,

Where the only remuneration received is ′‘a reasonable cost-based fee’’to cover the cost to prepare and

t「ansmit the PHi for such purpose or a fee otherwise expressly permitted by law. Corporate transactions

(i.e., Sale, tranSfer, merger, COnSOlidation〉 are aiso excluded from the definition of ′′sale.’’

Other uses and discIosures ofyour medica=nformation not covered bythis notice orthe lawsthat

applyto us w紺be made onlywith your written authorization, Ifyou provide permission to use or

discIose medica=nformation aboutyou, yOu may reVOke that permission, in writing, at anytime. You

understand thatwe are unable to take back any discIosures we have already made with your permission

and thatwe are required to retain our records ofthe care that we provided you.

冊.　Your Rights Regarding Your Medica=nformation.

You have severaI rights with regard to your health information. ifyou wish to exercise any ofthese

「ights, Please contact our P「ivacy Office「. Specifica=y, yOu have the foiiowing rights:

◆　You havethe righttoaskthatwe limit howwe useordiscIoseyourmedica=nformation. For

exampIe, for servicesyou request no insurance cIaim be filed and forwhich vou pay privately,

you have the rightto restrict discIosures forthese servicesfor which you paid out ofpocket.

You havethe rightto askthat we send vou information at an aIternative address or by an

aItemative means. We wi‖ consideryour request but are not legaIly bound to agree to the

restriction. We w用agree to your request as Iong as it is reasonabIyeasyfor usto do so. To

request confidential communications, yOu muSt make your request in w「iting to MaryNe=

GooIsby, Di「ector of Ope「ations, G「and Strand DermatoIogy, LLC, 3001 Newcastle Loop, MyrtIe

Beach, SC 29588. We w川not askyou the reason foryour request. Your request must specify

how orwhere you wish to be contacted.

◆　With a few exceptions (SuCh as psychotherapy notes or information gathered fo「judiciaI

PrOCeedings), yOu have a rightto inspect and copy your protected heaIth information ifyou put

you「 request in w「iting, lfwe deny your access, We W用give you written reasonsforthe denial

and expiain any rightto havethe denial reviewed. We may charge you a reasonabIe fee ifyou

Want a COPy Ofyour health information. You have a rightto choose what portions ofyour

information you wantto be copied and to have prior information on the cost ofcopying.

◆ lfyou be=evethatthere isa mistake ormissing information in our record ofyourmedicaI

info「mation you may requestthatwe correct o「 add to the record. Your request must be in

Writing and give a reason as to why your health information should be changed. Any deniaI w川

State the reasons for deniaI and expiain vour rights to have the request and deniaI, aiongwith

any statement in response that vou provide, aPPended to your medica=nformation. ifwe

approve the request for amendment, We W用amend the medicaI information and so inform you.

◆ in some limited circumstances, yOu have the rightto askfor a list ofthe discIosu「es ofyour

heaIth information we have made duringthe previous sixyears. The list wi‖ not inciude
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disciosures made to you声or purposes oftreatment, Payment Or heaIthcare operations, for

Which you signed an authorization orforother reasons forwhich we are not required to keep a

reco「d ofdiscIosures, There w川be no charge for up to one such list each year. There may be a

Charge for more frequent requests.

◆　You have a rightto receive a papercopyofthis Noticeand an eIectroniccopyfromou「Web site.

ifyou have received an eIect「oniccopy, We W用provide you with a paper copy ofthe Notice

upon request.

1V,　Questions and CompIaints:

lf you want more information about ou「 privacy practices or have questions or concems, We

encourage you to contact us.

ifyou think we may have vioIated your privacy rights, OrVOu disagree with a decision we made

about access to your medica=nformation; We enCOurage yOu tO SPeak or write to our Privacy O冊cer.

You aIso mayfile a written compiaint with the Secretary ofthe U.S. Depa「tment of Health and Human

Services atthe O冊ce for Civil Rights’Region lV o冊ce. We w川provide the ma帖ng address atyour

request.

We w川take no retaliatory action against you ifyou make any compIaints, Whetherto us orthe

Department ofHealth and Human Services. We suppo「tyour rightto the privacy ofyour heaIth

information.

1fyou have questions about this Notice o「 any complaints about our privacy practices, PIease

COntaCt Ou「 Privacy O冊cer, either by phone or in writing at:

MaryNe= GooIsby

Grand Strand DermatoIogy,ししC, 3001 Newcastle Loop, Myrtle Beach, SC 29588

843-215-1100 ext. 22

marγneli@gsderm.com

Effective Date: This Notice was effective on O4/08/2017
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