Dermatology and Dermatologic Surgery, PC
Dr Larry D Hudson, MD
1021 W Oakland Ave Suite 102
Johnson City, TN 37604
(423)928-9014 Phone
(423)928-3559 Fax

Patient Information Sheet: Today’s Date:
Patient’s Name M or F Date of Birth Age Social Security Number
Street Address City State Zip
Home Phone Cell Phone Work Phone Patients Employer Occupation
Spouse or Parents Name Employer Occupation
Emergency Contact Relationship Phone Number
Health Questions: Yes | No

1. Have you ever had high blood pressure, rheumatic fever, or other heart trouble?

2. Areyou currently taking medications?

a. Ifso, for what?

3. Have you ever had an unusual reaction to any drug or local anesthetic?

Do you have a personal or family history of asthma or hay fever?

5. Have you ever had hepatitis?

If there is any other information about your health we should know, please inform the Doctor.

Referred By: Street Address: Phone Number:

Pharmacy: City/State: Phone Number:

Medical Records Request: A $20.00 charge is required per request. Payment of cost is required by the provider prior

to the records being furnished. (See TN Code 63-2-102) We appreciate a 24 hour notice to complete your request.

> Payment is expected on the date of service for any insurance that is not filed by
the office.
> Copayments are expected on the date of service for any insurance that is filed
by the office.
> Payment for any cosmetic procedure is due at the time of service.

Signature of patient or responsible party:




Dermatology and Dermatologic Surgery, PC

Dr Larry D Hudson, MD

1021 W Oakland Ave Suite 102

Johnson City, TN 37604

(423)928-9014 Phone
(423)928-3559 Fax
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Dermatology and Dermatologic Surgery, PC
Dr Larry D Hudson, MD
1021 W Oakland Ave Suite 102
Johnson City, TN 37604
(423)928-9014 Phone
(423)928-3559 Fax

With my consent, Dermatology & Dermatologic Surgery, may use and disclose protected health information
(PHI) about me to carry out treatment, payment and healthcare operations (TPO). Please refer to Dermatology
& Dermatologic Surgery’s Notice of Privacy Practices for a more complete description of such uses and
disclosures.

| have the right to review the Notice of Privacy Practices prior to signing this consent. Dermatology &
Dermatologic Surgery reserves the right to revise its Notice of Privacy practices at anytime. A revised Notice
of Privacy Practices may be obtained by forwarding a written request to the address above.

With my consent, Dermatology & Dermatologic Surgery may call my home or other designated location
and leave a message on voice mail or in person in reference to any items that assist the practice in carrying
out TPO, such as appointment reminders, insurance items, and any call pertaining to my clinical care, including
laboratory results among others.

With my consent, Dermatology & Dermatologic Surgery may send mail to my home or other designated
location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient
statements as long as they are marked Personal and Confidential.

With my consent, Dermatology & Dermatologic Surgery may e-mail to my home or other designated
location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient
statements.

I have the right to request that Dermatology & Dermatologic Surgery restrict how it uses or discloses
my PHI to carry out TPO. However, the practice is not required to agree to my requested restrictions, but if it
does, it is bound by this agreement. By signing this form, | am consenting to, Dermatology & Dermatologic
Surgery’s use and disclosure of my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures
in reliance upon my prior consent. If | do not sign this consent, Dermatology & Dermatologic Surgery may
decline to provide treatment to me.

Signature of Patient/Guardian Date

Patient’s Name (print) Guardian’s Name (print)



Dermatology and Dermatologic Surgery, PC
Dr Larry D Hudson, MD
1021 W Oakland Ave Suite 102
Johnson City, TN 37604
(423)928-9014 Phone
(423)928-3559 Fax

Authorization to Release Information

I, , authorize Larry D Hudson, MD to release information regarding my
treatment to the following person/persons:

Family Member’'s Name Relationship
Doctor’s Office Phone Number
Facility Phone Number
Release these Records: Initials:

1) Only records generated by this facility

2) Only some portion of records maintained at facility(specify dates of treatment)
Dates of Tx:

3) All medical records at this facility

If you do not want certain portions of your medical records released, please read this section carefully and initial the boxes
for information you do not want released. Otherwise, your records will be released as specified above.

| authorize the health care provider to release information specified to the individual named on this request with the
exception of: Initials:

1) Substance abuse, if any

2) AIDS/HIV, if any

3) Psychological or psychiatric conditions

4) Other(please specify):

Patient Name (print) Date of Birth Social Security #

Patient/Guardian Signature

Guardian Relationship Date

Guardian Name (print)

Expiration or revocation of authorization- | understand that | revoke this authorization at any time and that unless an
earlier date is specified it will automatically expire 12 months after the date below. Use of copies- A copy of this
authorization may be utilized with the same effectiveness as an original.



