S/(In Caré PI'?}/SII})S Al A pTMANMLD

DE FAIRFIELD OQUNTY - Diplomate of The
: f
Adb‘l 5 Padistric Dnh \ z American Board of Dermatology

RECEIPT OF NOTICE OF PRIVACY PRACTICES

l, . have received/been offered a copy of SkinCare Physicians
of Fairfield County Notice of Privacy Practices.

Patient's Signature Date Signed
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T Completed by Covered Entity if Unabl i ri ien

On . | attempted to obtain a written acknowledgement of Receipt of Notice of Privacy
Practices from the above patient, but was unable to because:

[ ] Patient declines to sign this written acknowledgement

[ ] Patient did not understand the request to sign the written acknowledgement

[ ] Other (specify):

Employees Name & Title Date

Di r Health Information to Family, Friends or Other Repr ive

By signing below, | hereby authorize, SkinCare Physicians of Fairfield County to disclose my
Protected Health information to the following:

Name Relationship Phone Number

Patient's Name (please print) Date Signed

Patient's Signature
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