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This form applies to all Anne Arundel Dermatology practice sites. This form must be completed by all new patients
and then, at least annually or when the patient’s insurance changes.

1. CONSENT TO TREATMENT: I consent to receive medical and/or cosmetic health care services provided by Anne Arundel 
Dermatology (AAD”) entities. I understand that such services may include but are not limited to examination and treatment of skin 
disorders, performing cryosurgery, shave biopsies, punch biopsies or other minimally invasive testing on lesions, and sending 

or specimens removed from my body. I acknowledge that no warranty or guarantee has been made to me as to result or cure. I 
understand that I could be tested for HIV, and have the right to opt out. I understand that my consent will be requested for HIV and 
other testing in case of an unintended exposure of a healthcare worker.

2. PAYMENT FOR SERVICES: I understand that AAD may bill my health plan for the care I receive. I agree that payments from my 
health plan may go directly to Anne Arundel Dermatology . If I should receive the payments, I understand that I will be responsible 
for paying AAD. I understand that I must pay any co-payment or other part of the bill that my health plan says I must pay. I know 
that I may need to pay this before I am treated. I understand and agree that if my plan does not pay the hospital or doctor, I will 
have to do so. I understand that AAD will hold me responsible in any one of the following situations

a.    When I choose to have a service that my health plan covers but I do not obtain the required referral or authorization from   
       my health plan.
b.    When I choose not to use my health plan and agree to pay for services myself. (Use Do Not Bill Insurance Form).
c.    When my health plan does not participate with AAD for the services I want or need and I agree to pay for my care myself.
d.    When I receive services that are not covered under my health plan including cosmetic services.

If my health plan is subject to ERISA (the Employee Retirement Income Security Act under U.S. law), I agree to have AAD  act on 

my appointment in advance or on the day I am scheduled, my appointment will be rescheduled without a fee. If I repeatedly cancel, 
a cancellation fee may be charged.

3. CONSENT TO PHOTOGRAPH: I understand photographs, videotapes, digital and/or other images may be made/recorded for 

recording.

4. ELECTRONIC PRESCRIBING
AAD for the purpose of continued treatment.

5. MY PERSONAL BELONGINGS: I understand that I am responsible for my personal belongings and valuables.

6. RELEASE OF INFORMATION: I authorize AAD practice site(s) to release healthcare information for purposes of treatment, 
payment, or healthcare operations. Healthcare information from or regarding prior encounter(s) at other AAD practice locations may 

entity liable for payment on the Patient’s behalf in order to verify coverage or payment questions, or for any other purpose related 

related to a claim under worker’s compensation.
If I am covered by Medicare or Medicaid, I authorize the release of healthcare information to the Social Security Administration or                      
its intermediaries or carriers for payment of a Medicare claim or to the appropriate state agency for payment of a Medicaid claim. 
This information may include, without limitation, history and physical, laboratory reports, operative reports, physician progress 
notes, nurse’s notes, and consultations.

General Consent/Agreement to Outpatient Services

Patient Name:

Date of Birth:

Effective 1/1/ 7



Federal and state laws may permit this medical practice to participate in organizations with other healthcare providers, insurers, 
and/or other health care industry participants and their subcontractors in order for these individuals and entities to share my health 
information with one another to accomplish goals that may include but not be limited to: improving the accuracy and increasing the 
availability of my health records; decreasing the time needed to access my information; aggregating and comparing my information 
for quality improvement purposes; and such other purposes as may be permitted by law. I understand that this facility may be a 

psychiatric conditions, intellectual disability conditions, genetic information, chemical dependency conditions and/or infectious 
diseases including, but not limited to, blood borne diseases, such as HIV and AIDS.

DISCLOSURES to FAMILY and FRIENDS: I give permission for my Protected Health Information to be disclosed for purposes of 

7. COMMUNICATION CONSENT and TELEPHONE CONSUMER PROTECTION ACT: I agree that when I provide
my landline or cell phone number(s) below, I am giving express consent for AAD and its associates, assignees, successors, and 
agents, to contact me at these numbers, or at any number that is later acquired for me and to leave live or pre-recorded messages 

texts may be delivered by an auto-dialer. I realize that as a consequence of providing this consent I may receive future calls or text 
messages that deliver pre-recorded messages by or on behalf of AAD. Charges from your carrier may apply. Providing a telephone 
or cell number is not a condition of receiving services.

You may be contacted via voicemail, text, or email to remind you of an appointment, to obtain feedback on your experience with 
our healthcare team, to provide newsletters and marketing promotions, and to provide general health information. I consent to 
receiving healthcare communications at the phone number, or e-mail address provided. This request to receive emails and text 
messages applies to future communications unless I request a change in writing.

        Home Phone: ____________________.  Cell Phone: ________________________ 

        Authorized email address: _____________________________________________.
                      OR

          (Initials)                     I decline to receive communication via text. 

          (Initials)                     I decline to receive communication via email.

8. NOTICE OF PRIVACY PRACTICES: I acknowledge that I have received/reviewed AAD’s Notice of Privacy Practices. I understand 

disclosure of my information for the purposes described in the practice’s Notice of Privacy Practices.

I agree to the items as outlined in the Agreement.

Name (Print): _____________________________ Signature: _______________________________ Date: _______________ 

Relationship to Patient (Self/Parent/Personal Representative): ____________________________________________________

 
Revocation   
I hereby revoke my request for future communications via email and/or text. 
    
     

 This revocation only applies to communications from this Practice. 
Patient Name:      

Patient/Patient Representative Signature:    
Date: Time: 

I hereby revoke my request to receive any future appointment reminders, feedback, marketing and general health via text
I hereby revoke my request to receive any future appointment reminders, feedback, marketing, and general health via email.



The providers and staff of Anne Arundel Dermatology, P.C. (“AAD”) place great emphasis on the 
health and well-being of each and every patient that comes to our offices. We appreciate that 
you have entrusted us to provide dermatology services to your minor child and we look forward 
to working with you to ensure that your child receives the best health care possible.

As a general rule, we require the consent of a parent or legal guardian in order to provide 
health care services to a minor child (someone under the age of 18). With so many parents 
working outside the home or with other commitments, we realize that you may not be able 
to accompany your child on every visit to the office. If your minor child presents to the office 
unaccompanied, we will not be able to see the unaccompanied minor. If the minor presents in 
the company of an adult other than a parent or legal guardian, they must have documentation 
from the parent or legal guardian giving consent for treatment. If they do not have consent for 
treatment the appointment will be rescheduled.

In an effort to provide the care needed and avoid having to reschedule your child’s appointment, 
we have developed a Consent to Treat a Minor form that, once completed by a parent or legal 
guardian, will be placed in your child’s medical record for use as necessary. This form will allow 
us to provide routine and emergency medical treatment for your minor child when deemed 
necessary by qualified medical personnel. Adults, other than the parent or legal guardian who 
accompany a minor child to an appointment and are authorized by the Consent to Treat a Minor 
on record, will be asked to present photo ID upon checking the patient in for the appointment. 
This consent form will remain in effect until revoked in writing. You may request this form from 
any member of our office staff.

By law, minors have the right to consent to health care under specific circumstances. For 
the purposes of dermatology care, a minor may consent to care if s/he is married, or is self- 
supporting regardless of income. A minor who is also a parent may consent to treatment for his 
or her child, even if the parent is under age 18.

It is the philosophy of this medical practice to encourage minor patients to include a parent, 
guardian or other trusted adult in all aspects of their health care including those areas noted 
above. For legal and other reasons, parent or guardian involvement may not always be possible. 
Rest assured that we would continue to provide health care services that are in the best interests 
of your minor child.

If you have questions regarding any of this information, please contact your child’s treating 
physician.

To Parents and Guardians of Minor Children:



Parent or legal guardian: (Print Name)      Date:  / /    

Parent or legal guardian signature:    

Witness: (Print Name)        Signature: 

I, the undersigned, parent(s) or legal guardian of the above named patient, a minor, do hereby 
authorize the physicians, physician assistants, and nurse practitioners,  at any Anne Arundel 
Dermatology, P.C. (“AAD”) practice site to provide healthcare services as outlined in the General 
Agreement to Outpatient Services, including assessment, planning, diagnosis and treatment 
approved by a supervising physician who is licensed to practice in the state where the minor’s 
healthcare service is being rendered.  

In an emergency, it is understood that authorization is granted to the physicians, physician 
assistants, and nurse practitioners at AAD to provide emergency care, treatment, and/ or hospital 
referral  which is deemed necessary in the exercise of his or her best judgment.

Consent to Treat a Minor Child accompanied by an adult other than the child’s parent or 
legal guardian.

I, the parent or legal guardian of the patient named above, do hereby authorize the physicians at 
AAD to perform medical treatment as per the statements above when accompanied by either of 
the following named adult persons over the age of 18:

   Adult’s name:                           Relationship to the child:
   (Print Name)                 (Grandparent, Aunt, Uncle, Sister, Brother, Family Friend)

   Adult’s name:                           Relationship to the child:
   (Print Name)                 (Grandparent, Aunt, Uncle, Sister, Brother, Family Friend)

Patient name:        Date of birth:

Patient name:         Date of birth:               

Patient name:         Date of birth:

Consent to Treat a Minor

This authorization is valid:
 For any and all medical treatment. 
 For today only.
 For this specific problem(s) or a specific date range. Please specify:

 This consent will be valid until revoked in writing by me from the date signed unless   
	 otherwise	specified	in	writing.




