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Dermatology Medical & Social History & Review of Systems 

Patient:	 _ Date of Birth::_I_I_ Sex Race, _ 

List any allergies:.	 _ 

Have you ever had dental or local anesthesia? DYES D NO Any bad reaction? DYES D NO 

List all medications you are currently taking (including prescriptions , over-the-counter meds., vitamins , and herbals): 
1.	 3. 5. _ 
2.	 4. 6. _ 

Do you have now, or have you ever had diseases or conditions of: (Please check YES or NO) 

Lungs: YES NO Other Systemic: YES NO 
Bronchitis D D Diabetes D D 

Excessive thirst/hunger D DEmphysema D D 
Amputation	 D DAsthma	 D D 

Thyroid	 D DChronic Cough D D 
Kidney	 D D

Morning Cough D D Dialysis	 D D
Shortness of Breath D D Bladder	 D D 
Wheezing	 D D Frequencylburn ing D D 

Gastrointestinal 
Cardiovascular: YES NO Stomach absorptive disorder D D 

High Blood Pressure D D Nausea, vomit ing, diarrhea 
Chest Pain D D when taking antibiotics D D 
Heart Attack D D Yeast infection when 

taking antibiotics D DHeart Murmur D D 
ArthritislJoint Deformity D DIrregular Heartbeat D D 

Arthralgia	 D DPhlebitis	 D D Limited motion	 D D
Inflammation of vein D D Artificial joint	 D D 
Blood clots D D Convulsions, Epilepsy or Seizures D D 

Pacemaker D D Fainting	 D D 

List any other diseases or conditions : 

List surgery you have had in the last 6 months: 

Skin:	 Have you ever had skin cancer? DYES D NO type? _ 
Has anyone in your family had skin cancer? DYES D NO 
Do you have a history of any specific skin diseases? DYES D NO What? _ 
Do you have problems with healing DYES D NO 
Do you develop keloids (scars) after surgery DYES D NO 
Do you bleed easily? On blood thinners? DYES D NO 
Do you develop skin rashes in reaction to: D Medications D Food D Environment D Bandages D Neosporin 

D Antibiotic Ointment D Other	 _ 
Social History: 
Do you drink alcohol? DYES D NO How often? Do you use IV drugs? DYES D NO 
Do you smoke? DYES D NO Are you immnosuppresed? DYES D NO 

(Women) Are you pregnant? DYES D NO Due Date: _1_1_ 
What is your occupation? Hobbies? _
 
Completed by:
 
D Patient 1 1 1


Signed by Patient Date Updated Init 
D Med. Assist _ 

1 1 1 1 
Reviewed By Date Updated Init 

Updated: _1_1_1 _1_1_1_1_1 /_/_1_/_/_1_1_1_1_1_1_ 

Revised 10/19/09 



                                                        
 

 

PATIENT AUTHORIZATION FOR USE AND DISCLOSURE  

            OF PROTECTED HEALTH INFORMATION 

 
By signing this authorization, I authorize DERMATOLOGY ASSOCIATES OF THE LOWCOUNTRY to use and/or 
disclose certain protected health information (PHI) about me to (i.e., spouse, guardian, primary care physician, 
etc.)_______________________________________________________________________________________________ 

 
__________________________________________________________________________________________________ 
 
This authorization permits DERMATOLOGY ASSOCIATES OF THE LOWCOUNTRY to use and/or disclose  the 
following  individually identifiable  health information  about  me (specifically describe the information  to  be used  
or disclosed, such as date(s) of  services, type of services, level of detail  to  be released, origin of information, 
etc.)______________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 

The information will only be used or disclosed for the following purpose: ____________________________________ 
 
__________________________________________________________________________________________________ 
 
If requested by the patient, the purpose may be listed as “at the request of the individual.”  The purpose(s) is/are 
provided so that I can make an informed decision whether to allow release of the information. This authorization 
will expire on            /         /           . 
 
I do not have to sign this authorization in order to receive treatment from DERMATOLOGY ASSOCIATES OF 

THE LOWCOUNTRY.  In fact, I have the right to refuse to sign this authorization. When my information is used or 
disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and may no longer be 
protected by the federal HIPAA Privacy Rule.  I have the right to revoke this authorization in writing except to the 
extent that the practice has acted in reliance upon this authorization.  My written revocation must be submitted to:  
 

Privacy Officer 

Dermatology Associates of the Lowcountry 
3901 Main Street, Suite D 

Hilton Head, South Carolina   29926 

        
 
            __________________________________________    _______________________________________ 
                Signature of Patient/Parent/Legal Guardian    Relationship to Patient 
 
            __________________________________________                      _________________ 
                                   Name Printed                                                                      Date 
 
            __________________________________________  
              Patient/Parent/Legal Guardian Name Printed 
 
 
Patient/Parent/Legal Guardian to be provided a signed copy of authorization.                      
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                 I, _______________________________________, have received a copy of the Notice of 

Privacy Practices for Dermatology Associates of the Lowcountry. 

 

 
 

 
 

____________________________________________  _________________ 

       Signature of Patient/Parent/Legal Guardian                                        Date 
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NOTICE OF PRIVACY PRACTICES 
 

This NOTICE describes how medical information about you may be used and disclosed and how you can 

get access to this information.  Please read it carefully. 

 

USE & DISCLOSURES 

 
Treatment: Your health information may be used by staff members or disclosed to other health care 
professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing 
treatment. For example, results of laboratory tests and procedures will be available in your medical record 
to all health professionals who may provide treatment or who may be consulted by staff members. 

 

Payment: Your health information may be used to seek payment from your health plan, from other 
sources of coverage such as an automobile insurer, or from credit card companies that you may use to pay 
for services. For example, your health plan may request and receive information on dates of service, the 
services provided, and the medical condition being treated. 

 

Health Care Operations: Your health information may be used as necessary to support the day-to-day 
activities and management of Dermatology Associates of the Lowcountry. For example, information on 
the services you received may be used to support budgeting and financial reporting, and activities to 

evaluate and promote quality. 
 

Law Enforcement: Your health information may be disclosed to law enforcement agencies to support 
government audits and inspections, to facilitate law-enforcement investigations, and to comply with 
government mandated reporting. 

 
Public Health Reporting: Your health information may be disclosed to public health agencies as required 
by law. For example, we are required to report certain communicable diseases to the state’s public health 

department. 
 
Other uses and disclosures require your authorization. Disclosure of your health information or its use for 

any purpose other than those listed above requires your specific written authorization. If you change your 
mind after authorizing a use or disclosure of your information you may submit a written revocation of the 

authorization. However, your decision to revoke the authorization will not affect or undo any use or 
disclosure of information that occurred before you notified us of your decision to revoke your 

authorization. 
 

Individual Rights 
You have certain rights under the federal privacy standards. These include: 

 
� the right to request restrictions on the use and disclosure of your protected health information 

� the right to receive confidential communications concerning your medical condition and treatment 
� the right to inspect and copy your protected health information 

� the right to amend or submit corrections to your protected health information 
� the right to receive an accounting of how and to whom your protected health information has been 
disclosed 

� the right to receive a printed copy of this notice 
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Dermatology Associate’s Duties 
We are required by law to maintain the privacy of your protected health information and to provide you 
with this notice of privacy practices. We also are required to abide by the privacy policies and practices 

that are outlined in this notice. 
 

Right to Revise Privacy Practices 
As permitted by law, we reserve the right to amend or modify our privacy policies and practices. These 
changes in our policies and practices may be required by changes in federal and state laws and regulations. 

Upon request, we will provide you with the most recently revised notice on any office visit. The revised 
policies and practices will be applied to all protected health information we maintain. 

 

Requests to Inspect Protected Health Information 
You may generally inspect or copy the protected health information that we maintain. As permitted by 
federal regulation, we require that requests to inspect or copy protected health information be submitted in 

writing. You may obtain a form to request access to your records by contacting the receptionist or the 
privacy official. Your request will be reviewed and will generally be approved unless there are legal or 
medical reasons to deny the request. 

 

Complaints 
If you would like to submit a comment or complaint about our privacy practices, you can do so by sending 

a letter outlining your concerns to: 
Practice Administrator 

Dermatology Associates of the Lowcountry 
3901 Main Street, Suite D 

Hilton Head, SC 29926 
 

If you believe that your privacy rights have been violated, you should call the matter to our attention by 

sending a letter describing the cause of your concern to the same address. You will not be penalized or 
otherwise retaliated against for filing a complaint. 

 

Contact Person 
The address of the person you may contact for further information concerning our privacy practices is: 

 
Practice Administrator 

Dermatology Associates of the Lowcountry 
3901 Main Street, Suite D 
Hilton Head, SC 29926 

(843) 689-5259 
 

 
 

 
 
 

 
 

 
 
 
 
This Notice is effective on or after April 14, 2003                                                                                                                                        Rev.10/07 


