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Inverness Dermatology, LLC 
Patient Contact Information Sheet 

Patient Name: ________________________________________ Date of Birth: ________________________
Social Security Number or Driver's License Number (required by HIPAA law): ___________________________
Any physician, staff, employee or representative of Inverness Dermatology, LLC has my permission to 
discuss my account and medical conditions which may include symptoms, treatments, diagnosis, test 
results, medications or any other type of protected health information with the following persons in order to 
facilitate and coordinate my care, treatment and payment: 

Name Relationship Phone Number(s) 

Name Relationship Phone Number(s) 

I understand that authorizing the release of my information to the above individual(s) is voluntary 
and does not affect my access to treatment.  I can refuse to sign this form.  I can revoke it by writing to 
Inverness Dermatology, LLC or completing a new form at any time.  This authorization will remain in effect 
until I change or revoke it.  I understand that if information is shared with the above individuals it may be 
subject to redisclosure by the individual(s). 

Patient Signature: Date: ___________________ 

Insurance Screening Questions 
The government has required all medical offices to ask certain screening questions. We appreciate your 
cooperation. If you have any questions, please do not hesitate to ask. 

YES 

YES 

YES* 

NO 

NO 

NO 

Vaccinations:  
Any age: Have you had a flu shot in the past 12 months? 
    As medical professionals, we recommend patients of all ages be vaccinated every year 

Over 65 years: Have you had a pneumonia vaccine?    
Tobacco:  
Over 14 years: Do you smoke? 

 If yes, how many packs per day? And how many years? 
 ________packs per day, __________ years 

*If you answered YES to the tobacco questions, we recommend quitting.
You can ask any health care provider about resources to help you in this process, some of which are listed below.
https://smokefree.gov/ or https://www.cdc.gov/tobacco/quit_smoking/how_to_quit/resources/
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