
Triad Dermatology
725 Highland Oaks Drive, Suite 106

Winston Salem, NC 27103
336-768-2180

NOTICE OF PRIVACY PRACTICE AND PATIENT RELEASE OF 
INFORMATION

PART I

Our Notice of Privacy Practice provider information about how we use and disclose protected health 
information about you. The notice contains a Patient Rights section describing your rights under the law. 
You have the right to review our Notice before signing this. By signing this form you consent to our use 
and disclosure of protected health information about you for treatment, payment and health care operations.

This practice provides this form to comply with the Health Insurance Portability and Accountability Act of 
1996 (HIPAA).

PART II

 I authorize the release of my health information to the following for further medical need, insurance 
purposes or for my specified request.

NAME        DOB               Relationship (i.e. spouse, parent, sibling)

__________________________________________    ____________________________________

___________________________________________  ____________________________________

___________________________________________  ____________________________________

___________________________________________  ____________________________________

___________________________________________  ____________________________________

___________________________________________  ____________________________________

___________________________________________  ____________________________________
Signature       Date

____________________________________________ ____________________________________
Witness       Date

FOR OFFICE USE ONLY

______________________________________________________ ______________________
Patient Name       Date of Birth


