






​ ​ ​ ​ ​    Medical Records Release  
 
​ ​ Albuquerque Dermatology Associates and Cutaneous Surgery Center, P.A. 

​       5310 Homestead Road NE Ste. 301 
​  ​ ​ Albuquerque,   NM    87110 

 
​ Phone: 505-872-4700  ​ ​ ​

Fax: 505-872-4709   
​ Email:   adrecords@swcp.com   

 
 
​ ​ ​ ​              Section I--Patient Information           
​ ​ ​ ​  
Name:_____________________________________________________ DOB:____________________________ 

Address:______________________________ City:______________________ State:________ Zip:__________ 

Phone:_________________________________Email:________________________________________________ 

 
I, or my authorized representative, hereby authorize Albuquerque Dermatology Associates & Cutaneous Surgery Center 
and their respective employees, agents and subcontractors to disclose/receive my Personal Health Information (PHI) and 
Insurance Record as below:  
​ ​ ​ ​ ​ Section II--Provider Information  
 
INFORMATION REQUESTED FROM: 
Name:_______________________________________________________________________________________ 

Address:_______________________________ City:_____________________ State:________ Zip:__________ 

Phone:____________________________________Fax:_______________________________________________ 

 
SEND INFORMATION TO: 
Name:_______________________________________________________________________________________ 

Address:_______________________________ City:_____________________ State:________ Zip:__________ 

Phone:____________________________________Fax:_______________________________________________ 

​ ​ ​ ​ ​ Section III–Information to be Released 

 
Office notes:_______________________________________     Biopsy reports:___________________________ 
Laboratory studies:_________________________________     Surgical procedures:______________________ 
Allergy test/treatment:_______________________________    Other:__________________________________ 
Treatment dates ranging from __________________________to ______________________________________ 
HIV-Related Information:______________________________________________________________________ 
Entire record (excluding medical records sent to ADA/CSC by outside health care providers):______________________ 
 
 
 
 



​ ​ ​ ​ ​ Section IV–Reason for Release of Records 
 
 
Continuing care:_______________________________    ​Transfer of care:_____________________________    

Insurance application*:__________________________​ Personal use*:________________________________ 

Other: _____________________________________________________           ​ ​ * A fee may be 

charged  

 
In accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I understand: 
 
1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, SEXUALLY 
TRANSMITTED DISEASES, MENTAL HEALTH TREATMENT, except psychotherapy notes, and CONFIDENTIAL 
ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS), OR HUMAN IMMUNODEFICIENCY VIRUS (HIV) 
RELATED INFORMATION only if I place my initials on the appropriate line in Section III. In the event the health 
information described below includes any of these types of information, and I initial the line on the box in Section III, I 
specifically authorize release of such information to the person indicated in Section II. ​  
 
2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the 
recipient is prohibited from re-disclosing such information without my authorization unless permitted to do so under federal or 
state law. I understand that I have the right to request a list of people who may receive or use my HIV-related information 
without authorization.  
 
3. I have the right to revoke this authorization at any time by writing to ADA/CSC. I understand that I may revoke this 
authorization except to the extent that action has already been taken based on this authorization.   
 
4. I understand that signing this authorization is voluntary. My treatment, payment, enrollment in ADA/CSC, or eligibility 
benefits will not be conditioned upon my authorization of disclosure.  
 
5. This authorization does not authorize you to discuss my personal health information and insurance record with anyone other 
than the person authorized in section II.  
 
6. Information disclosed under this authorization might be re-disclosed by the recipient, and the re-disclosure may no longer 
be protected by federal or state law.  
 
This authorization will expire (date) _____________________. I understand that if I do not specify an expiration date, this 
authorization will expire 12 months from the date on which it was signed.  
 
 
 
___________________________________________________________________________________________ 
Signature of Individual or Personal Representative Authorized by Law ​ ​ ​ Date 
 
If signed by Personal Representative, basis of authority:____________________________________________________ 
 
 
For ADA/CSC use only: 
 
 
______________________________________________​ ​ ​

______________________________________ 
Signature of Medical Records Clerk​ ​ ​ ​ ​ ​ Date 

Records Released  



 
 
          PATIENT COMMUNICATION FORM 
 
A.    Family and Friends  It is the office policy of Albuquerque Dermatology Associates & 
Cutaneous Surgery Center, PA not to release confidential medical information regarding your 
treatment to family members or friends, except for (i) parent/legal guardian, (ii) other persons 
authorized by the patient. 
 
If you anticipate that you will need or want your medical information to be provided to family 
members, friends, or caretakers/babysitters, please indicate that below, so that we may best serve 
you.   If you do not want any of your medical information provided to a family member, please 
check (✓) the line next to the "no" response. By signing below, you authorize the following 
people to receive information regarding your treatment or care. (If you wish to add names later 
on, please confirm this in writing.)  
 
Spouse: __________________________________  yes _________ no _________ 

Parent: __________________________________  yes _________ no _________ 

Other: ___________________________________  yes _________ no _________ 

            ___________________________________  yes _________ no _________ 

            ___________________________________  yes _________ no _________ 

 
B.    Alternative Communications      You are also entitled to specify alternative, reasonable 
means of communication, if you do not wish to be contacted by us in a certain way. 
 
I hereby request the following means of contact only: __________________________________ 

_____________________________________________________________________________ 

______________________________________________________________________________ 
 
 
PRINTED NAME: _____________________________________________________________ 

Relationship to Patient: _________________________________________________________ 

Patient/Parent/Guardian Signature:_______________________________________________ 

  

Date: _______________ Witness: _________________________________________________  

       



 
 

PATIENT CONSENT FORM 
 
Our Notice of Privacy Practices provides information about how we may 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 Consent. 
The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by 
contacting our office. 
 
You have the right to request that we restrict how Protected Health Information about you is used 
or disclosed for treatment, payment or health care operations. We are not required to agree to this 
restriction, except in certain limited instances, but if we do, we shall honor that agreement. 
 
By signing this form, you consent to our use and disclosure of Protected Health Information 
about you for non-subsidized treatment, payment and health care operations, and for other 
purposes as permitted or required by law. You have the right to revoke this Consent, in writing, 
signed by you; however, such a revocation shall not affect any disclosures we have already 
made in reliance on your prior Consent. The Practice provides this form to comply with the 
Health Insurance Portability and Accountability Act of 1996 (HIPAA). 
 
The patient understands that: 
 
 • Protected Health Information may be disclosed or used for treatment, payment or 

 health care operations, or for other purposes permitted or required by law. However, 

 we will obtain from you a separate written authorization for "subsidized" disclosures, 

 meaning disclosures involving product or service with respect to which the Practice 

 receives remuneration from a third party. 

• The Practice has a Notice of Privacy Practices and that the patient has the opportunity 

to review this Notice. 

• The Practice reserves the right to change the Notice of Privacy Practices. 

• The patient has the right to restrict the uses of their information but the Practice does 

not have to agree to those restrictions, except in certain limited instances. 

• The patient may revoke this Consent in writing at any time and all future disclosures 

will then cease. 

• The Practice may condition treatment upon the execution of this Consent. 

 
This Consent was signed by:_____________________________________________________ 
     Printed Name - Patient or Representative 
 
Signature: ____________________________________________________________________ 

 

Relationship to Patient (if other than patient): ______________________________________ 

 

In front of __________________________________________________Date: _____________                                        
   Printed Name - Practice Representative 



 
 

Pathology Policy 
 
 

Dear Patients:  
 
For all patients who will be having a ​BIOPSY​ done, there is an ​ADDITIONAL​ pathology fee to process the tissue from the 
biopsy in our facility. The front desk will give you the total charges including a minimum charge of $253.00 for your biopsy 
and $126.00-$235.00 for the pathology with further charges for any additional procedures that are done.  
 
Sometimes, an initial review of your biopsy indicates that further, more in-depth testing will be required to reach the correct 
diagnosis, possibly from an outside laboratory.  In this case, supplementary charges ranging from $140.00 to $1,000.00 (in 
rare circumstances) will be assessed. You are responsible for any charges that are not covered by your insurance company.  
 
There has been some confusion among our patients regarding charges for pathology. We hope we have provided proper 
information to our patients regarding charges incurred for these services.  If you have any questions, please let us know.  
 
Sincerely,  

 
The physicians and staff at Albuquerque Dermatology Associates & Cutaneous Surgery Center, P.A. 
 
 
__________________________________________________________________________________________________ 
   Patient Signature (or Parent’s Signature if Minor)                           Date 

 
 

  
General Financial Policy  
  
I have received Albuquerque Dermatology’s General Financial Policy.  I understand that charges not covered by my insurance 
(pathology, office visits, additional surgical and non-surgical procedures, cosmetic procedures), as well as applicable 
co-payments and deductibles are my responsibility. I authorize my insurance benefits be paid directly to Albuquerque 
Dermatology Associates and I authorize them to release any pertinent medical information to facilitate payment of a claim. I 
understand that any payment required for cosmetic procedures must be paid at the time of service.  
 
I understand that these policies will remain in effect for all services provided until I am notified of any change by 
Albuquerque Dermatology Associates & Cutaneous Surgery Center, P.A.  
 
 
__________________________________________________________________________________________________ 
 ​ Patient Signature (or Parent’s Signature if Minor)  Date  

 



 
 
       WRITTEN ACKNOWLEDGMENT FORM 
    
 
I am a patient of Albuquerque Dermatology Associates & Cutaneous Surgery Center, PA. 

I hereby acknowledge receipt of Albuquerque Dermatology Associates & Cutaneous Surgery 

Center, PA's Summary of Privacy Practices and Notice of Privacy Practices. 

 

 

 
Name (please print): __________________________________________Date:_____________ 

Signature: ____________________________________________________________________ 

 
 
OR 
 
I am a parent or legal guardian of _________________________ [patient name]. I hereby 

acknowledge receipt of Albuquerque Dermatology Associates and Cutaneous Surgery Center, 

PA's Summary of Privacy Practices and Notice of Privacy Practices with respect to the patient. 

 
 
 
 
Name (please print): __________________________________________Date:_____________ 

Relationship to patient:_________________________________________________________ 

Signature: ____________________________________________________________________ 
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