| understand that | may revoke this authorization at any time by giving a written notice to the Privacy
Officer at this office. However, | understand that | may not revoke this authorization for any action
taken prior to receipt of my written notice to revoke this authorization.

I have had a chance to read and think about the content of this authorization form and | agree with
the statements made in this authorization. | understand that by signing this form | am confirming my
authorization for use and/or disclosure of the protected health information described in this form with
the people and/or organizations named in this form.

Signature Date

Dermatology - CosmeticSurgery - Dermatologic Surgery



