
Emergency Contact Information 

Name:    

Date of Birth:   

Address:   

Email

▢▢ ▢
▢ ▢
▢ ▢  

Can we discuss your Health Care Information with the person listed ? ▢ ▢

Please list any medical providers you would like to authorize to have access to your medical records. These records 
will only be released upon your verbal request. You may revoke this authorization in writing at any time. By 
completing this section, you are authorizing Arsenault Dermatology to release your medical record (including 

laboratory test results) to the Provider(s) listed. 



Name:    


