
We may use and share your information as we: 

• Treat you
• Run our organization
• Bill for your services
• Help with public health and safety issues
• Do research
•  Comply with the law
• Respond to organ and tissue donation requests
• Work with a medical examiner or funeral director
•  Address workers’ compensation, law enforcement,  

and other government requests
•  Respond to lawsuits and legal actions

➤ See pages 3 and 4 
for more information  
on these uses and 
disclosures

You have the right to: 
• Get a copy of your paper or electronic medical record
• Correct your paper or electronic medical record
• Request confidential communication
• Ask us to limit the information we share
•  Get a list of those with whom we’ve shared  

your information
• Get a copy of this privacy notice
• Choose someone to act for you
•  File a complaint if you believe your privacy  

rights have been violated

➤ See page 2 for 
more information on 
these rights and how 
to exercise them

Our  
Uses and  

Disclosures

Your  
Rights

➤ See page 3 for 
more information on 
these choices and  
how to exercise them

You have some choices in the way that we  
use and share information as we: 

• Tell family and friends about your condition
• Provide disaster relief
• Include you in a hospital directory
• Provide mental health care
• Market our services and sell your information
• Raise funds

This notice describes how medical information about 
you may be used and disclosed and how you can get 
access to this information. Please review it carefully.

Your Information.  
Your Rights.
Our Responsibilities.

Your 
Choices
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When it comes to your health information, you have certain rights.  
This section explains your rights and some of our responsibilities to help you.

Your  
Rights

Get an electronic or 
paper copy of your 
medical record 

 • You can ask to see or get an electronic or paper copy of your medical record and 
other health information we have about you. Ask us how to do this. 

 • We will provide a copy or a summary of your health information, usually within 30 
days of your request. We may charge a reasonable, cost-based fee.

Ask us to correct 
your medical record

 • You can ask us to correct health information about you that you think is incorrect  
or incomplete. Ask us how to do this.

 • We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential 
communications

 • You can ask us to contact you in a specific way (for example, home or office phone) 
or to send mail to a different address. 

 • We will say “yes” to all reasonable requests.

Ask us to limit what 
we use or share

 • You can ask us not to use or share certain health information for treatment, 
payment, or our operations. We are not required to agree to your request, and we 
may say “no” if it would affect your care.

 • If you pay for a service or health care item out-of-pocket in full, you can ask us not to 
share that information for the purpose of payment or our operations with your health 
insurer. We will say “yes” unless a law requires us to share that information.

Get a list of those 
with whom we’ve 
shared information

 • You can ask for a list (accounting) of the times we’ve shared your health information 
for six years prior to the date you ask, who we shared it with, and why.

 • We will include all the disclosures except for those about treatment, payment, and 
health care operations, and certain other disclosures (such as any you asked us to 
make). We’ll provide one accounting a year for free but will charge a reasonable, 
cost-based fee if you ask for another one within 12 months.

Get a copy of this 
privacy notice

 • You can ask for a paper copy of this notice at any time, even if you have agreed to 
receive the notice electronically. We will provide you with a paper copy promptly.

Choose someone  
to act for you

 • If you have given someone medical power of attorney or if someone is your legal 
guardian, that person can exercise your rights and make choices about your health 
information.

 • We will make sure the person has this authority and can act for you before we take 
any action.

File a complaint if 
you feel your rights  
are violated

 • You can complain if you feel we have violated your rights by contacting us using the 
information on page 1.

 • You can file a complaint with the U.S. Department of Health and Human Services 
Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W., 
Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/
privacy/hipaa/complaints/.

 • We will not retaliate against you for filing a complaint.

www.hhs.gov/ocr/privacy/hipaa/complaints/
www.hhs.gov/ocr/privacy/hipaa/complaints/
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In these cases, you have 
both the right and choice 
to tell us to:

•   Share information with your family, close friends, or others involved in your care

•  Share information in a disaster relief situation

•  Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious, 
we may go ahead and share your information if we believe it is in your best interest. 
We may also share your information when needed to lessen a serious and imminent 
threat to health or safety.

In these cases we never 
share your information 
unless you give us  
written permission:

•  Marketing purposes

•  Sale of your information

•  Most sharing of psychotherapy notes

In the case of fundraising: •   We may contact you for fundraising efforts, but you can tell us not to  
contact you again.

For certain health information, you can tell us your choices about what 
we share. If you have a clear preference for how we share your information in the 
situations described below, talk to us. Tell us what you want us to do, and we will follow 
your instructions. 

Your 
Choices

Treat you  • We can use your health information and 
share it with other professionals who are 
treating you. 

Example: A doctor treating you for an 
injury asks another doctor about your 
overall health condition.

Run our 
organization

 • We can use and share your health 
information to run our practice, improve 
your care, and contact you when necessary.

Example: We use health information 
about you to manage your treatment and 
services. 

Bill for your 
services

 • We can use and share your health 
information to bill and get payment from 
health plans or other entities. 

Example: We give information about you 
to your health insurance plan so it will pay 
for your services. 

How do we typically use or share your health information?  
We typically use or share your health information in the following ways.

Our 
Uses and

Disclosures

continued on next page
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Help with public health  
and safety issues

• We can share health information about you for certain situations such as: 
• Preventing disease
• Helping with product recalls
• Reporting adverse reactions to medications
• Reporting suspected abuse, neglect, or domestic violence
• Preventing or reducing a serious threat to anyone’s health or safety

Do research • We can use or share your information for health research. 

Comply with the law  • We will share information about you if state or federal laws require it, 
including with the Department of Health and Human Services if it wants to 
see that we’re complying with federal privacy law.

Respond to organ and  
tissue donation requests

•  We can share health information about you with organ procurement 
organizations. 

Work with a medical 
examiner or funeral director

•  We can share health information with a coroner, medical examiner, or funeral 
director when an individual dies.

Address workers’ 
compensation, law 
enforcement, and other 
government requests

• We can use or share health information about you:
• For workers’ compensation claims
• For law enforcement purposes or with a law enforcement official
• With health oversight agencies for activities authorized by law
 • For special government functions such as military, national security, and 
presidential protective services

Respond to lawsuits and 
legal actions

•  We can share health information about you in response to a court or 
administrative order, or in response to a subpoena.

How else can we use or share your health information? We are allowed or required to share your 
information in other ways – usually in ways that contribute to the public good, such as public health and research. 
We have to meet many conditions in the law before we can share your information for these purposes. For more 
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
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Our Responsibilities

•  We are required by law to maintain the privacy and security of your protected health information. 

•   We will let you know promptly if a breach occurs that may have compromised the privacy or security  
of your information.

•   We must follow the duties and privacy practices described in this notice and give you a copy of it. 

•   We will not use or share your information other than as described here unless you tell us we can in 
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you 
change your mind. 

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. 
The new notice will be available upon request, in our office, and on our web site.

This Notice of Privacy Practices applies to the following organizations.

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html














NOTICE OF FINANCIAL RESPONSIBILITIES 
 

Financial Policy  

Thank you for choosing Skin of Culture and Hair Center. Our goal is to provide you with the 
highest quality care possible. We find that communication with our patients regarding our 
financial policy assists us in providing the best service to you. Therefore, we take this 
opportunity to answer some of the most commonly asked questions. A copy will be provided to 
you upon request.  

 

Payment Methods  

Payment is expected at the time services are rendered. We accept a variety of payment 
methods including cash, debit, or credit card (Visa, MasterCard, American Express, PayPal, and 
Discover). Credit card payments are also accepted via telephone and online. Call our office 
where you can set up a recurring payment plan if you desire that option. 

 

Insurance Information 

We must emphasize that your health is our primary concern, regardless of your insurance. 
Because your insurance policy is a contract between you and your insurance company, please 
check with your insurance carrier to determine any pre-existing limitation or other benefit 
restrictions that you may have PRIOR to your appointment. We will file your insurance as a 
courtesy and assist you in any way we reasonably can to help get your claims paid. Your 
insurance company may need you to supply certain information directly. It is your responsibility 
to comply with their request. Please be aware that the balance of your claim is your 
responsibility whether or not your insurance Company pays your claim. Most insurance 
companies do not cover 100 of services and there is a portion that is your responsibility. 

 

There are several patient responsibility components that may apply to an insurance payment: 

● Co-pay - A set dollar amount per office visit that is the patient's responsibility.  
● Co-insurance - a percentage of the charge that is the patient's responsibility.  
● Deductible - A set annual amount that the patient is responsible for paying prior to 

his or her insurance making a payment. 

 

Because of the contract you have with your insurance company, we are obligated to collect 
payment from you for your portion of the balance. All co-payments, co-insurance, and 
deductibles must be paid at the time of service. (Note: If your co-insurance and/or deductibles is 
high, for your convenience, we can set up an automatic payment (aka recurring) plan, with an 
estimated 35% deposit until the balance is paid off.) This arrangement is part of your contract 
with your insurance company. To bill your insurance accurately and in a timely manner, we will 



need assistance from you. We ask that you provide our office with accurate demographic 
information (address, phone number, e-mail etc.) and proof of insurance. All patients will be 
required to show proof of insurance and a Government issued Photo ID. 

 

Insurance Changes  

If there are any changes in your insurance, you are required to provide that information to our 
office. If you fail to provide us with the correct insurance information in a timely manner, you 
may be responsible for the resulting balance. 

 

Managed Care: All Managed Care (i.e. HMO, PPO, POS)  

Co-payment, co-insurance, and deductible amounts are due at the time of check-in. If 
your insurance plan requires a referral authorization from a primary care physician you are 
responsible for obtaining approval from your PCP prior to treatment. If you request an office visit 
or procedure without a referral authorization, your insurance plan may deem this as 
non-covered treatment and you will be responsible for the charges. 

 

Medicare 

We currently do not accept assignment with Medicare. You are responsible for 100% of the 
fees. All co-payments, coinsurances, or deductibles are due and payable at the time of service. 

 

Secondary & Tertiary Plans 

We will bill your secondary and, if applicable, tertiary insurance as a courtesy. If you have 
supplemental insurance to cover the portion of the charges that Medicare or your primary 
insurance carrier does not pay, please provide us with a copy of this insurance card. Medicare 
and secondary carriers do not cover some procedures and supplies. Please make certain you 
understand which aspects of your treatment are covered before proceeding. 

 

Prior Authorization  

Please remember that it is up to you to understand the requirements of your individual 
insurance plan and know whether prior authorization from your insurance company is required. 

 

Non-covered Services  

Any care not paid for by your existing insurance coverage will require payment in full at the time 
services are provided or upon notice of insurance claim denial. 

 



Cash Patients  

Cash patients are accepted at an already-discounted cash pay rate. All uninsured patients will 
be required to pay in full at time of treatment. 

 

Nonpayment  

Please be aware that patient accounts over 90 (ninety) days without satisfactory payment will be 
turned over to a collection agency and patients will face possible termination from the practice. 

 

Missed Appointments/ Late Arrivals  

In an effort to provide our patients with quality, efficient care, it is necessary for you to attend 
appointments as scheduled. Compliance with your prescribed plan of care is critical for success 
in your healthcare. If you are unable to keep a scheduled appointment, please cancel or 
reschedule your appointment at least 24 (twenty four) business hours in advance to avoid a 
service charge. $30.00 for appointments, $50.00 for procedures. Patients who habitually fail to 
keep scheduled appointments and do not give a 24 (twenty four) hour cancellation notice may 
face treatment termination. Any patient later than 20 (twenty) minutes past his or her original 
appointment time may be asked to reschedule as that appointment has been missed. 

 

Medical Records  

Medical records requests will be processed upon receipt of a signed medical release form. 
Please be aware that billing records are a part of your medical record and will also require this 
form. We can mail it or fax it. 

 

Account Billing Questions and Refunds  

Questions or concerns regarding your account or insurance claim should be directed to our 
billing office staff. If you feel an error has been made in your statement or if you have any 
questions or concerns please contact our medical biller at (404)474.2301. 

 

Please sign the attached acknowledgement that you have received a copy of our Notice of 
Financial Responsibilities, effective immediately. And also by signing below you agree to any 
future phone/recurring payments and/or payment plan set-up to our mutual satisfaction, 
according to the card issuer agreement (Merchant agreement if credit voucher).  



 
 

TELEMEDICINE PATIENT CONSENT/REFUSAL FORM 
 

1. PURPOSE:  
The purpose of this form is to obtain your consent to participate in a telemedicine consultation in                 
connection with the following procedure(s) and/or service(s): Dermatology medical management          
and treatment 

 
2. NATURE OF TELEMEDICINE CONSULT:  

During the telemedicine consultation: 
a. Details of your medical history, examinations, x-rays, and test will be discussed with other  
     health professionals through the use of interactive video, audio, and telecommunication  
     technology. 
b. A physical examination of you may take place. 
c. A non-medical technician may be present in the telemedicine studio to aid in the video 

                                    transmission. 
d. Video, audio and/or photo recordings may be taken of you during the procedure(s) or service(s) 

  
 3.    MEDICAL INFORMATION & RECORDS:  

All existing laws regarding your access to information and copies of your medical records apply to 
this telemedicine consultation. Please note, not all telecommunications are recorded and stored.            
Additionally, dissemination of any patient-identifiable images or information for this telemedicine           
interaction to researchers or other entities shall not occur without your consent. 

  
    4.   CONFIDENTIALITY:  

Reasonable and appropriate efforts have been made to eliminate any confidentiality risks            
associated with the telemedicine consultation, and all existing confidentiality protections under           
federal and Georgia state law apply to information disclosed during this telemedicine consultation.  

 
      5.   RIGHTS:  

You may withhold or withdraw consent to the telemedicine consultation at any time without              
affecting your right to future care or treatment, or risking the loss or withdrawal of any program                 
benefits to which you could otherwise be entitled. 

 
         6.   DISPUTES:  

You agree that any dispute arriving from the telemedicine consult will be resolved in Georgia, and 
that Georgia law shall apply to all disputes 

.  
         7.   RISKS, CONSEQUENCES, and BENEFITS:  

You have been advised of all the potential risks, consequences and benefits of telemedicine. Your 
 health care practitioner has discussed with you the information provided above. You have had 
 the opportunity to ask questions about the information presented on this form and the 
 telemedicine consultation. All your questions have been answered, and you understand the 
 written information provided above. 

 
I agree to participate in a telemedicine consultations for the procedure(s) described above.  
 
_______________________________________________ __________________________ 
Signature Date 
 

If you refuse to participate in telemedicine consultations please do not sign this document.  



 
             Dr. Nikki Hill, MD, FAAD 

 
Please complete form thoroughly. Your medical records cannot be released until this form is completed and signed by the 

patient or legal guardian.  Please note by signing this form you understand and accept personal risk that your medical 
information may be exposed to a third party if sent electronically.  We do offer in-office pick up and mailing services. 

 
I hereby authorize the SOCAH Center, or any of its employees, staff, or agents, to use and disclose health information                    
from the medical record(s) of: (please print)  
 
Patient Name: _________________________________________     Date of Birth: _________________________ 
 
Address: _________________________________________    Telephone No:  _________________________ 

 
_________________________________________  

 
RELEASE INFORMATION TO:  
 
Name of Practice: _____________________________________________________________________________ 
 
Address: ____________________________________________________________________________________ 
 
City/State/Zip: ________________________________________________ Fax_____________________________ 
 

 
FROM: Skin of Culture and Hair Center 2256 Northlake Parkway Suite #300A Tucker, GA 30084 

       Fax: (888) 622-1751    │    Email: socahcenter2@gmail.com 
 
REASON FOR RELEASE:  
_____ Continuing medical treatment  
_____ Other: ________________________________________  
 
Type of Information:  (check all that apply)  
_____ Entire Medical Record  
_____ Progress Notes  
_____ Diagnostic Testing Reports  
_____ Imaging Reports  
_____ Lab Results  
_____ Consultations  
_____ Therapy/Procedures Reports  
_____ Other ________________________________________  
_____ Speak to my physican about my care:  
              (Doctor Name) _______________________________________ (Doctor Phone #) ______________________ 
 
Authorized Date (today’s date): _____/_____/_____ Expires (1 year date): _____/_____/_____  
 
I acknowledge that data to be released MAY INCLUDE material that is protected by Federal law and that is applicable to either                      
drug/alcohol or mental health information or both. My signature authorizes release of all such information (as specified above and for                    
the purpose mentioned above).  
 
________________________________________________________ _____/_____/_____  
Patient’s Signature/Legal Representative/Relationship, if not the patient Date 
 

Right to Revoke: I understand that I may revoke this Authorization at any time except to the extent that action has already 
been taken in reliance upon it. If I do not revoke it, this Authorization will expire one (1) year after the date on which the 

Authorization is signed. To revoke the Authorization, I understand I must contact the following in writing: Skin of Culture and 
Hair Center 2256 Northlake Pkwy Suite 300A, Tucker, GA 30084  



 
             Dr. Nikki Hill, MD, FAAD 

 
Please complete form thoroughly. Your medical records cannot be released until this form is completed and signed by the 

patient or legal guardian.  Please note by signing this form you understand and accept personal risk that your medical 
information may be exposed to a third party if sent electronically.  We do offer in-office pick up and mailing services. 

 
I hereby authorize the SOCAH Center, or any of its employees, staff, or agents, to use and disclose health information                    
from the medical record(s) of: (please print)  
 
Patient Name: _________________________________________     Date of Birth: _________________________ 
 
Address: _________________________________________    Telephone No:  _________________________ 

 
_________________________________________  

 
RELEASE INFORMATION FROM:  
 
Name of Practice: _____________________________________________________________________________ 
 
Address: ____________________________________________________________________________________ 
 
City/State/Zip: ________________________________________________ Fax_____________________________ 
 

 
TO: Skin of Culture and Hair Center 2256 Northlake Parkway Suite #300A Tucker, GA 30084 

       Fax: (888) 622-1751    │    Email: socahcenter2@gmail.com 
 
REASON FOR RELEASE:  
_____ Continuing medical treatment  
_____ Other: ________________________________________  
 
Type of Information:  (check all that apply)  
_____ Entire Medical Record  
_____ Progress Notes  
_____ Diagnostic Testing Reports  
_____ Imaging Reports  
_____ Lab Results  
_____ Consultations  
_____ Therapy/Procedures Reports  
_____ Other ________________________________________  
_____ Speak to my physican about my care:  
              (Doctor Name) _______________________________________ (Doctor Phone #) ______________________ 
 
Authorized Date (today’s date): _____/_____/_____ Expires (1 year date): _____/_____/_____  
 
I acknowledge that data to be released MAY INCLUDE material that is protected by Federal law and that is applicable to either                      
drug/alcohol or mental health information or both. My signature authorizes release of all such information (as specified above and for                    
the purpose mentioned above).  
 
________________________________________________________ _____/_____/_____  
Patient’s Signature/Legal Representative/Relationship, if not the patient Date 
 

Right to Revoke: I understand that I may revoke this Authorization at any time except to the extent that action has already 
been taken in reliance upon it. If I do not revoke it, this Authorization will expire one (1) year after the date on which the 

Authorization is signed. To revoke the Authorization, I understand I must contact the following in writing: Skin of Culture and 
Hair Center 2256 Northlake Pkwy Suite 300A, Tucker, GA 30084  



 
2256 Northlake Parkway, Suite 300A Tucker, GA 30084 

Phone (888) 622-1682 Fax (888) 622-1751 

 
 

Advance Beneficiary Notice of Noncoverage  
 

Patient Name _____________________________________ Date ___________________ 
 

Medicare/Medicaid will not pay/reimburse for my visit and procedures at SOCAH Center and I understand               
I cannot submit a claim for reimbursement purposes. Medicare/Medicaid does not pay/reimburse for             
opted out or non-participating providers, which includes Dr. Nikki Hill.  

 

• Read this notice, so you can make an informed decision about your care.  

• Ask us any questions that you may have after you finish reading.  

• Medicare/Medicaid will not reimburse for out- of- network services, procedures, or office visits 

 
PLEASE CHECK BOX BELOW: 

⬜ I want the office visit and procedures that are performed at SOCAH Center. I understand with this                  
choice I am responsible for payment, and I cannot submit a claim to see if Medicare/Medicaid  will pay.  

 

This notice gives our opinion, not an official Medicare decision. If you have other questions on this notice                  
or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).  

Signing below means that you have received and understand this notice.  

 

_____________________________________________________ ________________________ 

Patient Signature Date 
 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information                   
unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0566.                   
The time required to complete this information collection is estimated to average 7 minutes per response, including the                  
time to review instructions, search existing data resources, gather the data needed, and complete and review the                 
information collection. If you have comments concerning the accuracy of the time estimate or suggestions for improving                 
this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland                
21244-1850. 
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