%% Dermatology CHANGE OF CONTACT INFORMATION

Surgical & Medical Group

A FOREFRONT DERMATOLOGY PRACTICE

Patient Name (PLEASE PRINT Date of Birth

By signing this form, you acknowledge that you previously signed a document expressly consenting to Forefront
Dermatology, S.C., or its representatives contacting you for a variety of reasons by a variety of methods at the contact points
you voluntarily provided. You have decided to change your preferred contact information as set forth below. You agree that
Forefront Dermatology may continue to contact you, as previously agreed, at the new contact information voluntarily
provided below.

Preferred Number L] Mobile (cell) []Work ] Home
Preferred Number [ Mobile (cell)  [Work ] Home

[Preferred Email Address|

(Signature of Patient or Legal Representative) m
Parents may not sign for children over the age of 18.

If signed by someone other than patient, indicate relationship:

Print name

(Legal representative)
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