
VERBAL AUTHORIZATION

#1014 REV4/20/10

Patient Name:  _____________________________________________      Date of Birth: ____________________ 

I ___________________________________  hereby authorize Gulf Coast Dermatology, and/or any of it’s 
employees to discuss anything related to my medical treatment and/or billing with the following : 

_____________________________________            _____________________________
Name                                                                                   Relationship 

_____________________________________            _____________________________
Name                                                                                   Relationship 

_____________________________________            _____________________________
Name                                                                                   Relationship 

_________________________________               ______________
Patient Signature                                               Date 

_________________________________               ______________
Witness Signature                                      Date

2505 Harrison Avenue 
Panama City, FL 32405 
phone 850-233-3376

fax 850-522-8354

12111 Panama City Bch Pkwy 
Panama City Bch, FL 32407 

phone 850-233-3376
fax 850-522-8354

141 Mack Bayou Loop, Suite 202
Santa Rosa Beach, FL 32459 

phone 850-622-0600
fax 850-522-8354

4378 Lafayette Street
Marianna, FL 32446 

phone 850-526-7546
fax 850-522-8354

2600 Hospital Drive
Bonifay, FL 32425 

phone 850-233-3376
fax 850-522-8354

212 NW Racetrack Road
Ft Walton Beach, FL 32446 

phone 850-233-3376
fax 850-522-8354

 

Nichol Raulerson, PA-C   |   Heather West, PA-C   |  Laura Gilmore, PA-C
Angela Franz, PA-C   |   Barry Newton, PA-C

Jon Ward, M.D.
Fellow, American Academy of Dermatology
Fellow, American Society of Mohs Surgery

Michael Stickler, M.D.
Fellow, American Academy of Dermatology
Fellow, American Society of Mohs Surgery


