
Dear Patient,

Dr. VanLoock has officially retired from Mobile Dermatology effective August 13, 2026.

Your medical records will remain with Mobile Dermatology as required by law. If you would 
like to request a copy of your records, you have the following options:

1.  Log on to your patient portal anytime at https://mobderm.modmedapp.com for free access to 
your chart.

2.  You, your authorized representative or your new provider can complete and return the 
attached form to Mobile Dermatology during normal business hours. Please note that if you 
require a paper copy of your record, there will be a printing charge.

3. If you have already scheduled an appointment with another Dermatology Provider, call the 
office at 251-635-1315 during normal business hours and leave a voicemail with details of the 
Provider and Office that you would like your records sent.

List of Dermatology Offices currently taking new patients in Mobile:

The Center for Dermatology (Dr. Amy Morris, Dr. Dena Howell)

📍  4310 Old Shell Road, Suite D Mobile, AL 36608 

📞  (251) 343-9100

Advanced Dermatology (Dr. Thomas Bender, Dr. Virginia Reeder)

📍 580 Providence Park Drive East Mobile, AL 36695 

📞  (251) 631-3570

Sunrise Dermatology (Brittany Johnson, NP)

📍 70 Midtown Park East Mobile, AL 36606

📞  (251) 289-1786
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Mobile Dermatology, P.C. 
Authorization to Use or Disclose My Protected Health Information 

Patient name: ____________________________________________________  Date of birth: __________________________  
Previous name: __________________________________________________  

 
I.   My Authorization 
You may use or disclose the following health care information (check all that apply): 
⁪ All my health information maintained by Mobile Dermatology, P.C. 
  **Circle “Include” or “Exclude” for each of the following (If not selected, “Exclude” will be assumed): 
   Include  or  Exclude  :  My health information related to HIV/AIDS 
   Include  or  Exclude  :  My health information related to psychiatric conditions 
⁪ My health information limited to the following treatment or condition:___________________________________________ 
⁪ My health information for the following date(s):____________________________________________________________ 
⁪ Other:______________________________________________________________________________________________ 
  
You may disclose this health information to: 
Name (or title) and organization:____________________________________________________________________________ 
Address:__________________________________  City:______________________  State:____________ Zip:_____________ 
 
Reason(s) for this authorization (check all that apply): 
⁪    At the request of the individual 
⁪    Continuing medical care 
⁪    Other:  ____________________________________________________________________________________________ 
 
This authorization ends: ⁪ on (date) ___________________  
 ⁪ when the following event occurs ________________________________________________  

 **If no date is specified, the authorization expires in 60 days 

II. My Rights 
I understand I do not have to sign this authorization form in order to get health care benefits. However, I do have to sign an 
authorization form: 

• To take part in a research study OR 
• To receive health care when the purpose is to create health information for a third party. 

I may revoke this authorization in writing. If I do, it will not affect any actions already taken by Mobile Dermatology, P.C. 
based upon this authorization.  I may not be able to revoke this authorization if its purpose was to obtain insurance.  Two ways 
to revoke this authorization are: 

• Fill out a revocation form.  The form is available from the office.  OR 
• Write a letter to the office. 

Once the office discloses health information, the person or organization that receives it may re-disclose it.  Privacy laws may no 
longer protect it. 

________________________________________________________________________  _________________________________  ________________________ 
Patient or legally authorized individual signature Date Time 
 
 
________________________________________________________________________  ____________________________________________________________
________________________________________________________________________  
Printed name if signed on behalf of the patient Relationship (parent, legal guardian, personal representative, etc.) 
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