Cosmetic Laser Center                                                      

 Personal Information
	In order to be seen at our facility all information must be filled out completely!
	Today’s Date:
	        -         -


	Patient’s Name:
	                  

	
	Last                                   First                                     M.I.

	Patient’s Mailing Address:
	

	
	Street

	
	

	
	City                                                                   State                                Zip

	
	

	Patient’s Home #:
	        -          -
	
	Patient’s Cell / Pager #:
	         -         -


	
	
	
	Patient’s DOB:
	         -         -

	Patient’s Sex:
	□
	Male
	□
	Female
	
	Patient’s Age:
	
	

	Patient’s Marital Status:
	□
	Married
	□
	Single
	□
	Divorced
	□
	Widowed


	Patient’s E-Mail Address:
	@


Your e-mail is important to us, because we can send you information on updates, appointments, discounts and is only used by Cosmetic Laser Center 
	Patient’s Employer:
	

	Work Phone #:
	                       -                -                                      Extension:

	Spouse’s Name:
	

	Spouse’s Employer:
	

	Spouse’s Work Phone #:
	-                -

	
	

	We will not perform treatment on anyone unless we have an emergency contact.
	

	Emergency Contact’s Name:
	

	Emergency Contact’s Relationship to Patient:
	

	Emergency Contact’s Phone #:
	1)            -               -
	2)               -               -


	Primary Care Physician’s Name:
	

	If you are currently under the care of a physician, please explain.
	

	
	


Please indicate by numbering 1st, 2nd, 3rd, & 4th how you would like us to contact you in regards to your appointment.  

	
	Home
	
	Cell
	
	Work
	
	E-mail


Medical History    (Pg 1)
	
	Patient’s Name:
	       


	Do you have any medical allergies?
	□
	Y
	□
	N


If yes, please list below: (examples: aspirin, penicillin, sulfa, codeine, antibiotics, sedatives, local anesthetics, stimulants, Demerol, diet pills, antacids, laxatives, cold tablets, antibiotic ointments, tape, latex, talc powder, contact dermatitis, etc.)

	Allergy:
	Reaction:

	
	

	
	

	
	

	
	

	
	


Current Medications/Vitamins/Herbs:

List all medications and supplements you are currently taking. (Oral-Topical-Injection.  Include birth control pills & non-prescription medications or vitamins)

	Medication
	How Many
	How Often

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


List any surgeries/hospitalizations you’ve had:

	Surgery/hospitalization
	Date
	Complications

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Have you ever had problems with general/local/regional anesthesia?
	Y
	N

	Have you taken Zovirax, Famavir, Valtrex, or Hormone Supplements?
	Y
	N

	Do you use tobacco products?

If yes, how many per day?
	Y
	N

	Have you ever taken Accutane?

If yes, stop date:
	Y
	N

	Have you ever been tested for HIV?

If yes, date of last test.
	Y
	N

	Have you tested positive for HIV?
	Y
	N

	
	
	



Medical History (pg 2)

	
	Patient’s Name:
	       


	Do you or have you ever had any of the following illness or ailments?   (Please circle Y or N)

	Column 1
	
	
	Column 2
	
	
	Column 3
	
	

	Acne
	Y
	N
	Fever Blisters / Cold Sores
	Y
	N
	Poikiloderma of Civatte’s
	Y
	N

	Anemia
	Y
	N
	Genital Herpes
	Y
	N
	Polycystic Ovary Disease
	Y
	N

	Artificial Joints
	Y
	N
	Glaucoma
	Y
	N
	Psoriasis
	Y
	N

	Arthritis, _______________
	Y
	N
	Hay Fever
	Y
	N
	Radiation Therapy
	Y
	N

	Auto Immune Disease
	Y
	N
	Heart Problems / Disease
	Y
	N
	Recent Weight Gain/Loss
	Y
	N

	Bleeding Problems
	Y
	N
	Heart Murmur
	Y
	N
	Rheumatic Fever
	Y
	N

	Blood Clots / Phlebitis
	Y
	N
	Hepatitis or Yellow Jaundice
	Y
	N
	Rosacea
	Y
	N

	Blood Transfusion Reaction
	Y
	N
	Hernia

Type:
	Y
	N
	Thyroid Disease
	Y
	N

	Breathing / Lung Problems
	Y
	N
	High Blood Pressure
	Y
	N
	Tumors

Where?
	Y
	N

	Cancer

Where?
	Y
	N
	Hives or Rashes
	Y
	N
	Seizures
	Y
	N

	Cardiac Pacemaker
	Y
	N
	History of Skin Cancer
	Y
	N
	Stomach / Bowel Problems
	Y
	N

	Connective Tissue Disease
	Y
	N
	Keloid/Excessive Scar
	Y
	N
	Ulcers
	Y
	N

	Current Infections What/Where? 
	Y
	N
	Kidney Disease/Problems
	Y
	N
	Ultraviolet Light Therapy
	Y
	N

	CVA (Stroke)
	Y
	N
	Liver Disease / Problems
	Y
	N
	Vein Treatment
	Y
	N

	Diabetes
	Y
	N
	Melasma
	Y
	N
	Other:
	
	

	Emphysema
	Y
	N
	Mitral Valve Prolapse
	Y
	N
	
	
	


	I acknowledge that I have answered all of the above questions truthfully & completely to the best of my knowledge & recollection.


	X

	Patient’s Signature


Other than, what you are coming in for today, are you interested in any other services? (Please check all that apply)

	 FORMCHECKBOX 

	Laser Hair Removal
	 FORMCHECKBOX 

	Permanent Cosmetics

	 FORMCHECKBOX 

	Skin Care (Glycolic Peel or Microdermabrasion)
	 FORMCHECKBOX 

	ClearLight Acne Treatment

	 FORMCHECKBOX 

	Photo-rejuvenation (face/neck)
	 FORMCHECKBOX 

	Botox, Collagen, or Restylane

	
What is the reason for your visit today?
	

	Please let us know how you heard about us: 
	

	If you were referred by a person; may we thank him or her?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	Please check if you would prefer NOT to receive mailings. 
 (Occasionally we send information about new procedures, up coming events, promotions or discounts) 


FINANCIAL POLICY AND RESPONSIBILITY

Policy

Cosmetic Laser Center wants you to clearly understand your financial respon​sibility for services rendered.  After your initial evaluation, and before treatment is started, the findings and treatment recommendations will be explained to you.  Additionally, the cost of such treatments will be stated.

Cosmetic Laser Center is not a provider under any HMO, PPO, MEDICARE, or other insurance program. If you have health insurance, it is your responsibility to seek reimbursement from your in​surer, if desired and if available.  Most procedures performed at the Cosmetic Laser Center are cos​metic and will not be covered under many insurance policies.  The Cosmetic Laser Center will furnish you with any available information regarding your services that you may require to file your claim.

Payment for each service performed at the Cosmetic Laser Center is due at the time the service is rendered.  You may pay by cash, check, MasterCard, Visa, Discover, or Ameri​can Express.  If you desire to make other payment arrangements, please ask to speak to our busi​ness manager before treatment is performed.  Any payment plan that is approved will require you to (a) submit additional financial information and (b) pay interest and a service charge.  

When you pay with a check and the check is returned to us for any reason, we will send you a letter with a copy of the returned check along with a bill for any bank fees and a returned check fee of $20. When you pay by check, you agree to this returned check policy.

Responsibility

By signing below, you agree to pay all amounts due on your account as services are rendered.  Payment in full is due upon the scheduling of your first appointment, not at the time of your first treatment. All sales are final. No refunds will be issued on packages. Unused portions of packages can be transferred to other services.  If for any rea​son a balance is due on your account, a late charge of 5% will be added for each month you are late.  All treatments will be suspended until payment is made in full.  If collection efforts are required, you agree to pay costs of collection, including, attorneys’ fees, court costs and any other costs relating to your collection.  If special payment arrangements have been made with the Cosmetic Laser Center, you agree to pay in accordance with those terms.

You hereby authorize the release of any and all information to any in​surance company requesting it relating to services performed by the Cosmetic Laser Center.  

We know your time is valuable, as ours and other patients.  If you cancel or reschedule your appointment within 24 hours of your appointment you may be subject to an additional fee of $50.00.  You are also subject to this fee if you no show for your appointment without canceling. 

	X
	
	

	Responsible Party
	
	Date


Your Rights and Responsibilities as a PATIENT at
Cosmetic Laser Center

	Acknowledgement form


I have received the Notice of privacy practices and i have been provided an opportunity to review it.

	Name:
	
	Birth date:
	

	Signature:
	
	Today’s Date:
	

	
	
	
	

	
	
	
	

	
	Whom, if any, can we discuss your medical treatment with: (please list)
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Your Rights and Responsibilities as a PATIENT at Cosmetic Laser Center


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!

This notice takes effect 9/1/03 and remains in effect until we replace it, at that time you will be notified in writing of any changes.

	1. Our Pledge regarding medical information


The privacy of your medical information is important to us.  We understand that your medical information is personal and we are committed to protecting it.  We create a record of the care & services you receive at our organization.  We need this record to provide you with quality care and to comply with certain legal requirements.  This notice will tell you about the ways we may use and share medical information about you.  We also describe your rights and certain duties we have regarding the use and disclosure of medical information.

	2. OUR LEGAL DUTY


Law Requires Us to:

1. Keep your medical information private.
2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your medical information.
3. Follow the terms of the current notice.
We Have the Right to:

1. Change our privacy practices and terms of this notice at any time; provided the law permits the changes.
2. Make the changes in our privacy practices and the new terms of our notice effective for all medical information that we keep, including previously created or received before the changes.
Notice of Change to Privacy Practices:

1. Before we make an important change in our privacy practices, we will change this notice and make the new notice available upon request.
	3. Use and disclosure of your medical information


The following section describes different ways that we use and disclose medical information.  Not every use or disclosure will be listed.  However, we have listed all of the different ways we are permitted to use and disclose medical information.  We will NOT use or disclose your medical information for any purpose not listed below, without your specific written authorization.  Any specific written authorization you provide may be revoked at any time by writing to us at the address at the end of this notice.

· For Treatment: We may use medical information about you to provide you with medical treatment or services.  We may disclose medical information about you to doctors, nurses, technicians, medical students, or other people who are taking care of you.  We may also share medical information about you to your other health care providers to assist them or us in treating you.

· For Payment:  WE may use and disclose your medical information for payment purposes.  A bill/receipts may be given/sent to you.  The information on or accompanying the bill may include your medical information.  

· For Health Care Operations:  We may use and disclose your medical information for our health care operations.  This might include measuring and improving quality, evaluating the performance of employees, conducting training programs, and getting the accreditation, certificates, licenses and credentials we need to serve you.  

· ADDITIONAL USES AND DISCLOSURES:  In addition to using and disclosing your medial information for treatment, payment, and health care operations, me may use and disclose medical information for the following purposes.

· Facility Directory:  The following medical information about you will be placed in our computer database:  your name, address, phone number, birth date, e-mail address, your condition described in general terms, allergies, pertinent medical condition, and how you heard about our facility.  

· Notification:  We may use and disclose medical information in case of emergency to notify or help notify: a family member, your personal representative or another person responsible for your care.  We will share information about your location or general condition.  If you are present, we will get your permission if possible before we share, or give you the opportunity to refuse permission.  In case of emergency, and if you are not able to give or refuse permission, we will share only the health information that is directly necessary for your health care, according to our professional judgment.

· Disaster Relief: We may share medical information with a public or private organization or person who can legally assist in disaster relief efforts.

· Specialized Government Functions:  Subject to certain requirements, we may disclose or use health information for military personnel and veterans, for national security and intelligence activities, for protective services for the President and others, for medical suitability determinations for the Department of State, for correctional institutions and other law enforcement custodial situations, and for government programs providing public benefits.

· Court Orders and Judicial and Administrative Proceedings:  We may disclose medical information in response to a court or administrative order, subpoena, discovery request, or other lawful process, under certain circumstances.  Under limited circumstances, such as a court order, warrant, or grand jury subpoena, we may share your medical information with law enforcement officials.  We may share limited information with a law enforcement official concerning the medical of an inmate or other person in lawful custody with a law enforcement official or correctional institution under certain circumstances.

· Public Health Activities:  As required by law, we may disclose your medical information to public health or legal authorities charged with preventing our controlling disease, injury or disability, including child abuse or neglect.  We may also disclose your medical information to persons subject to jurisdiction of the Food and Drug Administration (FDA) for purposes of reporting adverse events associated with product defects or problems to enable product recalls, repairs or replacements, to track products, or to conduct activities required by the FDA.  We may also, when we are authorized by law to do so, notify a person who may have been exposed to a communicable disease or otherwise be at risk of contacting or spreading a disease or condition.

· Victims of Abuse, Neglect, or Domestic Violence:  We may use and disclose medical information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes.  We may share your medical information if it is necessary to prevent a serious threat to your health or safety or the health or safety of others.  We may share medical information when necessary to help law enforcement officials capture a person who has admitted to being part of a crime or has escaped from legal custody.

· Law Enforcement:  Under certain circumstances, we may disclose health information to law enforcement officials.  These circumstances include reporting required by certain laws (such as the reporting of certain wounds), pursuant to certain subpoenas or court orders, reporting limited information concerning identification and location at the request of law enforcement official, reports regarding suspected victims of crimes at the request of a law enforcement official, reporting death, crimes on our premises, and crimes in emergencies.

· Appointment Reminders:  We may use and disclose medical information for purposes of reminding you of your appointments.

· Alternative and Additional Medical Services: We may use and disclose medical information to furnish you with information about health-related benefits and services that may be of interest to you, and to describe or recommend treatment alternatives.

	4. Your individual rights


You Have a Right to:

1. Look at or get copies of certain pages of your medical information.  You must make your request in writing.  You may get the form to request access by using the contact information listed at the end of this notice.  You may also request access by sending a letter to the contact person listed at the end of this notice.  If you request copies, we will charge you $.20 for each page, and postage if you want the copies mailed to you. 

2. Receive a list of all the times we or our business associates shared your medical information for purposes other than treatment, payment, and health care operations and other specified exceptions.

3. Request that we place additional restrictions on our use or disclosure of your medical information.  We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in the case of an emergency)

4. Request that we communicate with you about your medical information by different means or to different locations.  Your request that we communicate your medical information to you by different means or at different locations must be made in writing to the contact person listed at the end of this notice.

5. If you have received this notice electronically, and wish to receive a paper copy, you have the right to obtain a paper copy by making a request in writing to the contact person listed at the end of this notice.

	Contact Information


Larry Branam, RN, Owner

7030 Mexico Road, Suite A

636-397-4002

www.cosmeticlasercenter.org ~ e-mail: info@cosmeticlasercenter.org

Women Only�
�
�
�
Date last menstrual period started:�
�
�
�
Any problems with your menstrual period/cycle? If yes, please explain:�
Y�
N�
�
�
�
�
�
Contraception Method:�
�
�
�
Any chance you are pregnant?�
Y�
N�
�
Are you currently breastfeeding?�
Y�
N�
�
OB/GYN Physician:�
�
�
�









