Cape Fear Aesthetics

Last Name: ____________________  Middle initial_____  First: __________________ 

DOB:_________  Sex:____  Social Security  #_______________  EMAIL: ____________________________
Street: _____________________________City: ___________________ State: __________ Zip code: ___________

Daytime Phone: _____________ Mobile: _____________ Service Provider____________

Ethnicity: ______________ Occupation: ____________________
In case of emergency, contact: ________________________  Phone: ________________ 
Please list any medication(s)/ supplement(s) you are currently taking: ___________________________________________________
______________________________________Specify any known allergies? _____________________________________________

Specify any condition(s) for which you are receiving medical/complimentary treatment? ____________________________________

What are your goals for this treatment(s)? _________________________________________________________________________
What is your primary concern/complaint? _______________________________________________________________
Please list any recent accident(s) /injuries sustained? _______________________________________________________
Are you currently using Retin-A/ Renova/ Differin/ Tarazac/ Glycolic/ AHA/ Accutane?
(  ) yes

(  ) no

If yes, what strength and how long?

Have you had any peels, including microdermabrasion?




(  ) yes

(  ) no

If yes, what type?

Do you currently receive facial waxing/ electrolysis or use depilatories?


(  ) yes

(  ) no

If  yes, how does your skin react to them?

Have you ever had a bad reaction to a skin care product or treatment?


(  ) yes

(  ) no

If yes, please describe?

I would describe my skin as 

(  ) dry

(  ) normal

(  ) oily

(  ) combination

History of sunburn


(  ) always
(  ) usually

(  ) sometimes
(  ) rarely

Have you ever had severe sunburn (blistering/swelling)?
(  ) yes
  (  ) no
     If yes, what areas ___________________

When was your most recent sunburn?

How often do you use sun protection?
(  ) always
(  ) usually
(  ) sometimes
(  )rarely

If yes, what SPF? __________________________________________
What are the cosmetic improvements you would like to see in your skin?

What skin care regiment are you willing to do at home?  How long?

How did you hear about our services? ___Friend ___Family ___Newspaper ___Up and Coming ___Drive By ___Other
Please read the following statement and sign below:

I fully understand the treatments received at Cape Fear Aesthetics should not be construed as a substitute for medical examination, diagnosis and or treatment.  Since particular treatments should not be preformed under certain medical conditions, I affirm that I have informed all responsible parties of known physical and mental conditions and medications.  I affirm that I will keep responsible parties updated on any changes in my medical profile.  I also understand that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment.
Date:_____________________    Signature: _______________________________________________________

CONSENT FORMS

Dear Patient,

Our practice is required to have various consent forms in your record to be able to provide you with medical care.  These include: permission for treatment, assignment of benefits, release of information, and insurance coverage waiver.  As a convenience to you, we have covered all of these necessary items in this one page document.  Your signature below acknowledges your understanding of all of them.

Thank you,

CFA Staff

Consent to Treat  

I (or my legal guardian/parent) authorize CFA to provide medical care reasonable by today’s standards.

Assignment of Benefits

I hereby assign to CFA any insurance or other third-party benefits available for health care services provided to me.  I understand that CFA has the right to refuse or accept assignment of such benefits.  If these benefits are not assigned to CFA, I agree to forward to CFA all health insurance and other third-party payments that I receive for services rendered to me immediately upon receipt.

Consent for Release of Information

I authorize CFA to release all medical information (including, but not limited to, information on psychiatric conditions, sickle cell anemia, alcohol and drug abuse, and HIV or communicable diseases) requested by my health insurance carrier or any other third party payers.  I authorize CFA to release all information to my referring doctor and any doctors they may consult, as well as to my primary physician.  I authorize CFA to contact my insurance company or health plan administrator to obtain all pertinent financial information concerning coverage and payments under my policy.  I direct the insurance company or health plan administrator to release such information to CFA.  

Insurance Coverage Waiver

I understand that my eligibility for coverage by ____________________________ cannot be confirmed at this time.  I wish to receive medical care from CFA.  If it is determined that I am not eligible for coverage, I understand that I will be responsible for payment of all services provided.

Patient’s Name_______________________________________

Patient’s Signature____________________________________

Date___/___/___

FINANCIAL POLICY OF CAPE FEAR AESTHETICS

This statement describes our financial agreement between you the patient/guardian and our practice.  Patients over the age of 18 will be held responsible for their medical bills with our practice.  Parents/guardians of patients under the age of 18 will be held responsible for these patients.   

To help us provide the most efficient and reasonable health care services, it is necessary for us to have a Financial Policy stating our requirements for payment of services provided to our patients.  Patients are responsible for the payment of all services provided by our office.   It is our policy to file for insurance as a courtesy to you if we have accurate and complete insurance information.  All benefit information we obtain for you is an estimate only of your cost, and is subject to change. 

Since we are not a party to the agreement between you and your insurance company, we ask that you assist us in contacting them in the event that services are not paid within 30 days. Co-pays and deductibles are expected at the time of service.  If we do not participate in a plan with your insurance company, we will still file with your insurance carrier.  However, you will be responsible for payment at the time of service.  If we receive duplicate payment from the insurance company, we will then refund any overpayment to you.  Patients with Medicare are responsible for all medical care rendered that Medicare labels as not needed.  All services that an insurance company determines to be non-covered, or for any remainder due after our office receives a payment or denial from your insurance company will be your responsibility.  All balances are expected to be paid in full upon billing receipt.  

If you do not have insurance, you will be considered a “SELF PAY” patient.  Payment is due in full at the time of service.  

We can complete medical disability and Family Medical Leave Act (FMLA) forms.  We require three business days to complete them.  A $25.00 fee will be charged for this service. 

We also charge a fee to copy medical records.

Patient “NO SHOWS” and cancellations are a tremendous loss for our practice.  Please help our office reduce those losses by canceling within 24 hours if you cannot keep your appointment.  Failure to give notice prior to your appointment will result in a $25 fee to be paid by the patient/guardian.
A $5.00 fee will be assessed for each call to the answering service after hours that must be patched through to the doctor because of a block on the patient’s phone line.

We accept cash, major credit cards, debit cards, personal checks, and money orders.

A $25.00 fee for checks with insufficient funds will be assigned.  If multiple checks are returned to our office for insufficient funds, we will deny personal check as a method of payment.

Any account that is overdue or non-compliant with our payment policy will be given to a collections service and a 25% fee of monies due will be assessed to the account. 

I agree to adhere with the financial agreement outlined above.

PATIENT’S NAME_____________________________________________

PATIENT’S SIGNATURE________________________________________DATE:___/___/___     
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Patient Consent for Use and Disclosure 
of Protected Health Information

With my consent, Cape Fear Aesthetics may use and disclose protected health information (PHI) about me to carry out treatment, payment and healthcare operations (TPO).  Please refer to Cape Fear Aesthetics’ Notice of Privacy Practices for a more complete description of such uses and disclosures.  
Cape Fear Aesthetics reserves the right to revise its Notice of Privacy Practices at 

anytime.  A revised Notice of Privacy Practices may be obtained by forwarding a 

written request to Cape Fear Aesthetics, Privacy Officer at 2053 Valley Gate Dr., Ste. 102, Fayetteville, NC  28304.

With my consent, Cape Fear Aesthetics may call my home or other designated location 

and leave a message on voice mail in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my clinical care, such as laboratory results.  At the end of this document, I can specify alternative phone numbers where Cape Fear Aesthetics can attempt to contact me. 

With my consent, Cape Fear Aesthetics may mail to my home or other designated location any items that assist the practice in carrying out TPO, such as patient statements as long as they are marked Confidential.   I agree to allow Cape Fear Aesthetics to send appointment reminder cards that may disclose the nature of their business.
With my consent, Cape Fear Aesthetics may e-mail to my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements.  I have the right to request that Cape Fear Aesthetics restrict how it uses or discloses my PHI to carry out TPO.  

However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.  

By signing this form, I am consenting to Cape Fear Aesthetics’s use and disclosure of my 

PHI to carry out TPO.  

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  If I do not sign this consent, Cape Fear Aesthetics may decline to provide treatment to me.  

(Cape Fear Aesthetics will verify identity of patient by social security number when calling a patient.)

Other locations that I consent to be contacted include:

1. Phone no. _________________________
Location______________________

2. Phone no. _________________________
Location______________________

3. Phone no. _________________________
Location______________________

I hereby authorize Cape Fear Aesthetics to discuss my medical care with the following individuals:

1.  _________________________________

Relationship___________________

2.  _________________________________

Relationship___________________

I have received a written copy of Cape Fear Aesthetics’ Privacy Policies to review and am aware of the Notice of Privacy Practices.

______________________________

Signature of Patient or Legal Guardian

_______________________________





Patient’s Name




Date

___________________________________

Print Name of Patient or Legal Guardian

