Massage Therapy Intake Form

Name: Date of Birth:
Primary phone number: { } Referred by:
Have you had a professional massage before? How often?

How often?

How do you exercise?
Who is your chiropractor?

Qccupation:
How do you relieve stress?

What do you want me to work on specifically today?

Describe any surgeries in the last 2 years:

Describe any accidents in the last 2 years:

List all conditions monitored by a Health Care Provider: -

List any medications you took today:

Please check all current conditions:

Headaches Scoliosis Poor circulation

Sieep Problems Broken bones Thyroid dysfunction
Fatigue Spinal/disc problems Sciatica

Cold symptoms in last Muscle spasms/cramps Depression

48 hrs '

Sinus Problems TMI (jaw} pain Blood Clots

Allergies Tendonitis/bursitis Stroke

Arthritis Varicose veins Heart disease

Osteoporosis Stiff/painful joints High/low blood pressure
Neck, shoulder or arm Currently pregnant Low back, hip or leg pain or
pain or numbness numbness

Asthma Malignant cancer or tumors
Diabetes Benign cancer or tumors

Describe any other condition(s):




Massage Informed Consent Form

| understand that the massage therapist does not diagnose illnass, disease or any
other physical or mental disorder. As such, the massage therapist prescribes neither
medical treatment nor pharmaceuticals nor performs any spinal manipulations.

It has been made clear to me that this massage is not a subsiitute for medical
examinations and/or diagnesis and that it is fo recommended that | see a physician
for any physical ailments | might have
Because a massage therapist must be aware of existing physical conditions | have
stated all my known medical conditions and take it upon myself to keep the massage
therapist updated on my physical health.

I am indicating to my massage therapist those areas that | do not want included in
my massage by circling the areas on the figures below.

Patient Signature
Printed Name
Date_




Cassis Dermatology & Aesthetics Center

’ PATIENT iNFORMATION PLEASE PR!NT GENDER {please circley Male Female
PATIENT
FIRST MIDDLE LAST
ADDRESS .
STREET PO BOXES MUST INCLUDE STREET ADDRESS  CITY STATE ZIP COUNTY
BIRTHDATE / / HOME PHONE / -
MARITALSTATUS S M D W O WORK PHONE / - EXT
EMAIL ADDRESS CELL PHONE / -
BEST NUMBER BTWN SAM & 4PM (Please circle one) Home  Work Cell
I: {Please circle one)
CHECK BOX TO RECEIVE EMAILS ABOUT COSMETIC PROMOTIONS AND SPECIALS

PLEASE PROVIDE COPY OF INSURANGE CARD

. PRIMARY. INSURANCE INFORMATION -

GUARANTOR
FIRST MIDDLE LAST
ADDRESS
STREET cY STATE : ZiP COUNTY
EMPLOYER / SCHOOL
NAME & ADDRESS
BIRTHDATE /I /
BEST NUMBER BTWN 9AM & 4PM (Please circle Oney  Home  Work  Cell / -
RELATIONSHIP TC PATIENT

X oMYA YNNI UTS Y pLEASE PROVIDE COPY OF INSURANCE CARD

GUARANTOR ]
FIRST MIDDLE LAST

ADDRESS

STREET CITY STATE zZip COUNTY
EMPFLOYER / SCHOQL

NAME & ADDRESS

BIRTHDATE / /
BEST NUMBER BTWN 9AM & 4PM  (Please circle One)  Home Work  Cell / -
RELATIONSHIP TO PATIENT

' EMERGENCY CONTACT INFORMATION

RELATIONSHIP TO PATIENT

1) NAME
HOME PHONE / - CELL PHONE / -

WORK PHONE / - ext BEST NUMBER BTWN 9AM & 4PM  (Pleass circle ane)  Home Work Cell
2) NAME RELATIONSHIP TO PATIENT

HOME PHONE / . CELL PHONE i -

WORK PHONE / - ext BEST NUMBER BTWN 9AM & 4PM  (Please circle one) Home Work Cell




Dermatology Medical History __ .~

Patient: Age: Today's Date: / /

Reasonforioday'svisit:

Are you aliergic to any medications? O YES 0O NO I[f yes, list befow:

1 2

Have you ever had dental anesthesia (Novocaine)? L YES @NO Any bad reaction? O3 YES U NG

List all medications you are currently taking {inciuding prescriptions, over-the-counter meds , vitamins, and herbals).

1 3 5

2 4 6

Do you have now, or have you ever had diseases or conditions of: (Please check YES or NO)

Lungs: YES NO Other Systemic: YES NO
Bronchitis O a Diabetes o Q
Emphysema | a Excessive thirst/hunger a [
Asthma [ a Amputation N | o
ChronicCough d d Thyroid a Q
Morning Cough | S | Kidney m| d
Shortness of Breath m] a Dialysis Q g
Wheezing ] a Bladder a Q

Frequency/burning | a

Cardiovascular: YES NO Gastrointestinal o
High Blood Pressure o 0 Stomach absorptive disorder L Q
Chest Pain a 0O Nausea, vomiting, diarrhea
Heart Attack a a when taking antibiotics i) Q
Heart Murmur O Q Yeast infect}on whgr} _

Irregular Heartbeat 0 a taking antibiotics a U
s Arthritis/Joint Deformity Q a
Phlebitis a a .
. . Arthralgia g a
inflammation of vein Q [ o .
Blocd dlots a a Limited motion Q |
p K a a Artificial joint Q ]
acemaker Convulsions, Epilepsy or Seizures 4 d
. . s Fainting 0 a

List any other diseases or conditions: .

List surgical procedures you have had in the ast 6 months:

Skin: Haveyoueverhad skin cancer? & YES O NO

Has anyone in your family had skin cancer? O YES QO NO Iliyes, TYPE:

Do you have a history of any specific skin diseases? Q YES LI NO Ifyes,

Do you have problems with healing O YES QNO

Do you develop keloids (scars) after surgery L YES Q NO

Do you bleed easily? O YES 2 NO

Do you develop skin rashes in reaction io O Medications 0 Food W Environment O Bandages U Topical Neosporin
L Other

Social History:

Do you drink alcohol? O YESUO NO HYES _drinks per day

Do you use IV drugs? 0O YES O NO IfYES, what? How often?

Do you smoke? o YES O NO If YES, how much:

Have you had or have you been expesed to HIV (AIDS) ? O YES O NO HEPATITIS? IfYES, TYPE: A B C

Please answer the following questions:
{(Women) Are you pregnant? 8 YESQ NO DueDate: __/ [

Whatis yourcccupation? Hobbies?
Completedby: O Patient i
O Medical Assistant Signed by Patient Date
Initials /o
Reviewedby Date

©2005Inga Elizey Practice Group Inc. Maybe reproducedfor personaluse only



Cassis Dermatology & Aesthetics Center

| understand | arn personally responsible ta Cassis Dermatology & Aesthetics Center (The Practics) for any charges incurred for services
performed regardless of insurance coverage. | accept full FINANCIAL RESPONSIBILITY for the patfent's account in accordance with the
regular rates and tems of The Practice’s policy

I undesstand most health insurance carriers require The Practice to file a claim for my services, but that | am responsible for any and alt
amourits not covered and not paid by my insurance carier. These amounts may include co-payments, deductibles, and fees not covered
by my health insurance. IF MY INSURANGCE CARRIER REQUIRES A REFERRAL FOR MY OFFICE VISIT, | UNDERSTAND IT IS MY
RESPONSIBILITY TO OBTAIN THIS AND PRESENT THIS REFERRAL AT THE TIME OF MY VISIT {IF NOT BEFORE). Failure to obtain
a referral, if required, dees not release me from my responsibiliy to The Practice. SERVICES PROVIDED WITHOUT A REFERRAL, IF A
REFERAL I8 REQUIRED, REMAIN MY RESPONSIBILITY '

}understand that if | am not coversd under a current insurance policy or if | do not present a current insurance card at the time of service,
that t will be responsible for pgyment in full at the time services dre rendered. ‘

Most aesthetic servicas are not covered by health insurance Biopsy and removal of skin lesions may not be covered by my heaith
insurance Iam respensible fdr payment of any aesthetic services or freatments or any medical condifions not _covered by my in_._s,urénqe.

' hereby authorize Thie Practice to submit a claim to my Insurance Carier or its intermediaries felated to services rendered by any
ology & Aestiefics Center, and direct my insurarice carrier er it's intermediaries

physician or medical provider employed by Cassis Dermat
to fssue payment directly to Thé Practice ane/or provider wha accepts assignment

Date

Signature

t understand when The Practice provides an appointment time; | remain responsible for payment for sefvices if 1 fail to notify The Practi¢e
with 24-hour notics, [ remidin responsible for payment for my appointment. Failure fo notify The Practice may result it a $25 no show fes. 1
undérstand my health insurancé will not cover this fee, and | will remain personally responsible for payment of this fee. Repeated failure to
show for appointments may result in my dismissal frem The Practice o | ‘

] - If Cassis Demmatology & Assthetics Center refers my account to a collection agency, ! agree 6 a pay all fees, collection fées and
fegal fees, associated with my delinquent accourt ! undarstand | will be responsible for any collection fees, including any legal expenses
incurred in settling my delinguent account. | understand 2 delinquent account may be reason for termination from The Practice.

Date

Sigh'aturé

PERMISSION FOR TREATMENT is hereby grant to any physician or medical providér employed by The Practice fo render such medical
and surgical treafment as deerned negsssary for

Dépeﬁd@ar;t’s Name

S'ign’zituré of Parent or Guardian Relationship to Patient

provides a detailed description of the Uses and disclosur
fealth information. :

knowledgs Cassis Demnatology & Aesthetics Genter (the Practice) has provided me a copy of its Notice of Privacy Practices, which
es allowed by this consent, as well as other fighits | have regarding my protacted

Signature Date

Printed Name of Pafient or Personal Representative Relationship to Patient

{If different than patient only)



Cassis Dermatology & Aesthetics Center

'CONSENT FOR USE OR DISCLOSURE OF PATIENT INFORMATION
I hereby consent to Cassis Dermatoiogy & Aesthetics Center using or disclosing my protected health information for the purpose of
providing treatment to me, obtaining payment for heaith care seivices rendered to me, or to carry out the Praclice’s health care operations.
I also consent o the Practice using or disclosing my protected health Informaticn for treatment activities provided by another health care

y ancther health care providerf or entity. I further consent to the discldsure of my

provider, as well as the payment activities conducted b
protected health information in order for another provider of health cars entity -0 conduct heaith care operations including quafity

assessiment and réviewing the competence of heaith care professionals

Signature Date

F'rfn'ted Narnie (if different than patient only) Relationship to Patient

IC INFORMATION RELEASE (if applicable)_
iépe.cnﬁcé'lly authorize releass of the fcilfcwing.]'nfb‘rmat'idn'for-the pdrpdses_ of treatment, payment, and health care operations:
(Initial any you agree fo release)

. Sexually Transmitted Diseases

Chermical Dependency/Substance Abuse .

Signature ' Date

Printed Name ( different than patient only) Relationship to Patient



Dermzzfo!bgy dr.Adesthetics Center
FINANCIAL POLICY

Thank you for choosing us as your heaith care provider. We are committed to the quality treatment of each and
every patient. Please understand that payment for your biil is considered part of your treatment The following is a
statement of our Financial Folicy, which we require that you read and sign prior to treatment.

All patients must compiete our Patient Registration process prior to seeing the physician.

WE ACCEPT CASH, CHECKS, VISA & MASTERCARD.
In the event of a returned check, for any the following reasons: non-sufficient funds, stop payment
or closed account, a fee of $30 00 will be charged to your account.

INSURANCE CARD _
We will not bill your insurance company unless you provide a cuirent insurance card.

PARTICIPATING PROVIDER {CONTRACTED)

We accept assignment of insurance benefits on many insurance pians. During the Patient Registration process you
will be told whether or not we accept assignment of your insurance bensfits. We will file all charges fo your insurance
company. Because we are a participating provider with your insurance carrier, you be responsible to pay any co-pay
amounts each visit. You will also be responsible for any deductible/coinsurance amounts, as stated in your poficy,
and vou will receive a statement in the mail, from our office, for these amounts  If you participate in a High Deductible
Insurance Plan, you will be asked to pay at the time of service. We will file the claim on your behalf with your carrier.
Any charges considered cosmetic, non-covered of net medically necessary will be your responsibility and will be due

in full at the time of service

NON-PARTICIPATING PROVIDER {NON-CONTRACTED)

Because we are not contracted with your insurance carrier, you will be responsible to pay your total charges. We will
file all-charges to your insurance company. You will be responsible for any charges not coverad by your insurance
carrier, as stated in your policy We will allow 45 days to receive payment from the insurance cafrier; if not received,
the eniire balance will be billed to you. You will receive a statement in the mail from our office for these amounts
Any charges considered cosmetic, non-covered or not medically necessary will be your responsibility and will be due
in full at the time of service. We will not follow-up with your insurance carrier on any unpaid claim. It is your
responsibility to work directly with your insurance carrier on any disputed or unpaid claims.

RATES
Our practice is committed to providing the best treatment for our patients at a rate considered usual and customary
for our area. '

MINOR PATIENTS

Minor - patients must be accompanied by a :parent or legal guardian each visit. The parent/legal guardian
accompanying the minor to the first visit. will ‘be considered guarantor on the account; therefore, accepiing: full
financial responsibility for all services rendered on the minor's behalf and.charged to their account.

Thank you for understanding our Financial Policy Please let us know if you have any questions or concerns

| HAVE READ THE FINANCIAL POLICY AND l.UNDERST"AND AND AGREE 7O THIS FINANCIAL POLICY,

X
Patient Name (Piease Print)

X _ Date
Signature of Patient or Responsible Party

X Date

Signature of Co-Responsibie Party




