
Social Security Number

Parent/Guardian Home Phone: ____________________ Work Phone:

Address City State Zip

Date of Birth Sex
 M  F

Marital Status: Single  Married
Divorced  Separated  Widowed

Age

In emergency, contact: Relationship Phone

REASON FOR VISIT Date of Onset

Name of Referring Doctor Name of Primary Care Doctor

PRIMARY INSURANCE CARRIER’S NAME

Insurance Carrier’s Address City State Zip

Name of Insured Relationship
 Self  Spouse  Child

Insured’s Phone

ID # Group #

SECONDARY INSURANCE ID#

PATIENT REGISTRATION INFORMATION

Patient Signature (If patient is a minor, Parent/Guardian Signature) Date

Witness Date

Name of Employer and Address: Email Address (required):

Cell Phone :   ____________________

HEALTH INSURANCE INFORMATION
"If Cash Pay Do Not Fill"

Name, (Last, First, Middle)        Mrs                      Ms       �             Mr

ziadsara@hotmail.com
Draft



 
Authorization to Release and Disclose Photographs 

 
 
             (Please initial either yes or no on each line) 
           
             For research, educational informational purposes:                             Yes___         No___  
             For publications in a medical journal and /or textbook:                       Yes___         No___ 
             For general advertising, publicity, or promotional purposes:               Yes___         No___ 
 

 

 

 

 

       
         
 

Signature: _________________________   

Date: _____________________________ 

 
 
          Print name: ________________________ 

             I, (print name) ______________________________, voluntarily consent to the     

Copyright, publication, and use of my picture and likeness by  Advanced Skin & 
Vein Care Centers, affiliates, successors, and assignees. 

 
By signing this form, I am allowing  Advanced Skin & Vein Care Centers, affiliates, 
successors and assignee to disclose photographs taken of me before, during, and after 
treatment.  

I hereby release  Advanced Skin & Vein Care Centers from any claim, demand, 
cause, action, or proceeding of whatever nature arising out of publication and 
distribution of the said photographs in accordance with the terms of this release. 
This release also includes affiliates, successors, and assignees of  Advanced Skin & 
Vein Care Centers. 

 
I understand that once my photographs have been disclosed to  Advanced Skin & Vein 
Care Centers, affiliates, successors and assignees the photographs will no longer 
be protected by federal privacy laws. However,  Advanced Skin & Vein Care Centers 
affiliates, successors, and assignees will not use the photographs except as permitted 
on this authorization form. I understand that I will be given a signed copy of this form.   

 
I hereby release  Advanced Skin & Vein Care Centers, its affiliates, successors, and 
assignees from any claim demand, cause, action, or proceeding of whatever nature 
arising out of publication and distribution of the said photographs in accordance with the 
terms of this authorization.   



HIPPA Notice of Privacy Practices 
 
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 of Privacy Practices describes how we may use and disclose your protected health information (PHI) to 
carry out treatment, payment or health care operations (TPO) and for other purpose that are permitted or 
required by law. It also describes your rights to access and control your protected health information. “Protected 
Health Information” is information about you, including demographic information, that may identify you and that 
relates to your past, present or future physical or mental health or condition and related health care services. 
 
1. Uses and Disclosures of Protected Health Information 
 
Uses and Disclosures of Protected Health Information 
Your protected health information may be used and disclosed by your physician, or staff and others outside of our 
office that are involved in your care and treatment for the purpose of providing health care services to you, to pay 
your health care bills, to support the operation of the physician’s practice, and any other use required by law. 
 
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your 
health care and any related services. This included the coordination or management of you health care with a 
third party. For example, we would disclose your protected health information, as necessary, to a home health 
agency that provides care to you. For example, your protected health information may be provided to a physician 
to whom you have been referred to ensure that the physician has the necessary information to diagnose you. 
 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care 
services. For example, obtaining approval for a hospital stay may require that your relevant protected health 
information be disclosed to the health plan to obtain approval for the hospital admission. 
 
Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support 
the business activities of your physician’s practice. These activities include, but are not limited to, quality 
assessment activities, employee review activities, training of medical students, licensing, and conducting or 
arranging for other business activities. For example, we may disclose your protected health information to medical 
school students that see patients in our office. In addition, we may use a sign-in sheet at the registration desk 
where you will be asked to sign your name and indicate your physician. We may use or disclose your protected 
health information, as necessary to contact you to remind you of your appointment. 
We may use or disclose your protected health information in the following situations without your authorization. 
These situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: 
Health Oversight: Abuse or Neglect: Food and Drug Administration Requirements: Legal Proceedings: Law 
Enforcement: Coroners: Funeral Directors: and Organ Donations: Research: Criminal Activity: Military Activity and 
National Security: Worker’s Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make 
disclosures to you and when required by the Secretary of the Department of Health and Human Services to 
investigate or determine our compliance with the requirements of Section 164.500. 
 
Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or 
Opportunity to Object unless required by law. 
 
You may revoke this authorization, at any time, in writing, except to the extent that your physician’s practice has 
acted in reliance on the use or disclosures indicated in the authorization. 
 
Your Rights 
Following is a statement of your rights with respect to your protected health information. 
 



You have the right to inspect and copy your protected health information. Under federal law, however, you may 
not inspect or copy the following records; psychotherapy notes, information compiled in reasonable anticipation 
of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is 
subject to law that prohibits access to protected health information. 
 
You have the right to request to receive confidential communications from us by alternative means or at an 
alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you 
have agreed to accept this notice alternatively i.e. electronically. 
 
You have the right to have you physician amend your protected health information. If we deny tour requests for 
amendments, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to 
your statement and will provide you with a copy of any such rebuttal. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health 
information. 
We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have 
the right to object or withdraw as provided in this notice. 
 
Complaints 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have 
been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will 
not retaliate against you for filing a complaint. 
 
This notice was published and becomes effective on/or before January 1, 2020. 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal 
duties and privacy practices with respect to protected health information. If you have any objections to 
this form, please ask to speak with our HIPPA Compliance Officer in person or by phone at our Main 
Phone Number. 
 
I give permission for my information, records, labs, prescription information, and imaging to be released to the 
following: 

 
____________________________________   ________________________________ 
Name        Phone Number 
____________________________________   ________________________________ 
Name        Phone Number 
____________________________________   ________________________________ 
Name        Phone Number 
 
Signature below is your acknowledgment that you have received this Notice of our Privacy Practices: 
 
Print Name: _______________________ 
 
Signature: ________________________ 
 
Date: ____________________________ 
 
 

 



 
 

 

 

 

 
Name:  ____________________________________________________    DOB:  _____________________ 

 

Personal History 

Have you ever seen a physician or technician specifically for a skin problem or skincare?    ! Yes     ! No 

If yes, when and for what reason?  ___________________________________________________________________ 

Are you currently under any other physician’s or technician’s care for your skin?   ! Yes    ! No 

If yes, detail reason (s):  ___________________________________________________________________________ 

Do you have any allergies or skin sensitivities?    ! Yes    ! No 

If yes, list all allergies/skin sensitivities:   _____________________________________________________________ 

Do you currently take any oral medications (prescriptive pharmaceuticals)?    ! Yes    ! No 

If yes, list all oral medications:  _____________________________________________________________________ 

Do you use any topical medications (prescriptive pharmaceuticals)?    ! Yes    ! No 

(includes Retin-A, Hydroquinone, Benzoyl Peroxide, Antibiotics, Metrogel, Efudex, Cortisone, etc.) 

Have you ever had a “COLD SORE”?    ! Yes    ! No 

If yes, when was your last cold sore?  _____________________________ 

Do you ever use hair removal creams or waxes on your face    ! Yes    ! No 

If yes, when last used?  ________________________________________ 

 

For women only: 

Are you trying to become pregnant?    ! Yes    ! No                           Are you in a fertility program?    ! Yes    ! No 

Are you pregnant or lactation?    ! Yes    ! No                                    Have you ever been pregnant?    ! Yes    ! No 

If yes, during pregnancy did you ever experience hyperpigmentation or a “pregnancy mask”?    ! Yes    ! No 

 

Skin Product History 

Do you currently use skincare products as a daily regimen?    ! Yes    ! No 

If yes, list products:  ______________________________________________________________________________ 

Have you done any aggressive exfoliation to your skin in the last 2 weeks?    ! Yes    ! No 

If yes, explain type(s) of exfoliation:  _________________________________________________________________ 

 

If yes, list all topical medications?  __________________________________________________________________ 

Patient Initials:________  

(includes Oral hormones, birth control pills, antibiotics including monocycline/Tetracycline, hypertension, etc.) 

Skin Care Consult 

Have you ever taken an oral retinoid?    ! Yes    ! No 

I currently take an oral retinoid:       Date discontinued _______________    Dosage/frequency used _______________ 

I took an oral retinoid in the past:    Date discontinued _______________    Dosage/frequency used _______________ 



Have you ever been diagnosed with Rosacea?  ! Yes  ! No If yes, when was the diagnosis made?  _________ 

Do you have difficulty healing from a cut or burn? ! Yes  ! No If yes, explain:  ___________________________ 

Have you been treated with:    ! Botox?    ! Fillers?    If yes, date of last treatment:  __________________________ 

Do you work inside?    ! Yes    ! No    Occupation:  ___________________________________________________ 

Are your hobbies done mostly outside?    ! Yes    ! No    Hobbies:  _______________________________________ 

In the past (including childhood) did you live in a sun belt?    ! Yes    ! No    If yes, where?  ___________________ 

In the past have you neglected to use a sunscreen when outdoors? ! Yes    ! No 

Are you willing to wear a sun protection product all day, every day? ! Yes    ! No 

Do you ever use tanning beds?    ! Yes    ! No    If yes, when?  ______________________ 

Fitzpatrick Scale (how your skin reacts to sun exposure).  How do you tan? 

! I Burn  ! II Usually Burn  ! III Sometimes Burn 

! IV Rarely Burn ! V Never Burn-“Brown” ! VI Never Burn-“Black” 

Is your skin pigmentation (skin discoloration):  ! Even    ! Uneven    ! Birthmark(s)    ! Pregnancy Mask 

What is your Ethnicity and Race (heritage)?  ___________________________________________________________ 

How Do You Want To Improve Your Skin? 
1.  ______________________________________________________________________________________________________ 

2.  ______________________________________________________________________________________________________ 

What Specific Skin Areas Do You Want To Treat? 
!  Face    ! Neck    ! Chest    Other:  _______________________________________________ 

 

Technician Signature: Date: 

M.D. Signature: Date 

 

Patient Signature: Date: 

I herby certify that the benefits, risks, alternatives, possible success, and complications of the procedures were discussed with me. I have signed cosnent form
and I was given verbal and written pre-post treatment guidelines. I will waive the treating entity from any responsiblity if I fail to follow these guidelines. 

 

 Keloids or Scarring      ! Yes    ! No  Date of Diagnosis:         __________________________

 
 

 Laser Treatments               ! Yes    ! No  Date of last procedure:   __________________________ 

illator
Bleeding Disorders          ! Yes    ! No  Date of last Diagnosis:   __________________________

Microdermabrasion-Peels   ! Yes    ! No  Date of last procedure:  __________________________ 

Implants-Facial Surgery ! Yes    ! No  Type of surgery(s)/date: __________________________ 

Other procedures/date?  ___________________________________________________________________________________ 

Additional comments about above procedure(s):  _______________________________________________________________ 

Autoimmune Diseases      ! Yes    ! No  Date of Diagnosis:         __________________________ 

Pacemaker-Defibr ! Yes    ! No  Date of last procedure:   __________________________

Patient Name: _______________________

How noticeable are your pores?    ! Very    ! T-zone only    ! Not very noticeable 

Sensitive and Intolerant or Dry Skin 

Do you “flush or redden” when eating spicy food, drink alcohol, angry or going in the sun, etc?    ! Yes    ! No 

Does your skin ever get flaky or itch?   ! Yes  ! No If yes, is it seasonal or all the time?  ___________ 

Oily Skin or Acne 

Any acne breakout?    ! Blackheads  ! Whiteheads  ! Enlarged Pores  ! Pustules  ! Large pores  ! Cysts 

Do you have any history of acne or periodic breakout?    ! Yes    ! No    If yes:  ! Now  ! In past? 

Do you always have a pimple or some type of breakout?    ! Yes    ! No 

Do you only experience breakout during or around your menstrual cycle?    ! Yes    ! No 

Does your skin ever flake or feel tight and dry?    ! Frequently?    ! Occasionally?    ! Very rarely? 

Is your skin every shiny (oily) a few hours after cleansing?    ! Frequently?    ! Occasionally?    ! Very rarely? 

Skin Procedure History 

Have you previously had any of these skin procedures (treatments)?    ! Yes    ! No    If no, skip this section. 

Advanced Skin & Vein Care Centers-Copyrights Protected       www.kentuckymedspa.com

Have you ever had a keloid scarring?  If yes, explain:  ___________________________________________________ 

Prematurely Aged and/or Hyperpigmented Skin 

Do you have facial wrinkles?    ! Deep wrinkles    ! Crows feet    ! Fine lines    ! Skin Laxity 





 
 

Fitzpatrick Classification Questionnaire 

SCORE   0 1 2 3 4 

  
What is the natural color 

of your hair? 
Sandy red Blond 

Chestnut, dark 
blond 

Dark brown Black 

 What is the eye color? 
Light blue, 

Gray, Green 
Blue, Gray, 

Green 
Blue Dark Brown 

Brownish 
Black 

  
What is the color of sun 
unexposed skin areas? Reddish Very pale 

Pale with beige 
tint Light brown Dark brown 

  
How many freckles on 
unexposed skin areas? 

Many Several Few Incidental None 

  
What happens when you 
are in the sun TOO long 

without sunblock? 

Painful 
redness, 

blistering, 
peeling 

Blistering 
followed by 

peeling 

Burns, 
sometimes 
followed by 

peeling 

Rarely burns 
Never had 
a problem 

  
How well do you turn 

brown? 
Hardly or not 

at all 
Light color 

tan Reasonable tan 
Tan very 

easily 
Turn dark 

very quickly 

  
Do you turn brown within 

one day of sun 
exposure? 

Never Seldom Sometimes Often Always 

  
How does your face 
respond to the sun? 

Very sensitive Sensitive Normal 
Very 

resistant 
Never had 
a problem 

  

When did you last 
expose yourself to the 

sun or artificial sun 
treatments? 

More than 3 
months ago 

2-3 month 
ago 

1-2 months ago 
Less than 1 
month ago 

Less than 2 
weeks ago 

  
Do you expose the area 
to be treated to the sun? 

Never Hardly ever Sometimes Often Always 

    TOTAL  

 

 00-07 points = Skin type I  
 08-16 points = Skin type II  
 17-25 points = Skin type III  
 25-30 points = Skin type IV  
 30-40 points = Skin type V & VI 

 
 



 
Advanced Skin & Vein Care Centers Policies 

 
Financial Policies and Information Collected: Because we provide elective cosmetic procedures, the care provided at Advanced Skin and Vein Care 

Centers is not covered by any medical insurance programs, and we do not participate in any such plans. Some of the content and medical spa services 

available in our location and on our website require registration. We may collect information (including but not limited to: name, phone number, mailing 

address, email address, etc). We may use this information to contact you if the need arises and to send you information about our company and 

promotional material. You have the right to opt out of receiving such mailings. Your credit card information may be stored by our client management 

partner. We reserve the right to change our client management partner or our payment processing partner at any time and without notice. If this concerns 

you check back regularly for changes. We reserve the right to use the stored credit card information to pay for continuing or recurring memberships, no 

show/late arrival fees, and outstanding balances on the client’s account. Payment Options: Payment for all medical spa procedures is due at time of 

treatment. All specially packaged treatments, grouped, or package pricing is due at first scheduled appointment. We accept cash, personal checks, Visa, 

MasterCard, American Express, and Discover, Flex spending or health savings cards are not accepted. Care Credit is not accepted for ANY 

INJECTABLES or THREADS.  

Visit Cancellation Policy: All clients are required to pay a $75 deposit at the time of booking the first appointment and $50 for follow up appointments, 

the deposit will be credited to the services rendered or refunded if no services are provided, in the event of a no show or cancellation less than 48 hours 

the deposit will NOT be refunded.  

Refund-Services: At Advanced Skin & Vein Care Centers we work with each client to discuss treatment objectives and review likely outcomes, benefits 
and risks associated with each treatment. We offer individual treatment as well as significantly discounted treatment package options so each client may 
choose the approach that is best suited for their needs and budget. Once services are purchased, they will not be refunded, however, to ensure our 
clients always receive the greatest experience at Advanced Skin & Vein Care Centers unused service values (cash equivalent for the remaining amount 
of a treatment package) can be applied to any other service at Advanced Skin & Vein Care Centers. For Skin Care Products, all sales are final, however, 
should you have a skin reaction to one of the products, it can be returned for a full refund within 7 days of purchase. All injectable treatment sales (such 
as, but not limited to Botox, Dysport, dermal fillers, laser treatments, facials, lash services, or chemical peels) are final; refunds or credits cannot be 
offered once treatment is completed. We will be honest in all our dealings with you. Aesthetics is not an exact science and how you may respond to a 
given treatment will vary from person to person. It is virtually impossible to predict results and therefore payments made for services are for treatments 
to be performed -- not for a specific result. However, we always strive to achieve the absolute best result that we can for you.  
Revisional Treatment or Treatment of Complications: The practice of medicine and surgery is not an exact science and cosmetics are the practice 

of medicine. Although good results are anticipated, there can be NO GUARANTEE OR WARRANTY, expressed or implied by anyone as to the actual 

results you may get. Occasionally additional treatments and/or treatment for problems or complications may be required. These could result in additional 

charges for which you may be responsible. Your insurance, if you have it, may or may not cover expenses related to actual complications or other 

medically related problems arising out of treatment at Advance Skin and Vein Care Centers.  

Personal belongings: Personal belongings are the full responsibility of the spa guest and should be kept in your possession at all times. Advanced Skin 

& Vein Care Centers is not responsible for lost or damaged items.  

Contact Policy: I understand that the only official means of communication with my physician is during the actual office visit. After normal business 
hours, Advanced Skin & Vein Care Centers will have a physician on call for emergency calls only via local Emergency Departments. Because my 
physician is busy caring for patients either in the hospital or in the office for the entire day, any other phone calls may be returned after normal business 
hours, at the sole discretion of the treating physician.  
Anti-Discrimination Policy: Advanced Skin & Vein Care Centers complies with applicable Federal civil rights laws and does not discriminate on the 

basis of race, color, national origin, age, disability, or sex. Advanced Skin & Vein Care Centers does not exclude people or treat them differently because 
of race, color, national origin, age, disability, or sex. If you believe that Advanced Skin & Vein Care Centers has failed to provide these services or 
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: Ziad Sara, MD, BlueGrass 
Renal Care, PSC, Corporate Compliance Officer Mailing Address: 3229 Summit Square Place, Suite 230, Lexington, KY 40509. Telephone number: 
859-554-0519 Fax: 88-502-7513 Email: lexmedspa@gmail.com You can file a grievance in person or by mail, fax, or email. If you need help filing a 
grievance, Advanced Skin & Vein Care Centers Corporate Compliance Officer is available to help you.  
Non disparagement policy: In consideration of treatment and in an effort to ensure that all public feedback or commentary regarding the medical 
services provided by this office is both fair and honest, and to prevent the publishing of libelous content in any form, you agree that you will not, nor will 
you cause or cooperate with others to, publicly criticize, ridicule, disparage, or defame Advanced Skin & Vein Care Centers or its Physicians/Mid levels 
and it’s professional corporation, employees, contractors, and associates, with or through any written or oral statements or images including, but not 
limited to, any statements made via Web sites, blogs, postings to the Internet, on social media, texting, telecommunications or e-mails, whether or not 
they are made in your name, anonymously, or with a pseudonym. You also agree to provide full cooperation and assistance in aiding this office or its 
representatives to investigate such statements if we reasonably believe that you are the source of the statements. The foregoing does not apply to 
statutorily privileged statements made to governmental or law-enforcement agencies, nor does it apply to statements made or testimony given during the 
course of any duly filed litigation in courts of competent jurisdiction between you and this office. If you violate this clause, as determined by Advanced 
Skin & Vein Care Centers in its sole discretion, you will be given a 72-hour opportunity to retract the content in question. If the content remains, in whole 
or in part, you will immediately be indebted to Advanced Skin & Vein Care Centers for the amount of $25,000 for liquidated damages. Since actual 
damages would be difficult to determine as a result the disparagement, this agreed-upon amount represents a fair and reasonable estimate by the parties 
of the financial loss that negative posts will cause. This amount was determined to be a reasonable estimate by assuming that 10 patients during a year, 
at an average fee of $2500, will not seek treatment from Advanced Skin & Vein Care Centers as a result of the disparagement. This agreed-to amount 
is not deemed to be punitive but, rather, a fair representation of future damages. In addition, if you decide to litigate this matter and if you are found to be 
liable for having breached the nondisclosure agreement, you also agree to pay all of Advanced Skin & Vein Care Centers reasonable attorney’s fees as 
well as court costs relating to the litigation. If these charges remain unpaid for 30 calendar days from the billing date, your unpaid balance will be subject 
to collection and all other legal remedies available. In addition, the debt will be reported to all appropriate consumer credit reporting agencies until paid. 
Finally, the parties agree and acknowledge that this provision is a material term of the doctor-patient contract, the absence of which would have resulted 
in the refusing of treatment.  
 
My signature below is my official signature of record. When electronically signing Advanced Skin & Vein Care Centers documents, the 
electronic signature is equivalent to and as legal and binding as the signature below.  
 

Signature of Patient/Legal Guardian_________________________________________________Date: ______________________ 
 


