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Client Information (please print)

Date

First Name Last Name M.1.
Address

City State .~ Zip Code
HomePhone Mobile Work

Our main way of telling you of our specials is through email. Please give us your email if you
would like to receive specials.

E-MAIL ADDRESS:

We provide courtesy appointment reminder calls the day prior to your appointment. Would you like
to receive a confirmation call? Yes No Q

If yes, please tell us the TWO methods (in order of preference) you would like to be contacted. Please
make sure it is a number and/or email address where we can leave a message and you will check daily.

First choice of contact: cell O home O email O text message O
Second choice of contact: cell O home O email O text message O

Date of birth Sex: M O FO
Marital Status: O Married O Single O Divorced QWidowed
Profession

How did you hear about us?

Friend (If it is a client of ours, please share their name so we can send

them a thank-you gift.)

Internet Q Magazine O Newspaper\_J Other S 2
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Client Medical History

Name: Birthdate Date:

Medical (Please Circle N for No and Y for Yes)

Acne NO YO | Fainting NO v O| Keloid Scars NO YO | Pacemaker NO YO

Anaphylaxis NO YO | Genital Herpes NO vy O | Metal Pins NO YO | Pigmentation No YO

Bruises Easily NO YO | Hearing Aid N O YO | Migraines NO YO [ Seizures NO YO

Canker Sores NO YO/| Heart Condition NOY O] Mitral Valve NO YO| Telangiectasia NO YO
Prolapse

Carcinoma NO YO | Hemophilia NO YO | Moles NO YO| Thyroid Disorder NO YO

Cold Sores NO YO| Hepatitis N OYO| MSRA NO YO| Tuberculosis NO YO

Contact Lenses NO YO| High Blood Pressure N O YO | Obesity NO YO| Vitiligo N O YO

Dermatitis/Eczema NO YO | Histamine Reactions N O YO | Ovarian Disorder NO YO

Diabetes NO YO| HIV NO YO | Previous Surgeries NO YO| Implants NO YO
List: Type:

Are you allergic to any of the following? (Please Select)

Rubbing Alcohol [ ] Witch Hazel ] Latex Gloves [] Aloe Vera[[] Metals[_] Essential Oils [] Lidocaine []
- No Known Allergy [_] Other []

Please explain any above Medical Issues In detail:

Please list any medications/supplements you are currently taking:

I will notify Avante of any changes in medication or of any new medications that I am taking.

(Sign) Date:

For Females Only

In Menopause NO YO | Hormonal Imbalance NO YO | Endocrine Problem NO YO
Post Menopause NO YO | Pregnant NO YO | Hysterectomy NO YO
Regular Periods NO Y O | Birth Control Pills N O YO | Other

Laser Clients (ONLY) Treatment Areas (Please Select)

Abdomen ] Chest [] Feet/Toes [] Neck: Front/Back [ ]
Arms: Fore/Under Chin [] Hairline ] Nose []
Back [] Ears [] Hands/Fingers [ ] Private Areas []
Bikini: Line/Full [] Eyebrows Lip: Upper/Lower [] Thighs

Breast [ ] Face: Sides/Full Legs [ ] Other [ ]
At what age was onset of hair growth? Was onset sudden or gradual?

Family members with similar growth patterns

Do you have a dark centerline of heavy hair growth on the abdomen or between the breasts? No O Yes O
What temporary procedures have you been using to rid the hair? (Please circle) Tweezing [ ] Shaving [ ] Waxing []
How often do you have to perform this procedure? (daily, weekly, etc...)

Have you had previous electrolysis or laser treatments? NoQ Yes O When? Area?

Did you experience any adverse skin reactions to your treatment? No O Yes O Explain
Provider’s Signature: Date:
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Botox Cosmetic Onabotulinum Toxin Type A
Dysport Abobotulinum Toxin Type A
Jeuveau Prabotulinum Toxin Type A

~ Consent Form

Printed Name: Date:

To the patient: Being fully informed about your condition and treatment will help you make the decision
whether or not to undergo Botulism Type A treatment. This disclosure is not meant to alarm you; it is simply
an effort to better inform you so you may give or withhold your consent for this treatment.

1 have requested my provider at Avante Laser & Medispa to attempt to improve my facial lines with Botulism
Type A . These injections have been used for more than a decade to improve spasm of the muscles around the
eye, to correct double vision due to muscle imbalance as well as numerous other neurological uses. Botulism
Type A is now approved by the FDA to improve the appearance of the vertical lines between the brows and
lines around the eyes. A few tiny injections of Botulism Type A relax overactive muscles and soften those
vertical lines. Injections in other areas to improve appearance of facial lines have been reported in the literature,
but the FDA has not approved those uses. The results of Botulism Type A are usually dramatic, although the
practice of medicine is not an exact science and no guarantees can be or have been made concerning expected
results. Patient Initials

The Botulism Type A solution is injected with a tiny needle into the muscle; you should see the benefits
develop over the next two weeks. A decreased appearance of frowning or creasing of other lines will be the
result of this treatment. Patient Initials

The most common side effects are discomfort, redness or itching at the injection site, bruising at injection site,
eyelid droop-ptosis, eyelid edema, headache, dry mouth, tiredness or neck pain. Botulism Type A should not be
used if there is an infection at the injection site. Additionally, slight temporary bruising may occur at the site. It
is a rare possibility that serious side effects may occur, such as problems breathing or swallowing, or spread of
toxin effects to other parts of the body. 1have been advised of the risks involved in such a treatment, the
expected benefits of such treatment, and alternative treatments, and including no treatment at all.

Patient Initials

I understand the results are temporary lasting 3-4 months. Patient Initials
1 agree this constitutes full disclosure, and it supersedes any previous verbal or written disclosures. I certify I

have read and fully understand the above paragraphs and I have had sufficient opportunity for discussion and to
ask questions. I consent to this Botulism Type A treatment today and for all subsequent treatments.

Patient’s Signature: ~ Date:

Provider’s Signature: Date: L

e —————— i
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Botox, Dysport, (Botulism Type A)
Post Treatment

e Please do not to lie down, or do strenuous exercise for 4 hours after injection.

e For approximately 4 hours after injections, make facial expressions in the areas you were
injected every 15 minutes or so. This activity may help engage the Botulism type A more
quickly. If you forget, the Botox/Dysport will still work.

e Remember, it takes up to 14 days to take full effect... so be patient.

e If you still have wrinkles and motion, you likely need to receive more Botulism type A
and may need to purchase more units. Each person has individual needs, what works for
a friend may not work for you.

e Additional Botulism Type A will not be injected any sooner than 14 days after initial
treatment. Any additional Botulism Type A will be at an additional cost and must be
done within 3 weeks maximum after initial treatment.

e A small needle is being injected into your skin and even the most experienced injector
may inadvertently hit a small vessel causing a bruise. All bruises will go away and you
may cover them with makeup immediately.

e For future injections stop all aspirins, Motrin, Aleve, Vitamin E and fish oils several days
before your injections. As these can thin your blood and increase the risk for bruising.

e For the rare individual, Botulism type A may not work and results are not guaranteed.
For the majority, Botulism type A is amazingly consistent and works fabulously.

Please feel free to contact Avante Laser & MediSpa with any questions or concerns:

Houston - (713) 953-1139
The Woodlands - (281) 419-8380

Signature:

Date:
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Consent Form
Restylane® /Restylane Silk®/ Restylane Lyft®/ Restylane Defyne®/
Restylane Refyne®/ Perlane®

Juvederm Ultra XC® /Juvederm Ultra Plus XC®
Voluma XC® & Belotero®/Volbella XC®/Vollure XC®

Name: Date:

THE TREATMENT

Treatment with dermal fillers can smooth out facial folds and wrinkles, add volume to the lips,
and contour facial features that have lost their volume and fullness due to aging, sun exposure,
illness, etc. Facial rejuvenation can be carried out with minimal complications. These dermal
fillers are injected under the skin with a very fine needle. This produces natural appearing
volume under wrinkles and folds which are lifted up and smoothed out. The results can often be
seen immediately. Initial

RISKS AND COMPLICATIONS

Before undergoing this procedure, understanding the risks is essential. No procedure is
completely risk-free. The following risks may occur, but there may be unforeseen risks and risks
that are not included on this list. Some of these risks, if they occur, may necessitate
hospitalization, and/or extended outpatient therapy to permit adequate treatment. It has been
explained to me that there are certain inherent and potential risks and side effects in any invasive
procedure and in this specific instance such risks include but are not limited to: 1) Post treatment
discomfort, swelling, redness, bruising, and discoloration; 2) Post treatment infection associated
with any transcutaneous infection; 3) Allergic reaction; 4) Reactivation of herpes (cold sores); 5)
Lumpiness, visible yellow or white patches; 6) Granuloma formation; 7) Localized necrosis
and/or sloughing, with scab and/or without scab if blood vessel occlusion occurs. Initial

I have requested my provider at Avante Laser & Medispa to administer the following:

[ ] Restylane® D_ Restylane Silk® | | Restylane Lyft®
|:| ~ Restylane Defyne® |:| _ Restylane Refyne®
| | Juvederm Ultra XC® J:L_ Juvederm Ultra Plus XC® | | VolumaXC®

*l | Belotero® | | Volbella XC® DVollure XC®

I agree that this constitutes full disclosure and it supersedes any previous verbal or written
disclosures. I have read and fully understand the above paragraphs and I have had sufficient
opportunity for discussion and questions. No guarantee has been given by anyone as to the
results that may be obtained by this wreatment.

Signature:

Provider’s Signature: Date:
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Client Treatment Consent and Release

I acknowledge that beauty treatments, the practice of skin care, and the practice of massage, including, but not limited
to micro ablation, microdermabrasion, electrolysis, facial toning, permanent cosmetics, body treatments, ionization,
laser treatments, tattoo removal, vein treatments, brown spot removal, BOTOX, Collagen, Dermal Fillers, Sclerotherapy,
Mesotherapy, Dermaplaning, and various other beauty procedures is not an exact science, therefore, we do not offer
refunds on services rendered. Aesthetic results are quite variable from person to person and while we do our
best to achieve the desired outcome it cannot always be quaranteed. Clients are responsible for further
treatments needed to achieve further results, and no specific guaranties can or have been made concerning the
outcome. | understand that some clients experience more change and improvement than others. In virtually all cases,
multiple treatments are required in order to realize a difference.

| also understand and agree to assume the following risks and hazards which may occur in connection with any particular treatment
including but not limited to: unsatisfactory results, soreness, poor healing, discomfort, redness, blistering, nerve damage, scarring,

infection, and change in skin pigmentation, allergic reaction, muscle damage, and increased hair growth. | understand that even though
precautions may be taken in my treatment, not all risks can be known in advance.

Given the above, | understand that response to treatment varies on an individual basis and that specific results are not guaranteed.
Therefore, in consideration for any treatment received, | agree to unconditionally defend, hold harmless and release from any and all
liability the company and the individual that provided my treatment, the insured, and any additional insureds, as well as any officers,
directors, or employees of the above companies for any condition or result, known or unknown, that may arise as a consequence of any
treatment that | receive.

I have fully disclosed on my client intake form any medications, previous complications, or current conditions that may affect my treatment.
I understand and agree that any legal action of any kind related to any treatment | receive will be limited to binding arbitration using a
single arbitrator agreed to by both parties.

X
Client Signature

Printed Name

Model Release

In consideration for treatment received, | hereby grant permission to the individual or company that provided my treatment to use any
photographic treatment records for the purposes of clinical and statistical studies, advertising, or promotion without any additional
compensation to me.

X Date:
Client Signature

Printed Name

Rev. 05/29/20
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HIPAA Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED BY OUR PRACTICE AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
THIS NOTICE BECAME EFFECTIVE 12/16/2013

If you have any questions about this notice, please contact Carrie Boswell at 281-419-0080.

PROVIDER/CLINIC OBLIGATIONS:

We are required by law to:
¢ Maintain the privacy of protected health information

¢ Give you this notice of our legal duties and privacy practices regarding health information about you
e Follow the terms of our notice that is currently in effect
¢ In Texas, inform you that we disclose your Protected Health Information (PHI) electronically

o In Texas [Describe how the practice uses electronic media to communicate with patients if
applicable]

e In Texas we will not email patients without written consent
¢ Notify you of a breach of protected information as required by federal and state law
PROTECTED HEALTH INFORMATION:

Protected health information is defined by HIPAA as individually identifiable health information; it can be verbal,
written or electronic.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION:

The following describes the ways we may use and disclose Health Information that identifies you (“Health
Information”). Except for the purposes described below, we will use and disclose Health Information only with
your written permission. You may revoke such permission at any time by writing to our practice Privacy Officer.

For Treatment: We may use and disclose Health Information for your treatment and to provide you with
treatment-related health care services. For example, we may disclose Health Information to doctors, nurses,
technicians, or other personnel, including people outside our office, who are involved in your medical care and
need the information to provide you with medical care.

For Payment: We may use and disclose Health Information so that we or others may bill and receive payment
from you, an insurance company or a third party for the treatment and services you received. For example, we
may give your health plan information about you so that they will pay for your treatment.

Rev.05/2018 Page 1 of 6



For Health Care Operations: We may use and disclose Health Information for health care operations purposes.
These uses and disclosures are necessary to make sure that all of our patients receive quality care and to operate
and manage our office. For example, we may use and disclose information to make sure the care you receive is of

the highest quality. We also may share information with other entities that have a relationship with you (for
example, your health plan) for their health care operations activities.

Appointment Reminders, Treatment Alternatives and Health Related Benefits and Services. We may use and
disclose Health Information to contact you to remind you that you have an appointment with us. We also may use
and disclose Health Information to tell you about treatment alternatives or health-related benefits and services that
may be of interest to you.

Individuals Involved in Your Care or Payment for Your Care. When appropriate, we may share Health
Information with a person who is involved in your medical care or payment for your care, such as your family or
a close friend. We also may notify your family about your location or general condition or disclose such
information to an entity assisting in a disaster relief effort.

Research: Under certain circumstances, we may use and disclose Health Information for research. For example, a
research project may involve comparing the health of patients who received one treatment to those who received
another, for the same condition. Before we use or disclose Health Information for research, the project will go
through a special approval process. Even without special approval, we may permit researchers to look at records
to help them identify patients who may be included in their research project or for other similar purposes, as long
as they do not remove or take a copy of any Health Information.

SPECIAL SITUATIONS:

As Required by Law. We will disclose Health Information when required to do so by international, federal, state
or local law.

To Avert a Serious Threat to Health or Safety: We may use and disclose Health Information when necessary to
prevent a serious threat to your health and safety or the health and safety of the public or another person.
Disclosures, however, will be made only to someone who'may be able to help prevent the threat.

Business Associates: We may disclose Health Information to our business associates that perform functions on
our behalf or provide us with services if the information is necessary for such functions or services. For example,
we may use another company to perform billing services on our behalf. All of our business associates are
obligated to protect the privacy of your information and are not allowed to use or disclose any information other
than as specified in our contract.

Organ and Tissue Donation: 1f you are an organ donor, we may use or release Health Information to
organizations that handle organ procurement or other entities engaged in procurement, banking or wransportation
of organs, eyes or tissues to facilitate organ, eye or tissue donation and transplantation.

Military and Veterans: If you are a member of the armed forces, we may release Health Information as required
by military command authorities. We also may release Health Information to the appropriate foreign military
authority if you are a member of a foreign military.
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Workers’ Compensation: We may release Health Information for workers’ compensation or similar programs.
These programs provide benefits for work-related injuries or illness.

Public Health Risks: We may disclose Health Information for public health activities. These activities generally
include disclosures to prevent or control disease, injury or disability; report births and deaths; report child abuse
or neglect; report reactions to medications or problems with products; notify people of recalls of products they
may be using; a person who may have been exposed to a disease or may be at risk for contracting or spreading a
disease or condition; and the appropriate government authority if we believe a patient has been the victim of
abuse, neglect or domestic violence. We will only make this disclosure if you agree or when required or
authorized by law.

Health Oversight Activities: We may disclose Health Infermation to a health oversight agency for activities
authorized by law. These oversight activities include, for example, audits, investigations, inspections, and
licensure. These activities are necessary for the government to monitor the health care system, government
programs, and compliance with civil rights laws.

Data Breach Notification Purposes: We may use or disclose your Protected Health Information to provide
legally required notices of unauthorized access to or disclosure of your Health Information.

Lawsuits and Disputes: If you are involved in a lawsuit or a dispute, we may disclose Health Information in
response to a court or administrative order. We also may disclose Health Information in response to a subpoena,
discovery request, or other lawful process by someone else involved in the dispute, but only if efforts have been
made to tell you about the request or to obtain an order protecting the information requested.

Law Enforcement: We may release Health Information if asked by a law enforcement official if the information
is: (1) in response to a court order, subpoena, warrant, summons or similar process; (2) limited information to
identify or locate a suspect, fugitive, material witness, or missing person; (3) about the victim of a crime even if,
under certain very limited circumstances, we are unable to obtain the person’s agreement; (4) about a death we
believe may be the result of criminal conduct; (5) about criminal conduct on our premises; and (6) in an
emergency to report a crime, the location of the crime or victims, or the identity, descuptlon or location of the
person who committed the crime.

Coroners, Medical Examiners and Funeral Directors: We may release Health Information to a coroner or
medical examiner. This may be necessary, for example, to identify a deceased person or determine the cause of
death. We also may release Health Information to funeral directors as necessary for their duties.

National Security and Intellzgence Activities: We may release Health Information to authorized federal off' cials
for intelligence, counter-intelligence, and other national security activities authorized by law.

Protective Services for the President and Others: We may disclose Health Information to authorized federal
officials so they may provide protection to the President, other authorized persons or foreign heads of state or to .
conduct special investigations.

Inmates or Individuals in Custody: If you are an inmate of a correctional institution or under the custody of a law
enforcement official, we may release Health Information to the correctional institution or law enforcement
official. The release, if necessary, would be for the institution: (1) to provide you with health care; (2) to protect
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your health and safety or the health and safety of others; or (3) to provide the safety and security of the
correctional institution.

USES AND DISCLOSURES THAT REQUIRE US TO GIVE YOU AN OPPORTUNITY TO OBJECT
AND OPT OUT

Individuals Involved in Your Care or Payment for Your Care: Unless you object, we may disclose to a member
of your family, a relative, a close friend or any other person your identity and your Protected Health Information
that directly relates to that person’s involvement in your health care. If you are unable to agree or object to such a
disclosure, we may disclose such information as necessary if we determine that it is in your best interest based on
our professional judgment. '

Disaster Relief: We may disclose your Protected Health Information to disaster relief organizations that seek your
Protected Health Information to coordinate your care, or notify family and friends of your location or condition in
a disaster. We will provide you with an opportunity to agree or object to such a disclosure whenever we
practically can do so.

YOUR WRITTEN AUTHORIZATION IS REQUIRED FOR OTHER USES AND DISCLOSURES

The following uses and disclosures of your Protected Health Information will be made only with your written
authorization: :

1. Uses and disclosures of Protected Health Information for marketing purposes; and
2. Disclosures that constitute a sale of your Protected Health Information.

Other uses and disclosures of Protected Health Information not covered by this Notice or the laws that apply to us
will be made only with your written authorization. If you do give us an authorization, you may revoke it at any
time by submitting a written revocation to our Privacy Officer and we will no longer disclose Protected Health
Information under the authorization. But disclosure that we made in reliance on your authorization before you
revoked it will not be affected by the revocation. '

YOUR RIGHTS

You have the following rights regarding Health Information we have about you:

Right to Inspect and Copy: You have a right to inspect and obtain a copy of Health Information that may be used
to make decisions about your care or payment for your care. This includes medical and billing records, other than
psychotherapy notes. To inspect and copy this Health Information, you must make your request, in writing, to
Carrie Boswell. In Texas, we have up to 15 days to make vour Protected Health Information available to you and
we may charge you a reasonable fee for the costs of copying, mailing or other supplies associated with your
request. We may not charge you a fee if you need the information for a claim for benefits under the Social
Security Act or any other state or federal needs-based benefit program. We may deny your request in certain
limited circumstances. If we do deny your request, you have the right to have the denial reviewed by a licensed
healthcare professional who was not directly involved in the denial of your request, and we will comply with the
outcome of the review.
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Right to an Electronic Copy of Electronic Medical Records: If your Protected Health Information is maintained
in an electronic format (known as an electronic medical record or an electronic health record), you have the right
to request that an electronic copy of your record be given to you or transmitted to another individual or entity. We
will make every effort to provide access to your Protected Health Information in the form or format you request,
if it is readily producible in such form or format. If the Protected Health Information is not readily producible in
the form or format you request your record will be provided in either our standard electronic format or if you do
not want this form or format, a readable hard copy form. We may charge you a reasonable, cost-based fee for the
labor associated with transmitting the electronic medical record.

Right to Get Notice of a Breach: You have the right to be notified upon a breach of any of your unsecured
Protected Health Information.

Right to Amend: If you feel that Health Information we have is incorrect or incomplete, you may ask us to amend
the information. You have the right to request an amendment for as long as the information is kept by or for our
office. To request an amendment, you must make your request, in writing, to Carrie Boswell.

Right to an Accounting of Disclosures: You have the right to request a list of certain disclosures we made of
Health Information for purposes other than treatment, payment and health care operations or for which you
provided written authorization. To request an accounting of disclosures, you must make your request, in writing,
to Carrie Boswell.

Right to Request Restrictions: You have the right to request a restriction or limitation on the Health Information
we use or disclose for treatment, payment, or health care eperations. You also have the right to request a limit on
the Health Information we disclose to someone involved in your care or the payment for your care, like a family
member or friend. For example, you could ask that we not share information about a particular diagnosis or
treatment with your spouse. To request a restriction, you must make your request, in writing, to Carrie Boswell.
We are not required to agree to your request unless you are asking us to restrict the use and disclosure of your
Protected Health Information to a health plan for payment or health care operation purposes and such information

" you wish to restrict pertains solely to a health care item or service for which you have paid us “out-of-pocket” in
full. If we agree, we will comply with your request unless the information is needed to provide you with
emergency treamment.

Out-of-Pocket-Payments: If you paid out-of-pocket (or in other words, you have requested that we not bill your
health plan) in full for a specific item or service, you have the right to ask that your Protected Health Information
with respect to that item or service not be disclosed to a health plan for purposes of payment or health care
operations, and we will honor that request.

Right to Request Confidential Communications: You have the right to request that we communicate with you
about medical matters in a certain way or at a certain location. For example, you can ask that we only contact you
by mail or at work. To request confidential communications, you must make your request, in writing, to Carrie

Boswell. Your request must specify how or where you wish to be contacted. We will accommodate reasonable
requests.

Right to a Paper Copy of This Notice: You have the right to a paper copy of this notice. You may ask us to give
you a copy of this notice at any time. Even if you have agreed to receive this notice electronically, you are stilf
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entitled to a paper copy of this notice. You may obtain a copy of this notice at our web site,

www.avantemedispa.com. To obtain a paper copy of this notice you must make your request in writing to, Carrie
Boswell.

CHANGES TO THIS NOTICE:
We reserve the right to change this notice and make the new notice apply to Health Information we already have

as well as any information we receive in the future. We will post a copy of our current notice at our office. The
notice will contain the effective date on the first page of the notice.

COMPLAINTS:

If you believe your privacy rights have been violated, you may file a complaint with our office or with the
Secretary of the Department of Health and Human Services. To file a complaint with our office, contact Carrie
Boswell. All complaints must be made in writing. You will not be penalized for filing a complaint.

All articles and any forms, checklists, guidelines and materials are for generalized information only, and should
not be reviewed or referred to as primary legal sources nor censtrued as establishing medical standards of care
Jor the purposes of litigation, including expert testimony. They are intended as resources to be selectively used
and always adapted — with the advice of the organization’s attorney — to meet state, local, individual
organizations and department needs or requirements. They are distributed with the understanding that neither
Texas Medical Liability Trust nor Texas Medical Insurance Company is engaged in rendering legal services.

Rev. 05/2018 Page 6 of 6



7401&%&

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
FOR AVANTE LASER & MEDISPA

Patient Name:

Date of Birth:

I acknowledge that Avante Laser & MediSpa has provided me with a written copy of their
Notice of Privacy Practices.

I also acknowledge that I have been afforded the opportunity to read the Notice of Privacy
Practices and ask questions.

Patient Signature

Printed Name

Date

Personal Representative Signature (if applicable):
Printed Name
Relatienship to Patient:

[ ALSO GIVE MY CONSENT TO RECEIVE HEALTH INFORMATION BY EMAIL FROM
AVANTE LASER & MEDISPA **(IF YOU DO NOT SIGN THIS PORTION AND YOU ARE
ALREADY RECEIVEING E-MAILS, YOU WILL NO LONGER RECEIVE E-MAILS FROM
AVANTE. YOU MUST SIGN TO RECEIVE E-MAIL!)**

SIGNATURE

E-MAIL ADDRESS

Rev.05/2018 Page 1
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OFFICE NO-SHOW POLICY AGREEMENT

Printed Name: Date:

As a patient of Avante Laser & MediSpa and recipient of services and/or products provided by
Avante Laser & MediSpa, I do acknowledge, understand, and consent to adhere to the office
policies outlined below:

. If should arrive at least 15-20 minutes (or at least 30 minutes if [ am new patient) before my
scheduled appointment time to check-in and complete or update any patient information forms (most
are required annually). It is my responsibility to provide current and complete requested personal and
medical information and current insurance information to Avante Laser & MediSpa at the time of
appointment scheduling. I may not see the provider until my paperwork is completed. Providing
incomplete, out-of-date, inaccurate, or unverified patient information may result in delay of my
scheduled appointment time or rescheduling of my appointment.

. All past balances are due at time of check-in for my appointment. I may not see an Avante
Laser & MediSpa provider until all outstanding balances have been reconciled; otherwise, my
appointment will be rescheduled.

. If I cannot keep my appointment time and must cancel, I must notify the Avante Laser &
MediSpa office staff at least 24 hours before my appointment time.

After ONE no-show without advanced 24-hour notification, my account will be charged a no-
show fee per incident as follows:

. $50 per no-show for an office visit

No-show fees are part of the balance due and must be paid BEFORE my next appointment may be
scheduled.

Patient Signature:
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