[image: C:\Users\Dr.Christina\AppData\Local\Temp\TVDLH_Letterhead-2.png]
General Policies
Appointments

When you set an appointment, it is an agreement between you and Dr. Kovalik to be seen. Dr. Kovalik is responsible to be here and provide a service. You are responsible for keeping the appointment or giving Dr. Kovalik 24 hour notice of cancellation. Should you decide not to keep the appointment without giving notice, you will be charged a $50 service charge, except in case of an emergency.
Payment
It is necessary to collect payment at the time of your visit. No insurance coverage is accepted by Dr. Kovalik, however there are certain circumstances when your insurance company will reimburse you for services rendered. You will be responsible for payment not covered by your insurance company. If you would like to apply for a special payment plan due to financial hardship, please discuss this with Dr. Kovalik prior to scheduling your appointment. There is a $30 per month fee added to services on a payment plan.  
As of January 2013 Dr. Kovalik will be filing to your insurance as a courtesy to her patients. This is not a guarantee of coverage and payments will still be collected up front. If you have any questions we can discuss it after your appointment.  
Confidentiality

If an outside person or agency requests information concerning a patient, we are required that their inquiry be in writing with a signed release form from the patient before the information be given out. Dr. Kovalik is fully HIPAA compliant to ensure patient confidentiality. 
Assignment of Benefits 

I hereby assign my medical benefits for services rendered by Dr. Christina Kovalik NMD, LAc, PLLC. This assignment will remain in effect until I revoke it in writing. A photocopy or fax of this assignment is to be considered as valid as an original. I authorize Dr. Christina Kovalik NMD, LAc, PLLC to release all information necessary to secure payment in full. I understand that I am financially responsible for all the charges whether or not paid by an insurance company or attorney. 
I have read and understand these policies. 
____________________________________________________ Date:______________ 

Skin and Body Rejuvenation Consultation  

Date: __________________
Patient Name: ___________________________________________________
Age: ________	Sex:  M   F		Date of Birth:_____________________
Phone:  Home: _________________________    Cell:____________________
E-mail: _________________________________________________________ 
Address: ________________________________________________________
City: _________________________	State: _______	
Zip code: ________________ 
Spouse’s Name: _____________________________________ 
Contact In Case of Emergency: _________________________ 
Phone: _______________
  

  
 
 
**   Office Use Only  **
_______Patient List    ________Constant Contact   ________SOC   ________NP Letter
                                                                                                                

Credit Card Authorization Form for File

I ________________________________, authorize Dr.Kovalik, The Vitality Doctor, to charge my credit card on file in the event of a phone consultation, mail order of supplements and supplies or a cancellation with less than 24 hours notice.

Print name:  _____________________________________________

Signature: _______________________________________________

Credit card # _____________________________________________

Expiration Date: _______ Code on back: _______  Zip:___________




Date: ___________________
Name: _______________________________________________   Age: _____    Sex:  M   F 
How did you hear about Dr. Kovalik? ________________________________________ 
Please circle any of the following skin concerns that you have. Please indicate where, if you have received treatment for this issue.
Pore Size	             		____________________________
Skin Regime	            		____________________________
Body Contouring           		____________________________
Weight Loss	              		____________________________
Facial/Neck Redness     		____________________________
Sun Damage	             		____________________________
Brown/Age Spots            		____________________________
Vitamins/Supplements 		____________________________
Acne	                              		____________________________
Cellulite	              		____________________________
Skin Tone	        		____________________________
Nutrition	             		____________________________
Acne Scars/Texture       		____________________________
Skin Tags	             		____________________________
Wellness                                            ___________________________
Unwanted Hair                                ____________________________
Veins                                                   ____________________________
Stretch Marks                                   ____________________________
Wrinkles & Lines                           ____________________________
Tattoos?  Color?                                 ____________________________
 
Allergies:
What drugs are you allergic to? __________________________________________________________________________
What foods? ______________________________________________________________________________________________
Environmental allergies or exposures? ___________________________________________________________________

Current Medications:   Circle if applicable.
Appetite suppressants		Laxatives	 Tobacco	   Antacids	   Pain relievers Tranquilizers	      Birth control pills	   Sleeping pills	   Thyroid medication		Cortisone	
Please list any medications, over-the-counter meds, vitamins, herbs or other supplements you are currently taking:  ___________________________________________________________________________________________ 
   												______     
												______                                                                                                                                                                 
Please list any ongoing health or skin conditions:_____________________________________
_____________________________________________________________________________

Family History:  Circle if applicable.
Seizures     Diabetes     Cancer     Keloids     High Blood Pressure     Auto-Immune Disease	

Have you ever been hospitalized?   				            
If yes, when and for what?  ______________________________________________________________________________
_______________________________________________________________________________________________________________

Have you ever had any surgeries, including liposuctions?		Yes      	N o
If yes, when___________
What type? _________________________________________________________________
Have you or do you smoke?	No		Yes		If yes, how long? ____________
Are you pregnant?		No		Yes			

Circle all that apply: In the past 3 months, have you used:
			Retin-A	Renova	  	Differin		Accutaine	

Are you sensitive/allergic to:		Hydroquinone		Preservatives		Fragrances	
					Aspirin		Latex			Wool
					Alpha-hydroxy acid	Sulfa drugs							
Have you ever had any of the following procedures:   Please circle if yes.
					Restylane		Juvederm		Perlane	
					Radiesse		Sculptra		Botox	
					Collagen		Silicone			Saline		

If yes, which areas? ________________________________________________________________
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