
Would you like to receive our newsletter? It contains
information about skin care and special discounts.

MAY WE THANK THE 
PERSON THAT REFERRED YOU?

YES           NO

PERMISSION TO LEAVE CONFIDENTIAL
MEDICAL MESSAGE ON VOICEMAIL?

YES           NO

Date

Patient Name
LAST FIRST MIDDLE

Married Single Widowed Divorced Male Female

Age Date of Birth / / Place of Birth

Street Address

City State Zip

Home Phone Cell Phone

Drivers License No. Social Security No. (Protected by HIPAA)

E-mail Address

Employer Occupation

Business Address Business Phone

Parent or Spouse

Parent or Spouse Employer

Business Address Business Phone

Nearest Relative or Friend Not Living With You

Address

City State Zip Phone

Referred by

Responsible Party (If under 18)

I, the undersigned (patient or legal guardian), authorize medical treatment by Dr. Amerian and/or Dr. Anterasian and
assume financial responsibility.

Signature

Preferred Phone Number:___________________________ Preferred Pharmacy:________________________________

PERMISSION TO COMMUNICATE VIA EMAIL?
YES           NO

PERMISSION TO DELIVER RESULTS VIA EMAIL?
YES           NO

Mary Lee Amerian, M.D., FAAD
Diplomate American Board of Dermatology

Assistant Clinical Professor, UCLA

George Anterasian, M.D.
Diplomate American Board of Head and Neck Surgery



Have You Ever Had Any Allergic Reaction or Side Effect From Any Medication: Yes No

If Yes, Please Specify:

List Current Medications (including birth control pills)

List Your Current Facial Products

Have You Ever Had Any Serious Medical or Surgical Problems: Yes No

If Yes, Please Specify:

Tobacco Use Yes No

Have You Ever Had The Following:
Yes No

Ulcer
High Blood Pressure
Diabetes
Glaucoma
Hay Fever
Hives
Asthma
Chemotherapy
Dermabrasion
Laser
Chemical Peel
**Skin Problems
**HIV / Hepatitis

**If Yes, Please Specify

Have Any of Your Blood Relations Had Any Skin Problems? Yes No

If Yes, Please Specify Relationship and Problem

Have Any of Your Blood Relations Had Hay Fever or Asthma? Yes No

If Yes, Please Specify Relationship

Would You Be Interested In More Information On Our Cosmetic Skin Care And Laser Services? 
(e.g. large pores, wrinkles, skin texture, small veins, discoloration)



Santa Monica Laser and Skin Care Center 
Mary Lee Amerian, MD 
George Anterasian, MD 

 
 

Cancellation Policy  
We are committed to providing all of our patients with exceptional care in a 
timely manner. For this reason, we have instituted a 24-hour cancellation 
policy for all appointments.  

The office needs to be notified 24 hours prior to the appointment date in order 
to avoid a cancellation or no-show fee of $100. 

We appreciate your understanding and cooperation.  
 

 

Patient Consent 
I have read this policy and understand that I need to provide at least 24 hours 
notice when rescheduling or cancelling an appointment. If I fail to contact the 
office at least 24 hours in advance, I will be charged the $100 cancellation fee.  

Name: ____________________________________ 
 

Signature: ____________________________________ Date: __________
                                  
 

 

 
Credit Card Information 

F�MasterCard           F�Visa           F�Discover           F�American Express 

Number: __________________________________ Expiration: _____________ 

For Office Use Only 



l*ary Lee Amerian, MD

Acknowledgement of reeipt ol lnformation Practices Notice (Sf 6a.52O(aD

(Patbnfs Name) undersland that as part of my heatfr care, MaryLee Amerian, MD originates and mairdaire health records describing my heattr i.tisory, ry-pr*q
examination and test resufts, diagnosis, treatment and any plans ior -tuture 

care or reafiEnt. I
acknovbdge that I have been provi&d with and understand that Mary Lee Amerian, MD Ndoe dPrivacy Pr*fioes provides a complete &scription ollhe uses and disclosures of my treatttr infonnation. I
mderstand trat:

I have the right to review Mary Lee Amerian, MD Notice o/ Privacy Practi:es pnor to s[ning tris
acknowledgement;

that Mary Lee Amenan, MD reserves the right to change their Notice of Privacy prac{ices and prior
t0 implementation of ttris will mail a copy of any revised notice to fre aOdiess lle provirhd if
requested.

Signature ol lndivkJual or Legal Representative Witness
Frinted Name of lndividtral or Legal Bepresentative Hlihess
Date:

FOR OFFICE USE ONLY

lffe attempted to obtain written acknowledgement of receipt of our Notbe of privacy practices, but it couHnot be obtained because:

B
tr
B
o

lndividual refused to s{;n
communication barrier prohibited obtaining the acknowbdgement
An emergency situation prevented us trom obtaining acknowledgement
0thers (please srecfy)

i\

Privacy Official

tra Crffi



Authorization for the Disclmure of Protected Health Iaformatloa
for Treatmen{ paymen{ or I{ealthcare operetions ($164s6ta}

l @atiatls name) rm&rstaad rlrat as part of my hca1,5ca*, eisfi.iry oriSiDd€s d mbtaim hcahfi rccords ecnling.y l""trt hiso,ry, syryomq cxeidkn edestEgtltl di@iq treahcd d ary plans fo tutre cse or treahcnr i ufuLma'-ilEE idom*ioseryi$ as:
. a Lrasb fuplaiagEycaredtrcetmcnt
' a trEEs of cs'rmrmic*irm a6cng the heahh professimals wb may cetn'bdc 6 Eybcahbcae;
. a $llrce of iafrmatio forrytying my diaglosis ad $€ical iuforEdion to mybift
' a EE ns by which a thirdarty payer ca verif tlat seryices billed rrere sctEty prcvidoqr a tool for rurtirc hcalthcae opcr*ims srch as assessiag guality &d rsr/i€niry 6ecory€sere of heaitLcae professionals

I bve becn providod wi& a wpy of tb frfu af k*wr @ that p'rovi& a n,ot€ coryl€teescrsim of informetioa ',ecs md disclmrres.

i Yry thtt as pt of ry cet ad re*ment il my be nccessary to provi& my hotcacd rhalthInformim to ffi covcred €trity. I bave the rigk to rcviery rhis frLfiy. og1;.",fun'-io!gdog 6isarfuizdioo I Et&ori-e &e discl@Ee of ry Pruecd Hcahh Inforn*i-m o .p.iin"A U"L* f* ncpupoees ed to 6e fti€s d€sig@d by mc.

Consent to the Use and Disclocure of hotected Health Inforuation
for Treatment, Payment, or Heeltbcere Operations ($l645h(a)

I rmdcrd th*:
e I have the .igtt to rcvics this fuility's Notice of Iaformatim practiccs prior tosigilg this P666ag
o rhis &cility, rescrves ee rigLt to change s: ogoo ad pactices ed &at Fior toirylemermim will meil a copyof aoy rwised notice to the ddress t,"e pilriaJ

if reCucsred;
e I have the rigtt to reCuest resrictioas as to how my protectcd heahh iuformation

may be used or disclosed to carry out treatmeDt, p€)rm€nt, or healtbcare A"*d;md tbat this frcility is not reguired by law to agree to &e restristioos r"g,;.$ed"r I may rwoke this consent in *riti"C d aay Hrne, excgpt to fu cxtcat 6at &is&cility, bas ahady ekea rctio ia relimce th€reoa-

. It is this ficility's proce&re to shtrc Protected H€al6 Informatioa pi6 labs, x-rEE,
consulting physicisns, md hospitals. We will.call the phrmacy of yon cbicc ;[{fuSyolll prescrisims. we will @ly mininum necessary proteacd HcslrhInformtio for rch trmssctioe

Sigae€ ofhicail or l-egal R4reseataive Witness

[ *a]k dPdie#or Legal Aeprreseatetivc Wiffis
DsB

O SaUV Complarce Seryices 200$ffi. Al Rghts Rserued. Section 5 - t0




