
  
 

Name__________________________________________________________ Date__________________ 
 
Date of Birth____/____/_____   Age_______   Male   /   Female 
 
Address________________________________________ City_______________ Zip Code____________ 
 
Home Phone ___________________________  Cell Phone ________________________________  
    
Work Phone____________________________  Email_____________________________________ 
 
Emergency Contact Name____________________ Phone_____________________________________ 
 
How did you hear about us? _________________ 
 
Medical Information 
Allergies____________________________              Current Medications___________________________ 
 
Medical Conditions _______________________________________________________________________ 
 
Pregnant or Nursing?  Yes    No     Are you taking Accutane?  Yes     No    How Long & When?________  
 
Have you had prior facial surgery? ________Do you have any facial implants____ Where__________ 
 
When was your last Dental appointment: _______     Do you have Dental Implants:  _________________ 
    
Have you had any prior Fillers.  If so, what Filler where, and who did you go to? ____________________ 
 
Do you have a history of cold sores or the herpes simplex virus?   Yes      No 
 
Pharmacy_________________   Location____________________ Phone number___________________ 
 
Patient Privacy/HIPAA 
We will never share your personal or medical information with any other third party. 
 
May we contact you by the e-mail provided with appointment specifics?  Yes     No    
 
May we confirm your appointment via text message?  Yes     No 
 
May we contact you for specials and promotions by the email provided?  Yes     No     
 
May we contact you via the phone number you provided?  Yes     No     Do we have permission to leave a message  
with the person who answers the telephone?                     Yes         No  
 
Do we have permission to leave a message on your voicemail?  Yes     No     
 
Patient Signature ______________________________________Date ____________________ 

Enter Millennium _______    Enter Meevo2  _______ 

Constant Contact   _______        Scan – EDM _______ 



 

 
 
 



 
 

 
 
 

 
 

 

							



	
	

HIPAA	POLICY	

	
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain 
rights to privacy regarding my protected health information (PHI). I understand that this information can and will 
be used to:  

• Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may 
be involved in that treatment directly and indirectly  

• Obtain payment from third-party payers 
• Conduct normal healthcare operations such as quality assessments and physician certifications  

You have informed me of your Notice of Privacy Policies, which contains a more complete description of the 
uses and disclosures of my health information. I have been given the right to review such Notice of Privacy 
Practices prior to signing this consent. I understand that this organization has the right to change its Notice of 
Privacy Practices from time to time, and that I may contact this organization at any time at the address below 
to obtain a current copy of the Notice of Privacy Practices.  

 

I understand that I may request in writing that you restrict how my private information is used or disclosed to 
carry out treatment, payment or health care operations. I also understand you are not required to agree to my 
requested restrictions, but if you do agree then you are bound to abide by such restrictions. 

 

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken 
action relying on this consent.  

 

Patient Name: ____________________________________________________ 

Signature: ________________________________________________________ 

Relationship to Patient: _____________________________________________ 

Date: ____________________________________________________________ 

 

 

 

 

577 Chestnut Ridge Road, Woodcliff Lake, NJ, 07677| Office (201) 505-1020 | Fax (201) 505-1080 
 



 
 
 
 
 
 

Appointment Cancelation Policy 
 

In order to give you and all of our patients the best possible care, we request that you review our 
policy below regarding missed, canceled or no-show appointments. 

If you need to cancel or reschedule your appointment, please do so 48 hours before your 
appointment.  A missed or no-show appointment is when you fail to show up for, or cancel your 
appointment before 48 hours.  Not showing up for your appointment is considered a no-show and will 
be charged the fee listed to hold your appointment.  Calling and canceling a few hours before your 
appointment is considered a missed appointment and will be charged the fee listed to hold your 
appointment.  

If you fail to give us notice of your desire to cancel or reschedule your appointment before 48 hours of 
your appointment time, your credit card will be will be charged our current last minute cancelation fee. 

My signature below acknowledges that I understand all of the above policies. 

 

 

Patient Signature __________________________________ Date _______________ 

Parent or Guardian if under 18: 

 

Signature ________________________________________ Date _______________          

 


