
 
_________________________ 
Patient Name 
 
I have  read and received a copy, if requested, of the Notice of Privacy Practices ________ (Initials) 
(Please Read Blue Laminated Sheet) 
 

CANCELLATION POLICY 
 
If I cannot make my scheduled appointment, I will make all reasonable attempts to cancel my appointment with an advance notice of at 
least 24 hours to allow another patient or patients to be scheduled in my appointment slot.  If I fail to cancel my appointment with at least 
24 hours advanced notice, I agree to pay a cancellation fee of $25 per 15 minutes of scheduled time. I understand that this is not a fee that 
is billable to my insurance company. 
 
I also understand that this policy is necessary due to the extended waiting time for appointments and the high cost of running this medical 
practice.  Please be aware that we do not frivolously charge patients for missed appointments.  If you have a legitimate reason for being 
unable to keep your appointment such as a death in the family or a medical illness, we accept these explanations.  Our primary concern is 
for patients who forget their appointments, are too busy to keep their appointments or change their mind and fail to give us adequate time 
to fill their appointment slot with another patient. 
 

________ (Initials) 

 

 
FINANCIAL POLICY 

 
Thank you for choosing Pierre Skin Care Institute for your dermatology needs.  We are committed to providing you the best possible 
medical care.  The following information is provided to avoid any confusion regarding payment for professional medical services.  Like 
any other business activity, you are responsible for payment of services on the day those services are rendered.  Insurance is a contract 
between you and your insurance company.  As a courtesy service to you, we will file your insurance claim accurately and promptly 
making every reasonable effort to obtain payment according to your coverage.  Regardless of the type pf insurance coverage you have, 
you are ultimately responsible for paying your medical bills. 
 

PLEASE SIGN BELOW THAT YOU HAVE READ AND AGREE TO T HIS POLICY.  
 
All co-payments are due at the time of service.  You will also need to pay your portion of the charges as they are incurred.  This includes 
the annual deductible, co-insurance, and charges not covered by your insurance company.  While our office policy does not allow us to 
extend credit, we can debit your American Express, MasterCard or VISA card for these charges. 
 
If unable to keep an appointment, please notify us at least one full business day prior.  If you fail to comply, a $25 deposit will be required 
to secure another appointment.  The $25 deposit will be applied to your rescheduled visit or forfeited should you fail to keep the 
subsequent visit. 
 
Once your primary insurer settles our claim and issues an Explanation of Benefits (EOB), Pierre Skin Care Institute will bill you for the 
balance.  If you have secondary insurance, we will bill them and await payment.  Once your secondary insurer settles our claim and issues 
an EOB, you will be billed for the balance.  Occasionally, an insurance company will send a payment to a patient.  If this occurs, bring us 
the check and the attached stub.  The information on the stub is very important.  Also, your insurance company may request additional 
information from you.  They will not pay your claim until they receive the information, so please send it immediately.  Otherwise, you 
may be responsible for the entire balance. 
 
Once you have been billed for the balance (your statement will say “Amount Due” at the bottom right), you will have a 30 day grace 
period from the date of your statement to pay your balance in full.  After the 30 day grace period, your account be assessed a $15 late fee.  
In addition, we are unable to offer discounts on or waive your balance (co-pay, co-insurance, deductible) because the government has 
deemed it illegal to do so, unless there is written documentation of financial hardship. 
 
In the interest of providing the best service for all of our patients at the lowest possible cost, we are implementing a service which reduces 
operating expenses yet maintains that personal service which we know you require and deserve.  As of September 1, 2005 all accounts that go 
beyond 90 days past due are automatically transferred to Transworld Systems Inc., a collection agency, for accounts receivable assistance.  This is 

Innovative solutions for healthy, beautiful skin 



done reluctantly, as a last resort, and after we have exhausted all efforts for voluntary payment.  You will be responsible to pay for all costs of 
collection, including reasonable attorney fees whether or not a suit is filed. 
 
I agree to pay a $25 charge for any check that is returned by my bank for any reason. 
 
I agree to pay a minimum of a $15 fee for records releases and any administrative letters written regarding my health care. 
 
I have read, understand, and agree to the terms of this policy. 
 
 
__________________________________________________ 
Patient Name (Parent/guardian if patient is a minor) 
 
 
__________________________________________________   ____________________________ 
Signature        Date 
Signature (Parent/guardian if patient is a minor)     Date    

 
This office sends out newsletters and occasional promotions and announcements regarding new services or special offers.  Would you like 
to be included in these mailings?         Yes or No (please circle one) 
 

 
 

 
 

 

 
Notice of Privacy Practices 

 
WHO WILL FOLLOW THIS NOTICE  
It is the policy of Pierre Skin Care Institute, Inc.  that our employees and Business Associates comply with our Notice of Privacy Practices, which is 
consistent with HIPPA and California Law. 
 
OUR PLEDGE REGARDING MEDICAL INFORMATION  
Ensure that medical information that identifies you is kept private. 
Inform you of our legal duties and privacy practices with respect to medical information about you; and 
Follow the terms of the notice that is currently in effect. 
 
HOW THIS MEDICAL PRACTICE MAY USE OR DISCLOSE HEALT H INFORMATION  
Treatment:  We use medical information to provide medical care.  We disclose medical information to our employees and to others who are involved in 
providing the care our patients need. 
Payment:  We use and disclose medical information to obtain payment for the services we provide. 
Health Care Operations:  We may use and disclose medical information to operate this medical practice. 
Appointment Reminders:  We may use and disclose medical information to contact and remind our patients about appointments. 
Sign-in Sheet:  We may use and disclose medical information about our patients by having them sign in when they arrive at our office.  We may also call 
out their name when we are ready to see them. 
Notification and Communication with Family:   We may disclose our patient’s health information to notify or assist in notifying family members, 
personal representatives or other persons responsible for their care, or who are involved with the patient’s care or help pay for care.  In the event of a 
disaster, we may disclose information to a relief organization.  The patient has the right to agree or object to this disclosure.  If the patient is unable to 
agree or object, our health care professionals will use their best judgment in communication with the patient’s family or others. 
Marketing:   We may contact our patients to provide them information about products or services related to their treatment, case management or care 
coordination or to recommend other treatment or services that may be of interest to them.  We will not otherwise use or disclose our patient’s medical 
information for marketing purposes without their written authorization. 
Required by Law:  We will use and disclose our patient’s health information when required to do so by Federal, State or Local Law. 
Other uses of Medical Information:  We may use or disclose medical information as required by law to public health authorities, to health oversight 
agencies, a court or administrative order, or in response to a subpoena, to law enforcement, military or national security organizations, coroners, organ or 
tissue donation organizations, public safety and to comply with worker’s compensation laws. 
 
Except as described in our Notice of Privacy Practices, this medical practice will not use or disclose health information which identifies individual 
patients without their written authorization.  If a patient authorizes this medical practice to use or disclose health information for another purpose, the 
patient may revoke the authorization in writing at any time. 
 
OUR PATIENT’S HEALTH INFORMATION RIGHTS  
Right to Request Special Privacy Protection:  Our patients have the right to request restrictions on certain uses and disclosure of their medical 
information, by written request.  We reserve the right to accept or reject these requests, and will notify each patient of our decision. 
Right to Request Confidential Communication:  Our patients have the right to request that they receive their health information in a specific way or at 
a specific location.  We will comply with all reasonable request submitted in writing which specify how or where they wish to receive these 
communications. 
Right to Inspect and Copy:  Our patients have the right to inspect and copy their health information, with limited exceptions.  To access, a written 
request detailing the information they want and whether they want to inspect it or get a copy of it.  We will respond to any written request within the time 



required by California and Federal law.  We will charge a reasonable fee, as allowed by California and Federal Law.  We may deny request under limited 
circumstances. 
Right to Amend or Supplement:  If you feel that medical information we have about you is incorrect or incomplete, our patients have the right to make 
a request in writing, and include the reasons they believe the information is inaccurate or incomplete.  Our office will retain the amended information.  
We are not required to change health information, and if we refuse, we will provide them with information about this medical practice’s denial and how 
they can disagree with the denial. 
Right to an Accounting of Disclosure:  Our patients have a right to receive an accounting of disclosure of their health information made by this medical 
practice, with limited exceptions. 
Right to a Paper Copy:  Our patients have a right to a paper copy of this Notice of Privacy Practices, upon request. 
 
COMPLAINTS  
If you believe that your privacy rights have been violated, you may file a complaint with our office, ATTN: Angelica Pierre, or with the Secretary of the 
Department of Health and Human Services.  All complaints must be submitted in writing. 
 
ACKNOWLEDGEMENT  
I have read the Pierre Skin Institute, Inc. Notice of Privacy Practices. 
 
_____________________________________    _____________________________________     __________ 
Patient/Guardian Signature     Printed Patient Name    Date 
 
 


