Aesthetic Solutions
5821 Farrington Rd. Ste 101 Chapel Hill, NC 27517  

(919) 403-6200  www.aesthetic-solutions.com
I. PERSONAL INFORMATION  Drug Allergies:__________________   Chart #_____

Patient Name: _________________________________ SS #REQUIRED ________________

Address: ____________________________ Date of Birth: _________ Age: _____       

City, State, ZIP: ___________________________Single __ Married __ Other ___

For the National Skin Cancer Registry, we must collect your Race:___________________

Occupation: _______________________Employer: _______________________________

Home Phone Number: (____)_________May we leave a message at your home? ________

Work Phone Number: (____)___________________ May we call you at work? ________

Cell Phone Number: (____)____________________ May we call you on your cell? _______

Email Address:______________________________ May we contact you via email?______

If patient is a minor, PARENTS: please complete your info above. PARENTS MUST ACCOMPANY MINORS TO THEIR APPOINTMENTS.
Parent’s Name, SS#, Date of Birth: _________________________________________
How did you hear about Aesthetic Solutions?

· Referring Physician 

_____________________

· Chapelboro.com



· Newsletter

· Patient

· Friend


· Internet

· Yellow Pages

· Insurance Company___________

· Community Event

____________________



· Other

_____________________  
· www.LiquidFacelift.com

Person to notify in an emergency: ________________________________ Relationship to patient: ____________

Address: __________________________________________ Home Phone Number: _____________________

              __________________________________________ Work Phone Number: ______________________

Check if you do not wish to receive newsletters or promotions________(We will not share or sell demographic information with third parties).

On occasion there may be Physicians-in-Training on site to observe clinic consultations and/or procedures.  You may refuse to have outside observers at any time. Do you consent to these physicians observing your visit with our doctors? (Circle)…..YES…….NO……

II. INSURANCE INFORMATION-- You must give us a copy of your insurance card!!!
We accept Aetna, BCBS of NC, CIGNA, Medicare, Prima Health IPA, State Health of NC, United Healthcare and Wellpath.   It is the patient’s responsibility to know his/her insurance benefits.  If you choose to go out of network, you are fully responsible for the fees. YOU MUST VERIFY YOUR COVERAGE YOURSELF. ____________Patient Initials*

It is the patient’s responsibility to obtain your referral from your Primary Care Physician.

Do you need a referral from your Primary Care Physician?   YES    NO

If yes, who is your Primary Care Physician? _______________________________Phone____________________

Did you obtain your referral from your Primary Care Physician?   YES    NO

Primary Ins: _________________ Phone/ Address_________________________________________________

Name of Insured: ________________________ Relationship to Patient: ______________ Date of Birth ________ 

Place of Employment ____________________ ID #: _____________________________Group #: ____________

Secondary Ins: _________________ Phone/ Address________________________________________________

Name of Insured: ________________________ Relationship to Patient: ______________ Date of Birth ________ 

Place of Employment ____________________ ID #: _____________________________Group #: ____________

Please provide our office with copies of your insurance cards for proper filing.

Who is financially responsible for your fees?________________________________________________ 

 How will the bill be paid today?_____________________  We accept Cash, Checks, Visa, Mastercard, AMEX, Discover

III. PATIENT RESPONSIBILITY STATEMENT

 I authorize the release of any information needed by my insurance company to process any insurance claims for services provided by Aesthetic Solutions.  I am financially responsible for any uncovered services, deductibles, and co-payment amounts due to the Aesthetic Solutions for services provided here.  I read the Insurance Information statement above.* RESPONSIBLE PARTY/ ADDRESS:_________________________________________
Signature:___________________________________________________  Date:_________________
FORM MUST BE UPDATED EVERY 2 YEARS  11/11___________ 01/13____________
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