
New Patient Registration Information 
 Wilshire Aesthetics 

 Effective October 16, 2008 

Name  Date of Birth   male/female 

Address   
 street city state zip 

Phone #’s       
 home cell work 

SSN   email   

Employer   Occupation   

 

Primary Physician   Physician’s Phone   

Address   
 street city state zip 

Emer. Contact   Phone   Relationship   

 

How did you hear about us?  please check the primary influence below 
 My friend/relative  suggested you. 

 My primary physician referred me to you. 

 I found you in the search results of  Google  Yahoo! 

 I found you listed on my Health Provider’s  website  printed catalogue  

 I saw your ad in  Frontiers  IN Magazine LA 

  
Name - printed  
  
  
Signature Date 

 



Patient Demand for Cosmetic Procedures 
 Wilshire Aesthetics 

 Effective September 17, 2008 

Dear Patient; 
 
I want to thank you for coming to my office today and for entrusting me with your 
dermatology care. 
 
I am currently assessing which cosmetic services are of most interest to my patients.  
So, if you don’t mind, could you please take a few moments to complete the following 
three questions?  The results are completely confidential. 
 
1. I have an interest in the following services.  Please check all that apply. 

__softening or reducing wrinkles check all that apply 
__ forehead __ frown lines __ smile lines __ crow’s feet __ lip lines 

__ improving the appearance of facial skin by reducing: check all that apply 
__ brown sun/age spots __ red discoloration due to visible blood vessels 

__ deep pore cleansing of skin to unclog pores and decrease pore size 

__ eliminating growths on the face and/or body check all that apply 
__ skin tags __ moles __ lipomas 

__ eliminating sagging neck skin, aka “gobble neck” 

__ restore lost volume to the: check all that apply 
__ cheeks __ temples __ lips __ buttocks 

__ liposuction to eliminate localized fat deposits check all that apply 
__ belly __ love handles __ chest __ thighs __ hips __ neck 

__ get expert advice on the best skin care products for your skin 

__ hair removal 

2. When looking at my face in the mirror, I believe that I look younger, the same as, or 
older than my true age. 
 younger than true age older than 
 1 2 3 4 5 

3. When looking in the mirror, I am not concerned, somewhat concerned, or very 
concerned about the appearance of my wrinkles. 
 not concerned somewhat concerned very concerned 
 1 2 3 4 5 

I would like the opportunity to discuss my answers.  __ yes  __ no 
 
______________________________________ ____________ 
Name        Date 



Payment Policy for PPO, In Network Services 
 Wilshire Aesthetics 

 Effective October 9, 2008 

 Cosmetic Services: Payment is due at time of service. 
 
 Medical Services: Wilshire Aesthetics (WA) is a PPO, in-network, provider for the 

following Insurance Providers (IP): 
- Aetna - Great West - Health Net - Blue Shield 
- Cigna - Medicare - Pacificare - United Healthcare 

     - MultiPlan Network 
 
We do not accept any HMO or MediCal insurance plans.   

 
As a courtesy to you, we will process and bill your Insurance Provider (IP) for the 
services we provided.  In order to bill your IP, we will need all of the following: 

1. Current/valid Patient Registration Form including Social Security Number 
2. Photocopy of your Valid Driver’s License or State Issued ID Card 
3. Photocopy of your most recent Insurance Card 
4. Credit Card Authorization Form and Photocopy of your Credit Card 
5. Signed copy of this form 

 
Once WA receives a response from your IP, we will not send you a statement for 
balances that your IP does not cover.  The outstanding balance is located on the 
Explanation of Benefits (EOB) which is sent to you by your IP.   
 
In the event that you or your IP requests your medical records, a fee of $35 will be 
added to your bill for retrieving, copying, and mailing your records. 

 
I understand that: 

• I am responsible for paying any applicable “co-pays”. 
• if I have not met my deductible, then I am responsible for paying for my deductible.  

I authorize WA to charge the deductible to my credit/debit card on file. 
• if my IP does not pay for my procedure because it considers the procedure 

“cosmetic”, then I am responsible for paying the outstanding balance.  I authorize 
WA to charge the outstanding balance to my credit/debit card on file. 

• when WA charges my card on file, WA will send me a copy of the charge receipt. 
• outstanding balances not paid within these terms will incur a 1.5% per month late 

charge. 
 
  
Name - printed  
  
  
Signature Date 
 

 
Wilshire Aesthetics does not do battle with your Insurance Provider in order to obtain 
reimbursement.  We suggest that you stay in close communication with your IP.  Your 
involvement with the process may expedite the accurate processing of your bill. 



Payment Options for Services 
When Wilshire Aesthetics is not a Provider in your Health Plan’s Network 
 Wilshire Aesthetics 

 Effective April 23, 2008 

 
 
 Cosmetic Services: Payment is due at time of service. 
 
 
 Medical Services: We offer two payment options.  please initial one option below 
 

       Option 1 : don’t bill my Insurance Provider (IP) for me 
I will pay for my medical services on the day I receive them. 
 

        Option 2 : bill my Insurance Provider (IP) for me 
I understand that: 
• my IP has 45 days to respond to Wilshire Aesthetics (WA). 
• If my IP pays the full amount of my bill, then I owe WA nothing. 
• If my IP pays for only a portion of my bill, then I am responsible for paying the 

outstanding balance.  I authorize WA to charge the outstanding balance to my 
credit/debit card on file. 

• If my IP does not respond to WA within 45 days, then I am responsible for paying 
the outstanding balance.  I authorize WA to charge the outstanding balance to my 
credit/debit card on file. 

• when WA charges my card on file, WA will send me a copy of the charge receipt. 
• outstanding balances not paid within these terms will incur a 1.5% per month late 

charge. 
 

As a courtesy to you, we will process and bill your IP for the services we 
provided.  In order to bill your IP, we will need all of the following: 

1. Current/valid Patient Registration Form including Social Security Number 
2. Photocopy of your Valid Driver’s License or State Issued ID Card 
3. Photocopy of your most recent Insurance Card 
4. Credit Card Authorization Form and Photocopy of your Credit Card 
5. Signed copy of this form 

 
In the event that your IP requests your medical records, a fee of $35 will be 
added to your bill for retrieving, copying, and mailing your records. 
 
  
Name - printed  
  
  
Signature Date 
 

 
Wilshire Aesthetics does not do battle with your Insurance Provider in order to obtain 
reimbursement.  We suggest that you stay in close communication with your IP.  Your 
involvement with the process may expedite the timely processing of your bill. 



Cancellation – “No Show” Agreement 
 Wilshire Aesthetics 

 
 
 Overview When you schedule an appointment at Wilshire Aesthetics, 

we block out time specifically for you.  We reserve staff, 
exams rooms, equipment, and an appropriate amount of 
time so that we can provide you with the best service 
possible.  The amount of resource we reserve depends on 
the type of appointment you make. 

 
We realize that sometimes circumstances require you to 
cancel or reschedule an appointment.  We ask that you 
provide us with at least 48 hours notice when you cancel or 
reschedule an appointment. 

 
 
 Our Promise to You If you call us at least 48 hours prior to your appointment, 

then we will not charge you a cancellation fee. 
 
 
 
 
 Your Promise to Us I promise to call Wilshire Aesthetics if I cannot keep my 

appointment.  If I notify Wilshire Aesthetics more than 48 
hours ahead of time, I will not be charged for my 
cancellation.  If I call Wilshire Aesthetics less than 48 hours, 
I authorize Wilshire Aesthetics to charge my credit card on 
file.  I understand that the charge will be between $75 and 
$150 depending upon the type of appointment I had made. 
 
 
  
Name – printed 
 
 
  
Signature Date 
 
 
 
Please note:  48 hours does not include weekend hours 

 Effective March 17, 2005 



Credit Card / Debit Card Authorization 
 Wilshire Aesthetics 
 
 
Card Information  
 
Card Number: Exp. Date V Code  

Card Holder Name Phone Number  

Billing Address  
 Street City State Zip 
 
 
 
Our Commitment to You 
 

• We keep your card Information locked safely away. 
• Your information is always kept confidential and private. 
• We do not share your card information with anyone. 
• We only charge your card for services provided to you or to those you designate 

below. 
• You will always receive a receipt when we charge your card. 

 
 
 
 
Patient Authorization 
 
I authorize Wilshire Aesthetics to charge my card for services provided to me and the 
following patients: 
 
 Patient 1  

 Patient 2  

 Patient 3  

 
I understand that I will incur an additional $25 service fee if my card transaction/charge 
is denied. 
 

  
Name - printed  
  
  
Signature Date 

 

 Effective April 23, 2008 





 

ilshire Aesthetics 
A Dermatology and Plastic Surgery Group 

5757 Wilshire Boulevard, Promenade 2 
Los Angeles, CA  90036 
(323) 936-1245 
(323) 936-0887 Fax 

Full Body Skin Examination 
 
 

Skin cancer is the most common malignancy in the United States.  The Skin Cancer Foundation 
recommends yearly clinical full body skin examinations to check for suspicious skin lesions.  
Because skin cancer can appear on any part of the body (sun exposed and non-sun exposed areas 
alike), be prepared for a “true” full body exam in which the entire body is scanned.  This 
includes fingers, toes, and areas normally covered by undergarments.  If we feel there is a lesion 
suspicious for cancer, a biopsy may need to be performed.  To help prepare for your exam, we 
ask you to circle any concerning lesions with a pen before you arrive to your appointment.  
These lesions typically are ones that are changing in size, color, texture or that bleed.   
 
 
 
(check one) 
 
 
____  Yes, I would like to schedule an appointment with the Dermatology Physician                         
Assistant for a full body skin examination at my next visit.   
 
 
____  No thank you.  I do not wish for a full body skin examination at this time. 
 
 
 
 
________________________ 
Printed Name 
 
 
 
________________________________ _______________ 
Signature     Date 
 




