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Skin Care

Patient’s name: ​​​​​​​​​​​​​​​​​​​​______________________________________  Age: _______  DOB:__________           M     F

Address:__________________________________City__________________________State:_______ Zip :____________

Phone: ______________ Cell: ________________ Primary Care Physician:___________________ Phone:____________  

Emergency Contact: _____________________________ Relation:___________________ Phone:____________________

If patient is a minor, parent or guardian’s legal name: __________________________Phone if different: ______________

Did someone refer you to us? Please name: ____________________________  May I thank  him/her for the referral? ____

At times you may wish to contact Healing Horizons via email, or vice versa. This contact may contain protected patient health information. Please initial to give your consent for this purpose: ______ Email: ___________________________

I am aware that the aesthetician is not an employee of Healing Horizons but is an independent contractor; therefore, Healing Horizons does not warrant the performance of his/her services.
Skin care/waxing:  I voluntarily consent to be treated with skin care/waxing by Carolyn Lampshire, LE, understanding that waxing has possible side effects such as skin removal, redness, scabbing, scarring, swelling, tenderness, hyper pigmentation, and/or pimples. Please initial: ____

Chemical peel:  I voluntarily consent to a chemical peel with Carolyn Lampshire, LE which can cause skin infection, cold sore appearance, allergic reaction, weather sensitivity, scaring, or change in skin pigmentation. Please initial: _____ 

Facial rejuvenation acupuncture:  I voluntarily consent to be treated with cosmetic acupuncture rejuvenation treatments with Carolyn Lapmshire, LE in conjunction with April Schulte-Barclay, LAc, DAOM, or Joseph Ellerin, LAc  with the understanding that there are no guaranteed results. Possible side effects may include bruising, bleeding, swelling, redness, minimal pain or other symptoms at the site of the needles both in the face and body during or after treatment Please initial: _____

I understand payment is due at the time of service, and I agree to address any financial challenges with Healing Horizons prior to treatment.  I understand I will be charged the full amount of my treatment if I cancel less than 24 hours prior to my appointment.   I also agree that I will receive treatment until my original end time and pay the full amount in the event I am late. Please initial: _______
Patient’s Rights

* Healing Horizons Integrated Health Solutions is HIPAA (Health Insurance Portability and Accountability Act) compliant.  A complete copy of HIPAA guidelines is available upon request. 

* The patient is entitled to receive information about the methods of therapy, the techniques used, and the duration of therapy, if known.  

* The patient may seek a second opinion from another healthcare professional or may terminate therapy at any time.

* In a professional relationship, sexual intimacy is never appropriate and should be reported to the Director of the Division of Registrations in the Department of Regulatory Agencies.

I have read all the above and understand it. I agree to abide by the policies of this office. My consent is given for treatment as scheduled at Healing Horizons Integrated Health Solutions.

____________________________________________________________                  _____________________________

                   Signature of patient or parent/guardian



                                     Date







