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 ‘MIND-YOUR-SKIN’®
www.mindyourskin.com

NORBERTUS C. ROBBEN, M.D.

Member: ASLMS
EFFIE XIDOUS, LINDA MASCIANGELO, KIMBERLY ROBBEN
LICENSED ESTHETICIANS

LASER & AESTHETIC MEDICINE AND PROFESSIONAL SKINCARE SERVICES

2010 WEST CHESTER PIKE, SUITE 345     1718 EAST PASSYUNK AVE                                                                                
HAVERTOWN, PA 19083

PHILA, PA 19148                  
REGISTRATION
PLEASE PRINT CLEARLY!



                                    DATE__________________________
YOUR




               
                YOUR SPOUSE

NAME __________________________________________________ OR PARENT ___________________________________________

ADDRESS _____________________________________________CITY ___________________________STATE______ ZIP__________

BIRTHDATE _______________________            SEX:   M  /  F     E-MAIL: _________________________________________________

PHONE: HOME ____________________________ CELL ____________________________ WORK ____________________________

OCCUPATION ____________________________________________

□ SINGLE    □ MARRIED   □ WIDOWED   □ DIVORCED        FAMILY PHYSICIAN  _______________________________________

EMERGENCY CONTACT NAME _______________________________________________ PHONE ___________________________

HOW DID YOU HEAR ABOUT US? ________________________________________________________________________________

PRIOR EXPERIENCE WITH COSMETIC SERVICES __________________________________________________________________

REASON FOR VISIT _____________________________________________________________________________________________

________________________________________________________________________________________________________________

□ Botox®/Filler           
         □ Microdermabrasion   □ Lax skin/Jowls       □ Intimate Health
□ Facial wrinkles                             □ Dermaplaning            □ Chemical Peel        □ Vaginal laxity
□ Double chin/Kybella®
         □ Eyelashes/Latisse      □ Microneedling        □ Vaginal itching          
□ Broken capillaries/Spider Veins   □ Laser Hair removal   □ Waxing
          □ Vaginal dryness
□ Body Shaping/Fat Contouring      □ Sun Damage             □ Brow/lash Tinting   □ Painful intercourse
□ Skin Care Consultation                 □ Pigmentation             □ Neck Issues             □ Bladder leakage
□ Skin Care Products                       □ Uneven Texture         □ Cellulite                  □ Last PAP smear _____                                                    
□ Hand Rejuvenation                       □ Vitamin B12              □ Crepey hands          □ Mammogram _______    
□ Droopy eyelids/bags                     □ Hair loss                    □ Other _______________________________                                                              

I AM ALLERGIC TO:  □ Latex  □ Epinephrine  □ Lidocaine   □ PABA   □ Eggs   □ Penicillin   □ Tetracycline 

       □ Sulfa   □ Other: ______________________________________________________
Signature _________________________    _________________________________________    ____________     (Parent or Guardian if under 18)    

          Print Name 



                                       Date
Patient Consent form, notice of financial responsibility and Notice of Privacy Practices acknowledgement.

By signing this form, I am granting consent to MindYourSkinLLC. (this Practice) to use and disclose my protected health information (PHI) for the purposes of conducting, planning and directing my treatment and follow-up, payment and normal health care operations, such as quality assessments and physician certifications. This includes the release of PHI requested by my health insurance carrier, Medicare or any other third party payers, and my health care providers, such as my physicians.

I am ultimately responsible for charges associated with my treatment and these are due at each visit. Follow-up treatment may incur additional charges. I authorize this Practice to contact my insurance company or plan administrator and obtain all pertinent financial information concerning coverage and payments under my policy. I direct these entities to release such information to this Practice. I will furnish correct insurance information, a referral when necessary and make payment for items considered my responsibility such as co-pays, denied payments and non-covered items (such as cosmetic treatment). I am aware any collection effort may result in additional fees to my account.

Your Notice of Privacy Practices provides a more complete description of the legal background and about how this PHI may be used or disclosed. I have the right to review your Notice of Privacy Practices before I sign this consent, and I have been encouraged to read it in full. This Notice is subject to change. If it is changed, I may obtain a copy of the revised Notice at your front desk.

I retain the right to request you to restrict how you use and disclose my PHI for the purposes of treatment, payment or health care operations. I understand that you are not required by law to grant my request. However, if you do agree to, you are bound by your agreement.

I have the right to revoke this consent in writing, except to the extent you already have used or disclosed my protected health information in reliance upon my consent. Unless prohibited by law, you may refuse to render treatment if this consent form is not properly signed, or, likewise, further treatment if I revoke this consent.

□ I do / Do Not  □   want to be contacted by text message for promotional  offers
Patient Name: ________________________________ Signature: ____________________________

Date: ______________________ Relationship to patient: ___________________________________*

*If signing on patient’s behalf please explain representative’s relationship (Parent/Guardian/other) to patient and include a description of representative’s authority to act on behalf of the patient.

Please turn to other side for registration!
OFFICE USE ONLY

I attempted to obtain this patient’s signature pertaining to the above but was unable to do so:

Reason:                                                                                                                            Date:

                                                                                                                                        Initials:                   

____________________________________________________________________________________________________________
Copyright © April 2021 by MindYourSkin®
REGISTRATION





   Where Art and Science Meet �In limited downtime procedures








   TEL: 610-924-0800


   FAX: 610-924-0799








   









