
 

3828 Schaufele Avenue, #300 Long Beach, CA 90712 
Phone (562)997-1144 Fax (562)997-9881 

www.lasercarespecialists.com 

 

PATIENT RESPONISBILITY FOR COPAYMENT, DEDUCTIBLE, LATE CANCELLATION AND NO SHOW FEE  

I agree to be financially responsible for all co payments and my deductible. I assume the responsibility of paying for all services 
rendered, and for payment of any services which are not covered by my insurance policies. 
 
Patient should inform the office no later than twenty-four hours prior to scheduled appointments if they are unable to keep the 
appointment. If cancellation of an appointment occurs after the twenty-four hour time period, or if the patient “no shows,” the patient 
will be charged a fee according to the length of time allotted for appointment. Regular office visits will be charged a $25 fee. Mole or 
Skin Cancer or Cysts or other procedure appointments will be charged a $75 fee. Moh’s Micrographic Surgery (extended skin cancer 
surgery) will be charged $200 due to the cost of the lab technician, who is paid on a per case basis. 
Cosmetic procedure deposits of approximately $150 may also be forfeited if insufficient notice of 48 hours is given. The amount of 
cancellation fees for cosmetic procedures is 5% of the procedure total. Extenuating circumstances may be considered if a physician’s 
note can be obtained for medical emergencies. 
As you know, if you have ever checked into a hotel or rented a car, the first thing that you are asked is to give a credit card, which is 
imprinted and later used to pay your bill. This is an advantage for both you and the hotel or rental company, since it makes checkout 
easier, faster, and more efficient.  
 
We have implemented a similar policy. Please provide us with a credit/debit card number and the information will be held securely 
until your insurance has paid its portion and notified us of the remaining amount that is your responsibility. At that time, any 
remaining balance owed by you will be charged to your credit/debit card, and a copy of the charge will be mailed to you. Any amounts 
greater than $250 will be discussed with you prior to charging. Co-pays are due at the time of the visit.  
 
Thank you kindly, 
Laser Skin Care Center 
 
Patient Name: ___________________________________________________ 
Signature:__________________________ 
 
I have read and agree to all of the terms and conditions above. I authorize Laser Skin Care Center to charge outstanding balances on 
my account to the following credit/debit card: 
 
 VISA  MASTER CARD  DISCOVER  OTHER: 
 
CREDIT/DEBIT CARD #: __________________________________________________________________ 
 
EXPIRATION DATE: _________________________________________ 
 
CVV/CVC CODE (3 digit code found on the back of the card: __________________________________________ 
 
CARD HOLDERS SIGNATURE: ________________________________________ DATE: _________________ 
 
DRIVERS LICENSE #:_________________________________________________________________________ 
 
ADDRESS: ___________________________________________________________________________________ 
 
PHONE NUMBER:____________________________________________________________________________ 
 
INSURANCE CHANGE: ___YES    /     NO 
 
EMAIL ADDRESS:____________________________________________________________________________  
 


