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(818) 501-3223 
 

COSMETIC INTEREST QUESTIONNAIRE 

 

Thank you for scheduling your consultation with Dr. Michael Persky! 

In an effort to better serve your aesthetic goals, please take a few minutes to fill out this form 

 

PATIENT NAME: ___________________________________________ Date: ____________________ 

 

WHAT IS THE REASON FOR YOUR VISIT TODAY? 

 

Fine Lines ___ Deep Wrinkles ___ Dark Circles ___ Puffiness ___ Hollowness ___ Acne ___ 

 

Nasolabial Folds ___ Loose Jowls ___ Loose Neck ___ Loss Facial Volume ___ Redness ___ 

 

Sun Damaged Skin ___ Body Contouring ___ Body Skin Tightening ___ Baggy Eye Lids ___ 

 

Thin Lips ___ Skincare ___ Snoring ___ Scar ___ Cheeks ___ Breathing Problems ___ Nose ___ 

 

Are you interested in surgical procedures? ______or non-surgical Procedures? _______ 

Plastic Surgery, please specify: ________________________________________________ 

Additional comments you would like to share with us: 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 
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PHOTOGRAPHY - VIDEO CONSENT 

I permit Dr. Michael A. Persky to photograph/video tape me under the following conditions: 
 

1. The photographs/videos may be taken only with the consent of Dr. Persky. 
 

2. The photographs/videos will be taken by Dr. Persky or someone chosen by him. 
 

In addition to the photographs/videos taken for your medical record that you are consenting to on “Patient 
Information” form, the photographs/videos may also be used for these following purposes:  

 
 

PLEASE INITIAL EACH ONE THAT APPLIES: 
 

_____ Shown anonymously to other patients 
_____ Furthering medical research, education or science 
_____ Publication in professional journals or textbooks  
_____ Website, Social Media Platforms & Marketing 
_____ Decline 
 

I understand that any publication of my pictures shall not identify me by name. 
 

CANCELLATION POLICY 
- SURGICAL APPOINTMENT: We require 5 days’ notice for cancelling any surgery whether in-patient or out-patient 

procedure. Your will not be refunded if failure to notify our office 5 days prior to your surgery. 

- COSMETIC APPOINTMENT: We require 48 hours’ notice for cancelling your appointment. Your deposit will not 

be refunded if failure to notify our office 48 hours prior to your appointment. 

- LAST MINUTE CANCELLATIONS AND NO-SHOWS: The office may take a reservation fee of $50 upon booking your 

next visit that will be applied towards your treatment. 

Please note that we do not issue refunds on services/treatments rendered and that there are no guarantees 
since individuals results will/may vary. We will only issue a refund on retail items if the merchandise you 
purchased is defective within 30 days. Thank you. 
 
Patient’s name___________________________________________________________ 
 
Patient’s signature____________________________________Date____/____/______ 
 
If patient is a minor or is unable to consent: 
 
Parent/Guardian’s name__________________________________________________ 
 
Parent/Guardian’s signature_____________________________Date____/____/_____ 
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Dear Patient: 

 

Physicians have always protected the confidentiality of health information by sealing medical records. State and federal laws 
also attempt to ensure the confidentiality of this sensitive information. 

The federal government publishes regulations designed to protect the privacy of your health information.  This “privacy rule” 
protects health information that is maintained by physicians, hospitals, other health care providers and health plans.  

 

This regulation protects virtually all patients regardless of where they live or where they receive their health care.  Every 
time you see a physician, are admitted to the hospital, fill a prescription, or send a claim to a health plan, your physician, the 
hospital, or other health care provider will need to consider the privacy rule.  All health information including paper records, 
oral communications, and electronic formats (such as email) are protected by the privacy rule. 

 

The privacy rule also provides you certain rights, such as the right to have access to your medical records.  However, there 
are exceptions; these rights are not absolute.  We also take precautions in our office to safeguard your health information 
such as training our employees and employing computer security measures.  Please feel free to ask your physician or our 
privacy officer about exercising your rights or how your health information is protected in our office. 

 

You may ask to read The Notice of Private Practices which explains our privacy practices.  It contains very important 
information about how your confidential health information is handled by our office.  It also describes how you can exercise 
your rights with regard to your protected health information. 

 

Please let us know if you have any questions about our Notice of Privacy Practices.  You may contact our Privacy Officer at 
(818) 501-3223, or discuss any questions you may have with your physician. 

 

 

Signature:____________________________________ Date:_____________________ 
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CREDIT CARD AUTHORIZATION 
  
 

I, __________________________, authorize Michael A. Persky MD, A Medical Corporation to charge my credit 
card in the amount of $ 50 if I shall no-show or cancel last minute for the consultation appointment.  
 
This will be a one-time charge that may be applied towards services upon rescheduling.  I agree to pay the 
above total according to card issuer agreement (Merchant Agreement if credit voucher). 
 

___________________________ 
Patient Name 

 
 
_________________________________          __________________________________ 
        Card Holder Name           Card Holder Signature & Date 
 
 
Credit Card # ________________________________      3 Digit Vcode _____________ 
 
Expiration Date ______________________________ 
 
Card Billing Address ______________________________________________________ 
 
Date of Authorization _________________________ 
 
 
Special Notes/Instructions: 
 

 

 

 


