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Financial Policy and Agreement 
Self-Pay and Health Insurance Coverage 

(Please Print) 
 
 

Our office is committed to providing excellent, affordable medical care. You have the right and responsibility 
of knowing the cost of your medical treatment. Payment is required for all services at the time they are 
rendered unless you are in a prepaid plan. For those patients, applicable copayments and deductibles will 
be collected. In the event of a major procedure, coverage will be preverified and you will be asked to pay 
any unmet deductible, non-covered services and copayments. If you have health insurance and even if 
we bill your insurance company directly, you may be responsible for any copayment, coinsurance, 
deductible, and noncovered amounts. Kay Aesthetic Dermatology contracts an outside laboratory 
for all laboratory services. In the event that your insurance is not contracted with the lab you will 
be held responsible for any incurred laboratory fees. For your convenience, our office accepts 
personal checks, credit cards and cash which are due at the time of service. Please read the following 
carefully, as it outlines our financial policy. 

 
It is important that insurance patients understand how insurance billing works. Insurance companies 
require us to break down every component of your office visit into universal, numerical procedure codes, 
and charge for each code. The insurance companies will arbitrarily combine and disallow procedure codes, 
based on medical necessity and then apply their company’s individual fee schedule. The result is the 
insurance company’s determination of “reasonable and customary” changes - the amount they are willing 
to cover. The insurance company usually reduces the actual reimbursement further by the individual 
policy’s annual deductible, copayment or coinsurance. 

 
This method of billing, designed by the insurance industry, forces us to bill at full price procedure codes that 
the insurance company will likely reduce, combine, or simply deny. This system in fact, has the insurance 
company determining our fees. If we have a contract with your insurance company, we write-off the 
amount over the “reasonable and customary”, and bill you for your coinsurance and deductible. If we do 
not have a contract with your insurance carrier, you are responsible for that amount as well as any 
deductible and coinsurance. 

 
We are required by all insurance carriers to collect from patients any deductible and copayment or 
coinsurance amounts. These fees can be reduced only in those cases where true financial hardship can be 
demonstrated. If you feel that you are in a position of financial hardship, please discuss your financial 
hardship with our patient account supervisor. In the unlikely event you stop payment, are notified of 
Nonsufficient Funds or your account is turned over to Collections, you will be responsible for all related 
costs and a $10.00 collection fee will be added to your account. 

 
I have read and understand Kay Aesthetic Dermatology financial policy as outlined above. The following 
constitutes an agreement between the undersigned patient/guarantor and Kay Aesthetic Dermatology. 

 
In the event Kay Aesthetic Dermatology agrees to seek payment initially from my insurance company, I 
request payment to be made directly to them of all medical benefits otherwise payable to me for services 
rendered. I understand any final obligations for payment are mine. Any portions of my bill not paid by 
insurance are my responsibility and are due and payable upon demand. I hereby authorize Kay Aesthetic 
Dermatology to release all information necessary to secure payment of benefits. 

 
 

Patient Legal Name:    

Patient Signature:    

Date:   
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Protected Health Information 
(Please Print) 

 
 
 
 

Kay Aesthetic Dermatology Martin H. Kay, MD, PhD., Rachel D. Bak, MD 
 

PATIENT ACKNOWLEDGEMENT OF NOTICE OF PRIVACY STANDARDS AND CONSENT FOR USE 
AND DISCLOSURE OF PROTECTED HEALTH INFORMATION. 

 
With my consent, Martin H. Kay, MD and Rachel D. Bak, MD and their associates, may use and disclose 
Protected Health Information (PHI) about me to carry out Treatment, Payment and Healthcare Operations 
(TPO). Please refer to Dr. Martin H. Kay’s Notice of Privacy Practices for a more complete description of 
such uses and disclosures. I have had the opportunity to review the Notice of Privacy Practices prior to 
signing this consent. Martin H. Kay, MD reserves the right to revise its Notice of Privacy Practices at 
anytime. A revised Notice of Privacy Practices may be obtained by forwarding a written request to Martin H. 
Kay, MD at 201 S. Buena Vista St. Suite 420 Burbank, CA 91505. 

 
With my consent Martin H. Kay, MD and associates may call my home or other designated location and 
leave a message on voice mail or in person in reference to any items that assist the practice in carrying out 
the Treatment, Payment and Healthcare Operations (TPO), such as appointment reminders, insurance 
items and any call pertaining to my clinical care, including laboratory results among others. 

 
With my consent, Martin H. Kay, MD and associates may mail to my home or other designated location any 
items that assist the practice in carrying out TPO, such as reminder cards and patients statements as long 
as they are marked Personal and Confidential. 

 
With any consent, Martin H. Kay, MD and associates may e-mail to my home or other designated location 
any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient 
statements. I have the right to request that Martin H. Kay, MD restrict how it uses or discloses my PHI to 
carry out TPO. 

 
However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this 
agreement. 

 
By signing this form, I am consenting to Dr. Martin H. Kay’s use and disclose of my Protected Health 
Information (PHI) to carry out Treatment, Payment and Healthcare Operations (TPO). 

 
I may revoke my consent in writing except to the extent that the practice has already made disclosures in 
reliance upon my prior consent. If I do not sign this consent, Martin H. Kay, MD may decline to provide 
treatment to me. 

 
 

Signature of Patient or Legal Guardian:    

Print Patient’s Name:    

Print Name of Legal Guardian:     

Date:   
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Appointment Cancellation Policy 
(Please Print) 

 
Thank you for entrusting your medical care to Kay Aesthetic Dermatology. We strive to provide excellent 
care to our patients. In order to be consistent, Advanced Skin- care uses an appointment system to set a 
designated time for a patient to meet with our medical staff to discuss their needs. 

 
Missed appointments or no shows is lost time for our physicians and providers. A Cancellation Policy 
has been instituted to ensure you notify our office of a cancellation within 24 hours of your 
scheduled appointment.  A $100 fee will be assessed should you fail to notify our Patient 
Relations staff within 24 hours. You may call our Center at 818-238-2350 to reschedule or cancel your 
appointment at anytime. 

 
We request that you please give our office a 24 hour notice in advance if you’re unable to keep your 
appointment. As a courtesy, you will receive a text message and/or email reminder prior to your 
appointment. If you do not receive your reminder, the Cancellation Policy will still remain in effect. Please 
note that three consecutive cancellations or no shows will result in discontinued care from our Center. 

 
I have read and understand the Cancellation Policy and agree to be bound by its terms. 

 

Name:     

Signature (Parent or Legal Guardian):     

Relationship to Patient:     

Date:     
 

Patient Newsletter Registration 
(Please Print) 

 

Kay Aesthetic Dermatology is recognized as one of Southern California’s most innovative and 
comprehensive skincare treatment centers. Our state-of-the-art procedures are designed to soften the 
signs of aging, reshape the contours of the face and body, while treating skin conditions and diseases. 

 
For more than 37 years, countless men, women and children have relied on our team of professionals to 
care for the health and appearance of their skin. In our continued efforts to educate and offer you the 
latest advancements and promotions, we ask your permission to email our monthly newsletter and special 
promotions. 

 
“Kay’s Corner” is filled with news stories related to skin conditions and diseases, cosmetic and laser 
enhancements, skincare treatments, skincare products and plastic surgery. In addition, our newsletter will 
contain special offers and discounts only for subscribers, along with any breaking news, seminars and our 
pre-roll out of the treatment and product of the month. 

 
Please provide us with your email address. We will not disclose this information, except with your written 
consent. If the patient is a minor, the parent or legal guardian must sign below, granting permission for Kay 
Aesthetic Dermatology to email our newsletter. 

 
Name:     

Email:     

Date:     



 

 

 

 

 

 

THE NOTICE OF PRIVACY PRACTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY 
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE 
REVIEW IT CAREFULLY, AS IT EXPLAINS:

 
 
 How this office will use and disclose your protected health information
 Your privacy rights with regard to your protected health information
 This office’s obligations concerning the use and disclosure of your protected health information

I acknowledge that I have received a copy of the office Notice of Privacy Practices. I further acknowledge 
that the office Notice of Privacy Practices is available at the front desk upon request.

    

Patient or Patient Representative Signature:     Date:

Patient or Patient Representative Printed Name:   

      

   

 

    

Martin H. Kay, M.D.
201 S. Buena Vista St. Ste. 420 Burbank, CA 91505

Phone: 818-238-2350 Fax: 818-238-2351

Notice of Privacy Practices Acknowledgement Form




