
 

 

 

Patie Information Form 

   PATIENT INFORMATION FORM    

Name: (Last) __________________ (First) ________________ (M.I.) _______ Sex: (M / F) 

SSN: ____________________      Birth Date: _________________   Age: ___________ 

Home Address: _____________________________________________________________ 

City____________________________ State _______ Zip Code________________ 

Home Phone: (        ) ____________________ Cell Phone: (     ) _______________________ 

Email Address: _______________________________________________________________ 

Best number to reach you: ______________________________________ 

 

Alternative address: ___________________________________________________________ 

____________________________________________________________________________ 

              

Education:  Elementary    High School/Tech School     2 Year College   4 Year College   Graduate School             

                                                                   (Please circle highest level achieved) 

Employment Information: 

Employer: ________________________________Occupation:_____________________ 

Phone: (         ) ___________________________ext: ______  

In Case of Emergency: 

Name: __________________________Relationship ____________Phone :(       )________ 

 

How did you hear about us? 

____ The Herald           ____ Physician                      ____Mailer/Advertising                     

____ Referral by Current Patient       ____ La Guia                                      ____ Sign/Location                              

____ Coupon Book                                ____ Gyms       ____ Seminars  

____ East County Observer   ____ Natural Awakening                  ____ Radio advertising      

____ West Coast Woman    ____ Mensaje Latino      ____ Others 

____  Scene Magazine    ____Television 

 

My signature on this form confers the authorization for Medical treatment by Inda Mowett, MD and 

her staff at The Aesthetic & Wellness Center. 

 

Financial Policy: 

Please be advised that full payment for all services will be due at the time services are rendered.  For 

your convenience we accept Visa, Master Card, Discover Card, or Cash.  We DO NOT accept 

personal checks. 

 

No Show or Cancelled Appointment Policy: 

We do not accept clients without appointments.   Appointments that are not cancelled 24 hours prior 

to appointment time will be billed a $25.00 cancellation fee.  Cancellation or no-show fees must be 

paid prior to making future appointments and are the sole responsibility of the client.  Missed 

appointments cannot be credited to next week’s treatment period.  Lipotropic injections missed 

cannot be credited for future injections.  If you are enrolled in a special program through your 

employer, cancelled or no show appointments will be applied to your treatment plan and will be 

charged to your treatment program.  Repeat cancelled, or no-show appointments may result in 

termination from treatment at this practice. 

 

Cancellation Policy 

If you purchase a treatment package and do not complete the series, your bill will be reconciled at 

the individual treatment rate and any resulting credit can be applied only to a gift certificate or to 

additional services or products.  In regards to the Weight Loss Program, if you withdraw from the 

program, you will not be entitled to a refund of any previously paid monies. 

 

Signature_______________________________________   Date___________________________ 

THE AESTHETIC AND WELLNESS CENTER, PLC 

3825 State Road 64 East  Suite 300 Bradenton, FL 34208  941-749-0741 


