


 

Tiffani Kim Institute    ●    310 W. Superior St   ●    Chicago, IL 60654    ●    (312) 260-9000 

 
Notice of Privacy Practice 

 
THIS NOTICE DESCRIBES HOW MEDICAL/PROTECTD HEALTH INFORMATION ABOU TYOU MAY 

BE USED AND DISCLOSED.  PLEASE REVIEW IT CAREFULLY 
 

Summary: 
By law, we are required to provide you with our Notice of Privacy Practices (NPP).  This notice describes 
how your medical information may be used and disclosed by us.  It also tells you how you can obtain 
access to this information. 
 
The Tiffani Kim Institute may use and disclose information for treatment, payment, healthcare operations, 
or as required by law. 
 
As a patient, you have the right to inspect, copy, and make corrections to your information, to request that 
you information be restricted and confidential.  You also have the right to a report of the disclosures of 
your information; and a paper copy of this Notice.   
 
We want to assure you that your medical/protected health information is secure with us. 
 

Acknowledgement of Notice of Privacy Practices 
 
*I hearby acknowledge that I have received of this office’s NOTICE OF PRIVACY PRACTICES.  I 
understand that if I have questions or complaints regarding my privacy rights that I may contact the Tiffani 
Kim Institute.  I further understand that the office will offer me updates to this NOTICE OF PRIVACY 
PRACTICES should it be amended, modified, or changed in any way* 
 
 
 
 
 
 
      
Patient or Representative Name (Please Print) 
 
 
 
 
            
Patient or Representative Signature    Date 
 
 
□ Patient refused to sign     □ Patient was unable to sign because: 
 
            
 



Candela Gentlemax.



 
 
 
 
 

LASER HAIR REMOVAL PRE & POST TREATMENT CARE 
 

BE SURE TO NOTIFY YOUR LASER TECHNICIAN OF THE FOLLOWING: 
• You are pregnant, trying to get pregnant, or breast-feeding 
• You have used Accutane in the 6 months prior to your treatment 
• You are on any new medication 

 
THE DAY OF YOUR TREATMENT: 

• Area to be treated should be shaven within 24 hours of treatment for optimal results. 
• Do not apply lotion, makeup, moisturizers, perfume, powder, bath oil, deodorant on the 

area to be treated.  These products can interfere with the treatments.  Any such products 
may be removed immediately before treatments, but please let us know what was applied 
so that nothing is missed. 

• Makeup can be applied immediately after the procedure, so bring what you need with you 
to your appointment. 

 
PLEASE  STOP AND BE MINDFUL OF THE FOLLOWING: 

• Any type of Chemical Peel 2 – 4 weeks prior to and after the treatment on the area to be 
treated. 

• Stop applying Retin-A, Renova, Tazorac, Differin, and Atralin 2 days prior and after, to 
the treatment area. 

• Stop any type of depilatory treatments (waxing, depilatory creams) to the area of 
treatment, 4 weeks prior, and the duration of your series. 

• Avoid sun exposure one month before and after treatment (VERY IMPORTANT!)  If 
you cannot avoid skin exposure, be sure to use a sunscreen that has a SPF of at least 30 
and has zinc oxide as an active ingredient.  Apply sunscreen generously and reapply 
every 2 hours (more frequently if sweating or in water). If you are tanned in the area to 
be treated, we cannot treat you to avoid burning the skin. 

• Stop sun tanning or using the tanning bed 2 – 4 weeks prior and after, to your treatment 
• Self Tanners/Spray Tans should be avoided for at least two weeks prior to your 

treatment. 
• Aspirin should be avoided for 10 days prior to and 2 days after treatments.  If you were 

told to take aspirin daily by a doctor, then please ask us, or ask your prescribing doctor 
before stopping it. 

• Plan to avoid strenuous exercise for 24 hours after to prevent reopening of the treated 
blood vessels. 

 
WHAT TO EXPECT: 
• It is normal to see slight redness and swelling around the hair follicle.  The hairs may 

even appear damaged or singed. If severe adverse reactions occur, please contact TKI at 
312-260-9020. 

• Remember that we are only able to effectively treat the hairs that are in the growth phase 
of the hair cycle.  Treated hairs will gradually be shed 1-2 weeks after your treatment.  
Those hairs that are in the resting phase of the hair cycle will simply fall out at their 
usual pace. 

• The laser hair removal is not effective on vellus (peach fuzz) hair 



 

Tiffani Kim Institute 
310 W. Superior St ● Chicago, IL 60654 ● 312.260.9020 

 
Laser Consultation Form 

 
Name:       Age   Sex        Date    
 
 
Area(s) to be treated today:           
 
             
 
Skin Type (I–IV):  □ Fair      □ Olive    □ Dark     □ Asian/Hispanic     □ Black 
 
Hair Type:    □ Coarse     □ Fine     □ Comments:       
 
Hair Color:   □ Black     □ Brown      □ Red      □ Blonde      □ Gray      □ Other 
 
Allergies:         
 
Are you Pregnant?     □ Yes          □ No 
 
Are you currently taking any medications? 
(Please list if any, Accutane, Aspirin, Antibiotics, Antiviral, Coumadin, Photosentivity drugs such as St. John’s Wort) 
List medications and dosages: 
 
             
             
             
 
Please list any topical medications you are using: 
 
             
 
 
Present Illnesses (including history of any autoimmune disease, HSV1, or HSV2): 
 
             
             
 
Recent cosmetic procedures in area to be treated (chemical peels, exfoliation, injectables, tattoos): 
 
             
             
 
History of keloids/hypertrophic scars:   □ Yes        □ No 
 
Tanning history (including direct sun, self tanners, spray tans) Please list and include last date of use: 
 
             
             
             
 
 
 
 



 

Tiffani Kim Institute 
310 W. Superior St ● Chicago, IL 60654 ● 312.260.9020 

Previous Laser Treatment: (specify date/number of treatments/frequency/tissue response/device used, if 
known): 
 
             
             
             
 
Previous Hair Removal History, if applicable: 
□ Wax epilation     □ Previous Laser Treatment 
 
□ Mechanical Epilation    □ Bleaching 
 
□ Electrolysis     □ Shaving 
 
Frequency and last use of above modalities: 
             
 
Other type of treatment:            
 
 
 
 
FOR STAFF ONLY: 

**After reviewing the recommendations, please have client initial each item** 
Recommendations:  Discussion with provider 
 
 1.  Discuss treatment options (testing, color of hair responds best, number of treatments) 
 
 2.  Discuss client expectations: understand need for multiple treatments, after care, possible side   
      effects, etc. 
 3.  Review in detail full treatment schedule process (waiting period, when to expect re-growth,     
                    shaving ONLY 6 weeks prior to/after treatment 
 4.  Discuss possible side effects (hyper/hypopigmentation, purpura, scaring) and length of time to  
      expect healing if side effects occur. 
 5.  Discuss specifics of are to be treated, test small area for tissue response BEFORE full treatment  
      (provider should protect eyes/brow, nose, ears when treating) 
 6.  Discuss avoidance of sun exposure and the use of sunscreen during entire program. 
 
 7.  Discuss sensation of laser and the option for topical anesthesia. 
 
 8.  Discuss benefits of laser treatment, possible long-term hair removal, and laser safety. 
 
 9.  Discuss cost (payment schedule, cost of multiple versus single payment per visit). 
 
 
Comments: 
 
             
             
 
I agree that the information listed above has been reviewed and presented with my clear understanding of 
what this procedure involves.  All of my questions have been answered to my satisfaction. 
 
Signed:         Date:      
 
Witness:       Date:      





 
Patient Consent and Authorization 

 
My signature acknowledges that I have provided complete, accurate information and authorizes 
the physician to examine and treat me. 
 
□ I have received this physician’s Notice of Privacy Practices. 
 
□ Federal privacy rules permit my personal and medical information to be used and disclosed 
without my permission for billing, medical treatment and healthcare operations.  For other 
purposes, my information will only be released with my written permission. 
 
□ I authorize release of any medical information necessary to process insurance claims, and I 
authorize payment of medical benefits directly to the physician. 
 
□ I understand that all labwork is sent to an outside laboratory and I may be billed separately by 
the lab and I am able to receive copies of those reports from this office. 
 
□ I understand that my insurance company may not cover services due to: 

• Lack of Coverage 
• Non-Covered Services 
• Services not meeting their definition of “medical necessity” 
• Too many services within your insurance carrier’s definition of “time period” 

 
I   □ DO   □ DO NOT request a chaperone in the exam room during the physical portion of my 
examination. 
 
I have no objection to the doctor and/or his staff discussing my medical treatment with: 
 
Dr. _____________________________ (Primary Care Physician) 
 
Name: ___________________________ Relationship: ________________ 
 
Name: ___________________________ Relationship: ________________ 
 
I DO NOT OBJECT TO: 
 Phone calls to my __ home __ place of employment __ cell phone. 
 __ Messages left on my answering machine/voice mail. 
 __ Messages left with one of the people listed above. 
 
Please note: All mail will be sent to your home address and no information will be   FAXed or 

emailed to you without your written consent. 
 
Printed Name: ________________________________ 
 
Signature: ____________________________________ Date: _______________ 
 
This practice reserves the right to change its privacy practices as described in the Notice.  Revised 

Notices will be made available upon request. 
 



 
Tiffani Kim Institute Medical History 

 Patient: ___________________________________________ □ Male   □ Female Date: ____________ 
 
Reason for today’s visit: ____________________________________________________________________ 
 
Are you allergic to any medications? □ YES  □ NO  If yes, please list allergies below: 
1. ______________________________________ 2. ________________________________________ 
Are you allergic to nickel?  □ YES □ NO 
 
List all Medications you are currently taking: 
1. ______________________________________ 2. ________________________________________ 
3. ______________________________________ 4. ________________________________________ 
 
Past Medical History/Have you had any of the following (please check all that apply): 
 
(     )    Diabetes    (     )    High blood pressure  (     )     Seizure disorder  
(     )    Heart Disease/Murmur/Angina (     )    High Cholesterol   (     )     Stoke  
(     )    Heartburn    (     )    Kidney Trouble   (     )     Gout   
(     )    Psoriasis    (     )    Eczema    (     )     Cold Sores 
(     )    Thyroid disorder   (     )    Arthritis     (     )     Bleeding Disorder 
(     )    Hepatitis    (     )    Other _________________ 

Do you drink alcohol? □ YES  □ NO If YES ________ drinks per day 

Do you use IV drugs? □ YES  □ NO If YES, what? ______________ How much and how often?______________ 

Have you had or have you been exposed to HIV (AIDS)? □ YES  □ NO 

Have you ever had dental anesthesia (Novacaine)? □ YES  □ NO Any bad reaction?  □ YES   □ NO 

Skin: 
When you are exposed to sun do you:   □ Tan only   □ Tan and burn   □ Burn 

Have you ever had skin cancer?   □ YES  □ NO 

Has anyone in your family had skin cancer? □ YES  □ NO  If YES, who? __________________________ 

Do you have a history of any specific skin diseases? □ YES  □ NO 
If yes, please list: ___________________________________________________________________________ 
 
List any other disease or condition we should know about: ___________________________________________ 
 
List surgical procedures you have had in the last 6 months:___________________________________________ 

Please answer the following questions: 
Do you smoke?   □ YES  □ NO If YES, how much? ___________________ per day 

Do you bleed easily?  □ YES  □ NO 

Are you pregnant?  □ YES  □ NO   □ N/A Due Date: _______________ 

Do you have artificial joint(s)? □ YES  □ NO 
What is your occupation? _______________________________________________________ 
What are your hobbies?  _______________________________________________________ 

Completed by: □ Patient 
  □ Medical Assistant _______  ____________________________________ 
               Initials  Reviewed by 










