
FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT

FLORENCE MUSSAT







1 of 2 

FLORENCE MUSSAT MD, S.C.| 680 N LAKE SHORE DRIVE SUITE 1030 CHICAGO, IL 60611 
www.fmussatmd.com 

Office: 312-751-9000 Email: fmussatmd@msn.com or fmussatmd@gmail.com Fax: 312-638-8651 

 

 
Patient Billing and Financial Agreement 

 
Welcome to Florence Mussat MD, S.C.  We are dedicated to providing you with high quality care and service. 
We regard your understanding of our financial policies as an essential element of your care. Your signature 
below indicates that you have read, understand, and agree to the following terms, which explain the Florence 
Mussat MD, S.C.  billing and financial policies: 
 
1. Insurance Coverage: 
 
I understand that I am ultimately financially responsible for my own bill and for possessing a clear 
understanding of my insurance policy, if any. I understand that if I am using insurance, I have a responsibility to 
provide Florence Mussat MD, S.C.  with complete and accurate information about my insurance. It is my 
responsibility, not the responsibility of Florence Mussat MD, S.C.   to understand the terms of my insurance 
coverage. This includes but is not limited to a knowledge of which services are covered, where services can be 
performed; whether my provider is in-network; whether my employer has any specific guidelines regarding 
network providers; the amounts of any deductibles, co-payments, or co-insurance; and an understanding of 
which referrals, if any, are required. By signing this document, I understand that I remain primarily liable for 
payment of all medical services provided by Florence Mussat MD, S.C.  not covered by my insurance. I further 
understand that Florence Mussat MD, S.C.  cannot guarantee payment from my insurance company. I 
understand that just because my physician or the employees of Florence Mussat MD, S.C.  may believe 
insurance should cover a service does not mean that my insurance will actually do so. I understand and agree 
that such opinions or beliefs of my physician or the employees of Florence Mussat MD, S.C.  are not a 
guarantee that my insurance will pay for my care. 
 
2. Policies for Specific Services: 

 
a) Initial Consultation. The cosmetic consultation visit fee is $200 for the in person initial consultation 

and $300 for video consultation (or co-pay for insurance patients). Payment must be made in full at the 
time of service. I understand that if my initial consultation (or co-pay) is not paid in full at the time of 
service, future non-emergent appointments will not be scheduled for me until I pay the outstanding 
balance. 

 
b) Cosmetic Surgeries and Procedures. Cosmetic surgeries and procedures are not usually a benefit 

covered by insurance companies. I will be responsible for pre-paying for my surgery or procedure on 
the day of the pre-op appointment. A non-refundable $1000 deposit is due to schedule your cosmetic 
surgery and applied to the surgeon’s fee. 

 
c) Medically Necessary Surgeries and Procedures. I understand that any surgery or procedure deemed 

by a physician to be "medically necessary” will be billed directly to my insurance company. I understand 
that I am responsible for paying for any portion of the charges for such surgery or procedure which is 
not paid by my insurance company (Deductibles, co-pays, co-insurances). 

 
d) Post-Operative Services. I understand that standard post-operative visits are considered part of my 

surgery or procedure. I understand that I do not incur additional costs unless the post-operative course 
of care includes complications or a protracted amount of time from the date of surgery. If my post-
operative care is considered a billable service, I further understand that it will be billed directly to my 
insurance company. I understand that I am responsible for paying for any portion of the charges for 
such post-operative care which is not paid by my insurance company.

Patient Initials__________ 
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3. Appeals: 

If my surgery, procedure or visit is submitted to insurance, I understand that it may be necessary for me 
to appeal my claim if my insurance company either does not pay or if its payment does not cover the 
entire amount. Florence Mussat MD, S.C.  will provide me with operative notes, office visit notes, and 
other materials in my chart; but I understand that any necessary appeals are entirely my responsibility. I 
further understand that it is up to me to initiate any appeal with my insurance company and to find out 
what needs to be done to initiate and follow through with that process. 
 

4. Prior Authorizations and Referrals:  
I understand that it is my responsibility to determine whether a prior-authorization or referral is required 
for my surgery or procedure. 
 

5. Past Due Amounts and Debt Collection Practices.  
In the event my account accrues an unpaid balance, I understand that I will be given a grace-period of 
sixty (60) days. After the capitation of sixty (60) days, I understand that I will be charged annual interest 
in the amount of 10%. I further understand that my account may be referred to a collections agency if I 
accrue an unpaid balance and no payment is made toward that balance for a period of ninety (90) days. 
I understand that if I have an unpaid balance in excess of $100, I must pay that balance in full before 
Florence Mussat MD, S.C.  will provide further non-emergent services to me. 
 

6. Payment Plans: 
Florence Mussat MD, S.C.  will negotiate payment plans on a case-by-case basis. I understand that all 
such payment plans must be arranged and approved by Florence Mussat MD, S.C.  and the terms of such 
plans will be set out in a separate, written contract between Florence Mussat MD, S.C.  and me. 
 

7. Cancellation / No-Show Policy:  
I understand that if I need to miss an appointment, I am required to call and cancel. I further understand 
that if I do not call and cancel my appointment at least two (2) business days in advance, I will be charged 
a $75 late-cancellation / no-show fee. I agree to be responsible for paying this fee should it apply; and I 
understand that it will not be covered by my insurance company. 
 

8. Rescheduling or Cancelling Surgeries or Procedures: 
I understand that cancelling or rescheduling my visit, surgery or procedure could require Florence Mussat 
MD, S.C.   to incur administrative costs and to expend employee time. I also understand that this could 
adversely affect other patients. Accordingly, I understand that Florence Mussat MD, S.C.  will reschedule 
a surgery or procedure for me once, at no charge, so long as I request the same no later than three (3) 
weeks prior to the scheduled surgery or procedure. If: (a) I wait to reschedule within three (3) weeks prior 
to the scheduled surgery or procedure, or (b) I request that my surgery or procedure be rescheduled a 
second time, I understand that I will be responsible for paying a rescheduling fee of $200. I further 
understand that this fee will not be covered by my insurance company. 
 
By signing this document, I acknowledge that I have read, understand, and voluntarily agree to be 
bound by its terms. 
 
 
________________________     __________________________________     __________________ 
Print Patient Name                       Signature Patient/Guardian                       Date

 

Patient Initials__________ 



REGISTRATION FORM 

Florence Mussat MD SC | 680 N Lake Shore Drive Suite 1030 | Chicago, IL 60611 
www.fmussatmd.com | Office: 312-751-9000 | Fax: 312-638-8651| Email: fmussatmd@msn.com or fmussatmd@gmail.com 

Date…………………………… 

Dear Pa)ent, 

Welcome to my office. I will do my best to make your experience most pleasant. Please fill your registra)on sheet and print clearly. 

NAME: ……………………………………………………………………………………………………………………………………………… 

Nick name or what you like to be called………………………………………………………………………………………..AGE…………….M/F/PREFER NOT TO SAY 

 

D.O.B…………………………………………………………………...………….Single / Married/ Widowed/ Divorced 

HOME 
ADDRESS:………………………………………………………………………………………………City…...……………………………..State……………..ZIP………………….. 

HOME PHONE…………………………………………………………………………………………MOBILE………………………………………………………………….……………              

Email……………………………………………………………….….……………………………………………….Would you like to be added to our mailing list? Y/N 

OCCUPATION, Posi)on & Employment:………………………………………………………………………………………………………………………………………………. 

EMPLOYED BY………………………………………………………………………………………………………………………………………………………………………………………. 

ADDRESS:……………………………………………………………………………………………………………………………………………………………………………...…………… 

CITY……………………………………………………………………………………..….STATE……………………………..ZIP………………………………………………………………. 

REFERRED BY: How did you hear of us?…………………………………………………………………………………………………….………………………………………… 

SPOUSE’s NAME:                                                                                               
OCCUPATION:…………………………………………………………………………………..Employed by:…………………………………………...………………………………… 
PHONE: 
ADDRESS:…………………………………………………………………………………………City………………………...……………STATE………………….ZIP……………………. 

COMMUNICATION 

Your privacy is important to us. Please check all that apply. I wish to be contacted in the following ways.... 

Best )me to reach me? (Days/Time)............................................................................................................................................................ 

IN CASE OF AN EMERGENCY NOTIFY( Family/ Friend) Name:……………………………………………………………………………….……………………………..  

Phone:…………………………………………………………………………….. Relationship………………………………….…………………………………………………………… 

Your Signature………………………………………………………………………………………………………………………Date……………………………………….………………. 

Mobile/Cell Phone: 
� I authorize TEXT message communicaLon* 
� DO NOT CALL or leave message 
� Leave call-back number only 

Home Phone: 
� DO NOT CALL or leave message 
� Leave call-back number only 

 
TEXT*: 

� You agree to receive recurring messages from FLORENCE 
MUSSAT MD SC; Reply STOP to opt out; Reply HELP for 
help; Message frequency varies; Message and data rates 
may apply; Carriers are not liable for delayed or 
undelivered messages  

Email: 
� I authorize e-mail communica)on 

Reason for visit: 



OPERATIONS 

ALLERGIES





If you are not married, are you:  
widowed always been singledivorced



What do you think plastic surgery will do for you?

How long have you been considering plastic surgery ?



PLEASE SEND US A COPY OF YOUR INSURANCE FRONT AND BACK AND ID

Dear Patient, 

I wanted to reach out to you and provide you with important information regarding 
verification of insurance benefits.

We are currently only in network with Blue Cross Blue Shield PPO but this does NOT 
guarantee that your procedure is a covered benefit. We are out of network for any 
other insurance providers. We do not accept any state funded insurance providers. 

Please be sure to check with your insurance provider to verify if our office is a 
participating provider. 
Here is our NPI number :1124253034.

Please provide a copy (email or fax) of your
1--Insurance card front and back
2--A Valid state ID or DL -With current address prior to your office visit.

We will attempt to verify your benefits and provide you with a summary but you
must check directly with your insurance to ensure coverage for your consultation.

In office scan of Insurance and ID will be required at scheduled appointment to ensure 
legible information is on file

We look forward to meeting you,

Thank you,

Florence Mussat M.D.
Board Certified Plastic & Reconstructive Surgeon
680 N. Lake Shore Drive Suite 1030
Chicago, IL 60611
312-751-9000
www.fmussatmd.com

NPI#1124253034 | Individual: 1194935262 LIC#036085474
TIN#204841035 



Florence Mussat M.D., S.C.                                               312-751-9000. | www.fmussatmd.com 
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AUTHORIZATION FOR MEDICAL PHOTOGRAPHS – INITIAL CONSULTATION 

 

 
 

This is a consent document that has been prepared to help inform you concerning permission to 
take photographs of your body and/or face to monitor/document your treatment. 
They will be stored in your electronic file. 
 

It is important that you read this information carefully and completely. After reviewing please sign 
the consent as proposed by Dr. Mussat. 
 

INTRODUCTION.  
 
Medical photograph maybe taken before, during, and after a surgical procedure or 
treatment.  Consent is required to take such images.   

CONSENTS TO TAKE PHOTOGRAPHS  
 
   At your first consultation/ During treatment / Post treatment. 
 
   I hereby authorize Dr. Florence Mussat, M. D. and her associates or licensees to use  
   pre-operative, and post-operative photographs for professional medical purposes: 
 
  Dr. Mussat will need them to review and monitor your treatment.  I understand that I will  
  not be entitled to monetary payment or any other considerations as a result of any use  
  of these images.  
 
  I understand that all information will be kept confidential and will be reported in an  
  anonymous fashion. I further understand that I may withdraw my consent at any time. 
 
 We can provide you with access to all your photos using a password protected link. 
 
 
Print Patients Name: ________________________________ 
 
 
Patient Signature: _________________________________   Date: ____________________  
 
 
Witness Signature: _________________________________ Date: _____________________ 


