
610.696.3446 |  14 Wilmont Mews |  West Chester, PA 19382

FINANCIAL POLICY 

I understand that payment is expected at the time of service unless prior arrangements 
have been made. 

I understand that a billing charge will be added to my unpaid account each time a 
statement is sent. 

I understand that any fees associated with the collection of this account will be my 
responsibility. 

PRIVACY PRACTICES ACKNOWLEDEGMENT 

• I understand that, under the Health Insurance Portability & Accountability Act of 1996 
(HIPAA), I have certain rights to privacy regarding my protected health information.  I 
understand that this information can and will be used to: a)Conduct, plan and direct my 
treatment and follow‐up among the multiple healthcare providers who may be involved 
in that treatment and indirectly,  b) Obtain payment from third‐party payers, c) Conduct 
normal healthcare operations such as quality assessments and physician certifications. 

• I am aware that the full Privacy Practices Notice may be found on 
www.grabillfamilydentistry.com.  I understand that this organization has the right to 
change its Notice Of Privacy Practices from time to time.  I understand that I may 
request in writing that you restrict how my private information is used or disclosed to 
carry out treatment, payment, or healthcare operations. 

 

Patient Name(printed)__________________________________________________________________ 

Relationship to Patient__________________________________________________________________ 

Signature_____________________________________________________________________________ 

Date_________________________________________________________________________________ 

 

 

Laurene A. Grabill, D. M. D. 
14 Wilmont Mews 

West Chester, PA  19382 
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Post-Op Instructions
Dermal FillersPOST TREATMENT INSTRUCTIONS 

Dermal Filler Treatment 

DO NOT:  touch, press, rub or manipulate the implanted areas for the rest of 
the day after treatment.  Avoid kissing, puckering and sucking movements 
for the rest of the day as these motor movements can undesirably displace 
the implanted dermal filler material. You can cause irritation, sores, and/or 
problems, and possible scarring if you do. 

AVOID: Aspirin, Motrin, Gingko Biloba, Garlic, Flax Oil, Cod Liver Oil, 
Vitamin A., Vitamin E, or other essential fatty acids at least 3 days after 
treatment. 

AVOID:  Alcohol, caffeine, niacin supplement, high-sodium foods, high 
sugar foods, refined carbohydrates (you may eat fruit), spicy foods, and 
cigarettes 24-48 hours after your treatment. 

AVOID:  Vigorous exercise and sun and heat exposure for 3 days after 
treatment. 

DISCONTINUE:  Retin 2 days after treatment. It is best to wear no makeup 
or lipstick until the next day. Earlier use can cause pustules. 

One side may heal faster than the other side. 

You can expect some bruising and swelling around the areas that were 
injected.  Apply ice for the first hour after treatment for ten minutes on and 
ten minutes off. 

You must wait 2 weeks before any enhancements. 

***Please report any redness, blisters, or itching immediately if it occurs 
after treatment.*** 

I certify that I have been counseled in post-treatment instructions and have 
been given written instructions as well. 

____________________________________          __________________ 
Patient Signature            Date 


