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Beautiful Body Med-Spa, Inc. 
 

 
 
Dr. Karla Alberts, NMD 
15425 N. Greenway-Hayden Loop, Suite A200                T: 480-247-8660 
Scottsdale, AZ 85260                    F: 480-825-7806 
 
 

NEW PATIENT INTAKE 
 

Name______________________________________________________________________________ 
 
Date of Birth ___________/____________/____________ Age__________ Gender_______ 

 
Street Address ______________________________________________________________________ 
 
City_____________________________________________ State_________ Zip___________ 

 
 
Phone (Home) _______________________   (Cell)_________________________ (Work)_____________________ 
 
E-mail Address _____________________________________________________________________________________ 
 
Social Security Number (used for insurance purposes) ________________________________________ 
 
How did you hear about us:* (If someone referred you here, please name them so that we may thank 
that person) ____________________________________________________________________________________ 
 
*Friend Referral ______________________________________________________________________________ 
 
*Social Media (Please indicate which version you used to find out about our office) 
 
_____Facebook  _____Twitter  _____Website     ______Other (please specify below) 
 
____________________________________________________________________________________ 
 
 
EMERGENCY CONTACT 
 
Name ____________________________________________________ Phone ____________________ 
 
Relationship to you ____________________________________________________________________ 
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Beautiful Body Med-Spa 

 

 

 
Patient Name:________________________________    DOB:____________________ 
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Beautiful Body Med-Spa, Inc. 
 

15425 N. Greenway-Hayden Loop, Suite A200    T: 480-247-8660 
Scottsdale, AZ 85260        F: 480-825-7806 
 
 
 

CLINIC FEE AGREEMENT 
 

Please read Items A-F carefully and initial where indicated 
 

A. Dr. Briana Cain, Dr. Rebecca Miller, and Dr. Karla Alberts are currently classified as out-of-
network providers for all insurance companies. In order to potentially have insurance coverage 
for Dr. Cain’s and Dr. Miller’s services, your insurance plan needs to have out-of-nework 
coverage and you must have satisfied the deductible. Most insurance companies will cover 
all or a portion of the bill for lab services. Be aware that out-of-pocket medical expenses can be 
used as tax deductions in some circumstances. Please keep your receipts as we do not keep 
financial records of your visits. We will not be providing year-end statements for taxes. 

____________ (initial) 

B. Dr. Cain’s/Dr. Miller’s/Dr. Alberts’ fee is normally $100-$200 for New Patient appointments, 
and $50-$125 for follow-up appointments (billed at $200/hour). These fees vary 
depending on time spent in the appointment and complexity. There will be separate costs for 
certain procedures, supplements, IV therapies, injections, lab work and diagnostic testing. 
Phone consultations will be billed at the same rates mentioned above. Brief phone calls or 
emails to answer questions or discuss treatment protocols will not be billed. 

____________ (initial) 

C. We require a 24-hour advance notice to cancel appointments. If you do not show up for a 
scheduled appointment, you will be billed $25. 

____________ (initial) 

D. IV THERAPY 
The IV therapies already include Dr. Cain’s/Dr. Miller’s/Dr. Alberts’ time and you will 
not be billed for their time twice. The following are the charges for IV’s: 

 Nutritional/Hydration/Vitamin C IV’s - $150-$225 
 DMPS Chelation (Heavy Metals Testing/Removal) - $75 
 Glutathione (Detoxification) IV Push - $45 

IV’S ARE MADE PRIOR TO CLIENT ARRIVAL. ALL CLIENTS WILL BE HELD 
FINANCIALLY RESPONSIBLE FOR THE FULL IV COST AND $25 NO SHOW FEE IF 
APPOINTMENT IS MISSED. 

____________ (initial) 
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E. INJECTABLE THERAPIES/OTHER 
 B-12/Iron/Testosterone injection - $20 
 Acupuncture - $85 (new patients); $50 (follow ups) 

____________ (initial) 

F. PAYMENT IS DUE AT THE TIME OF SERVICE 

____________ (initial) 

 

______________________________________________ ____________________________ 
Client Signature       Date 

 

By signing, I agree to the above terms as outlined. 
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Beautiful Body Med-Spa, Inc. 
 

15425 N. Greenway-Hayden Loop, Suite A200     T: 480-247-8660 
Scottsdale, AZ 85260         F: 480-825-7806 
 

INFORMED CONSENT 
 

Welcome to Beautiful Body Med-Spa and the medical practice of Dr. Briana Cain, NDM, Dr. Rebecca 
Miller, NMD, and Dr. Karla Alberts, NMD. 
 
I consent to treatment and understand that my physician is a licensed Naturopathic Doctor who will 
conduct a thorough case history with me before initiating any treatment protocols. Naturopathic 
doctors are recognized as primary care physicians in the state of Arizona with the ability to diagnose and 
treat disease conditions. Naturopathic doctors utilize principles and practices that treat the whole 
person and assist in the body’s own ability to heal. 
 
Evaluation and diagnoses will be based on physical exam, specific blood and/or urinary laboratory 
reports. Evaluation of these laboratory reports may be interpreted differently from other practitioners 
of naturopathic or allopathic medicine. Treatment protocols may or may not be consistent with 
mainstream medical tests/evaluations and are based on clinical experience and scientific/medical 
literature. 
 
Treatments may include procedures such as, but not limited to, nutritional supplements, homeopathic 
medicines, botanical medicines, intravenous vitamin/mineral therapy, acupuncture, injections, 
mesotherapy injections, cosmetic injections, trigger point injections, and prescriptive medications 
(including bio-identical hormones). Certain treatments may be deemed “experimental” since the FDA 
has not issued any guidelines or statements as to the safety or efficacy of these treatments. I 
understand that my doctor will inform me of the potential risks of treatment and answer any questions 
that I may have. 
 
I understand that even “natural” treatments may have side effects and it is my responsibility to inform 
my doctor in a timely manner of any side effects or adverse effects that I may be experiencing. I will 
make sure to inform my doctor of all dietary supplements, non-prescriptive medicines and prescriptive 
medications that I am taking, as well as updating any changes to this list. 
 
I acknowledge that if I have any questions or concerns about my lab evaluation and treatment protocol, 
I will address them with my doctor in a timely manner. My consent to treatment is voluntary and 
informed. 
 
I assume full responsibility for costs regardless of my insurance coverage; these costs may include office 
visits/procedures and labs not covered by insurance, as well as medications and supplements. 

______________________________________________ ____________________________ 
Patient Signature      Date 

______________________________________________ 
Print Name 

______________________________________________ ____________________________ 
Doctor’s Signature      Date 


