TELEPHONE CONSUMER PROTECTION ACT (TCPA) CONSENT
Active communication with our patients is a key element in providing high quality health care services. To that end, Lumiere Cosmetic Vein Center desires to communicate timely information regarding health care services and functions to you in the most effective means possible, including via automated telephone and text messaging. Federal law requires that we obtain your consent prior to communicating with you via these means. Please read and sign below so that we can communicate with you for these important purposes. We apologize for the formality of this consent, but it is required by law.
I authorize the use of my personal information, the name of my care provider, the time and place of my scheduled appointment(s) and other limited information for the purpose of notifying me of a pending appointment, a missed appointment, overdue wellness exam, balances due, lab results, any other health care related function, practice events, practice changes and/or practice related news. I consent to receiving multiple messages per day from my health care provider, when necessary, and I consent to allowing messages being left on my voicemail, answering system or with another individual, if I am unavailable at the number I provided to Lumiere Cosmetic Vein Center.
I also authorize any of Lumiere Cosmetic Vein Center – independent contractors, agents, and/or affiliates (collectively, “Practice”) to contact me through the use of any dialing equipment, an artificial voice or pre-recorded voice or other messaging system, at any telephone number associated with my account including wireless telephone numbers, provided by me or found by means of skip tracing methods even if I am charged for the call, as well as through any email address or other personal contact information supplied by me. I expressly consent to receive any such automated calls. I understand that, depending on my plan, charges may apply to certain calls or text messages.

______________________________________________
Signature of Patient/Person Legally Responsible
______________________________________________
Date
______________________________________________
Relationship to patient (if signed by person legally responsible)
