
 

 
  
  

 
 

 
 
 

I, _____________________________, authorize Krauss Dermatology to charge my credit card 
above for agreed upon services, procedures and purchases. I understand that my information 

will be saved to file for future transactions on my account.   
 

I understand I will be charged a $75 no show fee if I fail to cancel my appointment less than  
48 hours in advance.   

 
This completed form must be emailed to cosforms@kraussderm.com or faxed to 781-416-3505 
prior to your scheduled appointment. 

 

 

 

______________________________ 

Patient Signature & Date  
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