
 
FINANCIAL TERMS AND POLICIES FOR COSMETIC SURGERY  

 
 
Payment for Surgical Procedure: 
Full payment at the time of scheduling is preferred, however a non-refundable deposit of 
$500 will reserve the scheduled day and time you have selected. 
 
If you are scheduling within three weeks of your procedure, 50% of the fee is necessary 
at the time of scheduling. 
 
Balance of all surgical fees (surgical facility and anesthesia costs included) is due two 
weeks prior to your scheduled surgery date. 
 
      ________________ 
           Patient Initials  
 

 
Cancellation Policy 
Cancellation of a scheduled surgery must be done two (2) weeks prior to your scheduled 
surgery date. Dr. Mosharrafa’s office reserves the right to retain 50% of the surgical 
procedure fees paid. This will be re-applied when the surgery is rescheduled. This 
portion is non-refundable if surgery is not rescheduled. 
 
Surgical Facility Cancellation Policy 
If a patient cancels their surgery within 3 business (working) days of the scheduled 
surgery time, 50% of all surgical facility fees will be forfeited. If a patient cancels their 
surgery within 24 hours of the scheduled surgery time, 100% of the surgical facility fees 
will be forfeited. A patient may reschedule or cancel a second time without penalty 
(outside of the 3 business days). If they reschedule a third time, they will be charged a 
non-refundable scheduling fee of $75.00. 
 
      ________________ 
           Patient Initials 
 
Revision Policy 
Dr. Mosharrafa performs medically necessary revisions for up to one (1) year from the 
original date of surgery. Dr. Moharrafa’s fee will be 10% of the initial surgery cost 
with a minimum of $500 per revision. The revision fee does not include additional 
expenses for equipment such as, but not limited to; garments and implants.  In 
addition, anesthesia and facility fees will apply. 
 
This policy does not apply to breast enhancement patients that choose to increase or 
decrease the current implant size following their original surgical procedure. Normal 
surgical fees will be required. 
 
I fully understand and agree with the above terms and policies. 
 
 
_____________________________  _________________  ____________ 
Patient Signature     Date    Staff Initials 
 
 

For your convenience, all methods of payment may be made at our office and will be disbursed accordingly. 
*Facility and anesthesia costs for surgeries scheduled at Osborn Ambulatory are paid in full at the facility on the day 
of surgery. 


