
MEDICAL HISTORY FORM

Name__________________________________________HomePhone

Address_______________________________________________________Cell Phone

City_______________________________ State Date of Birth

Zip Code___________DL# Sex M F Age SS#

Email Address

______________________________________________

Patient’sEmployer______________________________________Occupation

Employer’sAddress

______________________________________

Work Phone -

__________________________________State________________

Zip Code

Any otherfamily memberswho havebeentreatedhere? Yes No Name_____

How did you find out about our practice?

__________

RESPONSIBLE PARTY

Nameof ResponsibleParty

___________________________________Date

of Birth

Address_____________________________________________Home Phone

____

Relationship:Husband/Wife/Father/Mother/Son!Daughter Occupation

Employer

______________________________________________

Work Phone

_______

Employer’sAddress____________________________________________________

City

_______________________________________State _______________________Zip

Code -

IN CASE OF EMERGENCY CONTACT

Name

_______________________________________________________

Relationship

Address

____________________________________________Telephone________

Our NoticeofPrivacyPracticesnotice providesinformationabout how wemay useanddiscloseprotectedhealth
informationaboutyou. You havethe right to reviewour notice beforesiing this consent. As outlinedin our notice, the
termsof our noticemay change. If our notice is changedor modified, you may obtain a revisedcopyby requestfrom the
receptionist.

You havethe right to requestthat we restricthow protectedhealth informationaboutyou is usedor disclosedfor
treatment,payment,or healthcareoperations.We are not requiredto agreeto this resthctionbut if we do. weare bound
by our agreement.

By signingthis form, you consentto our useanddisclosureof protectedhealthinformationabout you for treatment,
payment,and healthcareoperations.You havethe right to revokethis consent,in writing, exceptwherewe havealready
madedisclosuresin relianceon your prior consent.This consentis given freely with the understandingthat:

I. Any andall records,whetherwritten or on or in electronicformat, areconfidential andcannot bedisclosedwithout priorwritten authorization,exceptas
otherwisepmvidedby law.

2. A photocopyor lax of this consentis asvalid as thoughoriginal.
3. I may revokethis consentat anytime, exceptwhere inthnTlatinnhasalreadybeenrelensed. This consentis valid until revokedby mein writing.

Signature Date
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Patient Profile

LastName First Middle

Dateof first visit

________________Skin

HealthCounselor

_____________________Physician

PATIENT PROFILE UISTOLOGY

Allergies Medications_____________________________________

_____

Haveyou evertaken Accutane?

_________

When?

____________Dosage_____________________Months______

Haveyou usedTretinoin?_% Do you haveherpessimplex?- Valacyclovir_Zovirax _Valtrex -

Birth Control Pills?

_____

Currentlypregnant?

______

Breastfeeding?

______Attempting

Pregnancy?

______

Skin tans? Skin bums? Pre-cancerouslesion? Lesionremoval? When
Mole removal?

_____When?

Hair removal? Wax Electrolysis Laser
Permanentmake-up? Where?

________________

Filler?

_____What

kind?

_________Where?_________

Other

PREVIOUSRESURFACINGPROCEDURESpleasegive dates

C02

____________Erbium____________

Dermabrasion

____________

Microdermahrasjon
Peels: Phenol

___________

TCA

__________

Obagi Blue Peel

__________Glycolic___________

Salicylic

____________Vitalize

Peel
Other treatments

HOME SKIN CARE PRODUCTS

Cleanser

________________________Times

a day

_____Toner/Astringent_________________________________

Moisturizer________________________Eye Cream

____________________

Exfoliator
Sunscreen Other Make-up_______

___________________ _____

TopicalMedications

________

AREAS OF CONCERN pleasecheckall that apply

Lines/wrinkles_____Skin texture

_____

Skin elasticity

_____

Evencolor tone

_____Psoriasis/Eczema

Acne Scars_____Acne pimples,whiteheads,blackheads

_____

Skin disorder

-

Other concerns

SELF SKIN ANALYSIS pleasecheckall that apply

Oily X-Dzy Dry Normal

_____

Combination

_____Thick

Thin Normal

_____

Other

_____

Wrinkles?

______

Fine Deep Acne? Type

___________________________Acne

Scars?
Other Scarring
Keloids Scarring Pigmentation Telangiectasias Milia Comedones
EnlargedPores Elastosis Keratosis

SKIN COLOR ANALYSIS

Caucasian Light Medium

_____

Dark

_____

Very Dark

_____

Asian Light Medium____ Dark

____

Very Dark____
Hispanic- Light Medium Dark

_____

Very Dark

_____

African American_ Light Medium Dark

____

Very Dark

____

Indian_ Light Medium Dark

_____

Very Dark

_____

Ethnic Combination Light Medium Dark Very Dark

____

Page2



Pleasecompletethefollowing questionnaireas this will help its properly addressthe
issuesimportantto yourhealth:

Pleaselist the purposeofyour visit:

PresentHealthConcerns:

Medical History

Are you presentlyreceivingmedicaltreatmentfor any conditions? Yes No

If yespleaselist conditions

Condition How Long

Medications

Pleaselist any
non-prescripti

medicationsyou takeregularly. Prescription, None
on, vitamins, homeremedies,birth controlpills, and herbs:

Medication including strength flow many timesa day How long taken

Allergies

Are you allergicto anymedications?If yes,pleaselist below Yes No
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