Patient Intake Form 2
s clarity,
°0
Name Today’s Date
Last First
Address: City: State: Z1P:
Home:( ) Cell:( ) Work: () Preferred? 1 Home U Cell U Work
Primary Care Physician/Phone Preferred Pharmacy Phone #

U Email me info about specials and events
U Email me appointment reminders
U Please do not email me

Birthdate / / E-mail

How did you hear about us?

Please tell us your main concerns that brought you to our office today:

MEDICAL HISTORY: This information is necessary for your procedure. Please answer the following questions:

Are you using any prescribed medications? U No O Yes, List:
Do you take oral anti-coagulant (blood thinning) meds? W No 1 Yes, List:
Are you using any Herbal medications? U No O Yes, List:

Do you have ALLERGIES to any cosmetic ingredients, U No 1 Yes, List:
medications or foods?

Are you pregnant or trying to become pregnant? UNo U Yes

Are you breastfeeding currently? UNo U Yes

Do you use oral contraceptives? UNo U Yes

Do you use hormone replacement therapy? UNo U Yes

Do you smoke? U No U Yes, How much? How long?
Do you use tanning beds? U No U Yes, How Often? Last tan?
Do you have any tattoos or permanent makeup? O No O Yes, List:

Have you ever used Gold Therapy? UNo U Yes

Notes:

Please check any health problems, past or present:

U Seizutes/Epilepsy U Heart problems ~ W PCOS W Thyroid W Hepatitis W High Blood Pressure

U Hormonal Problems U Cancer U Asthma O Autoimmune: (lupus, scleroderma)

U Vasovagal Syncope U Sarcoidosis U Diabetes(HbA1C ) O Skin cancer (Type: )
U Other:

Do you have any of the following chronic skin disorders (Check all that apply)?
1 Psoriasis U Dermatitis W Eczema U Vitiligo WUMelasma U Herpes Simplex/Blisters
Q Keloid Scarring 1 Fever Blisters [ Cystic Acne  Q Cold Sores 1 Other:

In addition to the above, please tell us which skin conditions concern you the most (Check all that apply):

U Acne U Scarring U Sun Damage U Unwanted Hair U Brown spots (Hyperpigmentation)
U Pimples U Sun Spots U Clogged pores U Uneven skin tone U Visible exposed blood vessels

U Wrinkles U Dry patches U Enlarged pores U Excessive oiliness O White spots (Hypopigmentation)
U Blackheads U Whiteheads U Upper lip lines U Hard bumps under skin

Q Other:
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Please check the products you currently use and list the BRAND NAMES:

U Cleanser U Exfoliant O Vitamin A
U Moisturizer U Eye Cream U Vitamin C
U Sunscreen U Other:
What is your skin type: U Dry U Combination 4 Oily U Normal

Are you using any topical creams or oral antibiotics for acne, skin cancer, anti-aging or Hyperpigmentation?

Please list

Have vou ever had any of the following wrinkle fillers or facial implants:

O Collagen U Restylane U Hylaform U Juvaderm O Silicone URadiesse Q Perlane Q Sculptra
UOther:
If so, when? What area? By whom?
Have you ever undergone any of the following treatments?
U Cosmetic Surgery, What area of the body?
When and where was it done?
U Botox, What area of the face?
When and where was it done?
U Chemical Peel U Accutane U Microdermabrasion U Laser treatment
When and where was it done?
SKIN TYPING: 0 1 5 3 4
Eye color: ULt Blue/Gray UBlue/Green UHazel/Lt Brown WDark Brown MBrown/Black
Natural hair color: ORed/Sandy Red  OBlonde ODk blonde/Brown ODark Brown QBlack
Skin Color (unexposed areas): URed QVery Pale  WPale w beige tint WLt Brown UDark Brown
Freckles on sun-exposed areas? UMany USeveral UFew Olncidental ~ None
What happens after long sun exposurer Qpainful red/bliste QBlister, peel WBurn Occ, peel URarely burn - QNever burns
To what degree do you turn brown? UHardly/not @all QLt tan UReasonable tan UTan veasily QTurn dk brown
Turn brown several hrs after sun expos QNever USeldom USometimes QOften QAlways
How does your face respond to the sur Qy gensitive QSensitive UNormal QVery resistant OQNever a problerr
Office use: Score Fitzpatrick Skin Type I(0-6) / 11 (7-12) / 111 (13-18) / IV (19-24) / V & VI >25
Patient Signature Printed Name Date
Clinician Signature Printed Name Date
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