NEW CLIENT

Client Name:

MEDICAL HISTORY

1. Please list any drug allergies or sensitivity:

. Have you ever used/are you currently using any of the following? (check all that apply)
Retin A Renova  Accutane Prescription Acne Medicine
Steroids Birth Control Pills Depo Shot

. Please list all prescription and non-prescription medication or herbal supplements that
you are currently taking:

. Women, Are you pregnant or breast-feeding? Yes No

. Please list any chronic conditions that are currently treated by your primary care
provider:

. Please list any past hospitalizations or surgeries:

. Please list any past cosmetic facial treatments or facial surgeries and any complications
or reactions

. Have you ever had or been treated for: (check all that apply)

o Cancer o Headaches/Migraine o Multiple Scelosis
o Diabetes o HIV/AIDS O Muscle Problems
0 Dizziness/Fainting o Melanoma o Nerve Injury
o Epilepsy o Mental Disease o Skin Rash/Disease
o Head Injury

9.Doyousmoke? No  <l1packperday 1 pack or more per day

10. Have you ever had cold sores or fever blisters?  Yes How Often?

11. How often do you suntan?

Form continued on back




SKIN CONCERNS & INTERESTS

12

. Please complete the following:

I am interested in improving the following

I am interested in learning more about the

skin conditions:

following treatments:

0 Pigmentation o Skincare (please specify):
O Sunspots o Facials/Peels
o Wrinkles o Botox
O Acne o Dermal Fillers
o Texture o Laser Hair Reduction
O Scarring o Photofacial (IPL) Skin Rejuvenation
o Rosacea/red skin o Fractional Skin Resurfacing
o Other: 0 Microdermabrasion
o Vein Therapy

13.  What skin care products do you use? Check all that apply

O Cleanser O Toner

O Sunscreen O Moisturizer

O Other
14. I would describe my skin as: Oily Dry Acne Prone  Hormonal

Other:

I understand that the information on this form is essential to determine my
medical and cosmetic needs and the provision of treatment. I will report any changes in
my medical condition to the office staff as soon as possible. I have read the above
questionnaire and acknowledge that all answers have been recorded truthfully and will
not hold any staff member responsible for any errors or omissions I may have made in
completion of this form.

I understand that before and after photos will be taken to document the progress
of my treatment, and may be used to demonstrate treatment benefits to in-office clients

only.
Patient Signature Date
Witness Signature Date
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