
 
 

PATIENT INFORMATION SHEET 
 
Name:_______________________________________________ Today’s Date: __________ 

Age:________ DOB:________________ Marital Status: S M W D 

Address:________________________________________ City:______________ ZIP:___________________ 

Email address: ______________________________________________________ 

 Would you like to be notified of specials and promotions?  � yes � no                                           

                    Please list phone numbers that we may leave a private message on: 

Phone (H W C)__________________________ Phone (H W C)_____________________________________ 

Employer:_______________________________________ Occupation:______________________________ 

Business Address:____________________________________ City:_____________ ZIP:_______________ 

Emergency Contact (name/phone):_________________________________________________________ 

 

How did you hear about our office: 

INTERNET (list search engine) _________________________________ 

GOOGLE LOCAL �   YELP �  REALSELF.COM �  OTHER: ______________________________________ 

DOCTOR REFERRAL  �  FRIEND  �  PAST PATIENT   � (list name) ____________________________                                                                                  

 
FOR SKIN or LASER TREATMENTS ONLY 
Please circle any of the following that apply: 

 
Currently Using: Accutane / Retin A / Renova / Glycolic Acid / Hydroquinone / History  of:  
abnormal scarring history or change in skin pigmentation history / skin infections / herpes 
simplex or cold sores / allergies to medication / prone to Hypo or Hyper-pigmentation / 
folliculitis /any sun sensitivity or photosensitivity / ever had facial surgery or any laser procedure 
Are You Currently: suntanned or currently sunburned / taking any medication / none of the 
above 
Special Concerns / Requests: _________________________________________________________ 
  
 
Acknowledgement of Receipt of Notice of Privacy Practices: 
I read and understand this office’s Notice of Privacy Practices. 
 
Signature:______________________________                Date:_______________ 



 
     
PRIMARY REASON FOR VISIT: 
_____________________________________________________________ 

Would you like a complimentary skin consultation:  □ yes  □ no  
     

        PLEASE CHECK ALL THAT MAY APPLY 
 
FACE                                          BREAST                                  BODY 

□ Face Lift                           □ Breast Augmentation        □ Liposuction 

□ Brow Lift                                 □ Breast Lift                        □ Thigh Lift 

□ Blepharoplasty (Eyes)              □ Breast Reduction              □ Arm lift 

□ Cheek Lift                               □ Inverted Nipple                □ Body Lift                                               

□ Chin Implant □ Areola Reduction             □ Abdominoplasty (Tummy Tuck) 

□ Ear Reduction/Ear Tuck                                                      □ Gynecomastia (Male BreastReduction) 
□ Buccal Fat Removal           □ Labiaplasty 

□ Botox for Facial slimming                                                   □ Ankle/Calf Liposuction 

     □ Brazilian Butt Lift 

     □ CoolSculpting 

     □ FemiLift 
NOSE 
□ Rhinoplasty                                                                    

□ Obstructed Nasal Breathing      
□ Septoplasty (correction of deviated septum) 

□ Sinus surgery 

□ Non-surgical Rhinoplasty 
                                                                              
MEDICAL SKIN CARE 

□ Botox                              □ Radiesse/Belotero              □ Sclerotherapy                                                                                                                                                                          

□ BellaFill        □ Sculptra                             □ Skin Peels 

□ Kybella                           □ Volbella                              □ Sculptra                                                                      

□ Juvederm       □ Lip Augmentation               □ Obagi Nu-Derm 

□ Restylane/Perlane           □ Infini RF                              □ Skin Care Products 

□ PRP for Hair Growth 
                                                                                                                                                                                             
LASER 

□ Hair Removal                 □ Mole removal                 □ Laser Skin Resurfacing 

□ Tattoo Removal              □ Age Spots                           □ Dermabrasion 

□ Photofacial                     □ Acne & Scars   □ Freckle/Brown Spot Removal 

□ Spider Vein                    □ Broken Capillaries/Rosacea         
OTHER CONCERNS 
_____________________________________________________________________________ 



MEDICAL HISTORY & AUTHORIZATION FOR 
EXAMINATION 

 
 
Patient Name: __________________________Age_____ Height______Weight ______    
 
Please circle or list all medications, which you are currently taking or have taken in the past 6 
months.   Birth control pills, aspirin or ibuprofen containing drugs, diet pills, diabetic medications,  
steroids, glaucoma drops, asthma medications, Digoxin, Lanoxin, Nitroglycerin, Isordil, Inderal, other heart 
medications, Lasix, other diuretics, high blood pressure medications, Coumadin, Persantine, tranquilizers, 
sleeping pills, anti-depressants, pain pills or shots, epilepsy medications.       Please include amount 
taken and frequency: 
__________________________________________________________________________
____________________________________________________________ 
 
Drug allergies:      _________________________________________ ___________ 
Have you ever used (circle):     LSD/speed/cocaine/marijuana? Never 
Are you a smoker?    YES/NO           Ex-smoker YES/NO       Nonsmoker YES/NO 
How much are (were) you smoking?______ How long?_____ Quit how along ago?________ How 
much alcohol do you drink?________ Caffeine?___________  
 
Please circle all of the following medical conditions you now have or have had in the past:  / 
HIV / Bleeding tendency / hepatitis / diabetes / blood transfusion / glaucoma / dry eyes / lung disease / TB 
/ asthma or wheezing / emphysema / bronchitis / irregular heart beat / chest pain / heart disease / heart 
attack / stroke / epilepsy / heart burn / intestinal ulcers or bleeding / depression / mental illness / drug or 
alcohol addiction / any other serious illness or injury / none of the above. 
 
Is there any possibility that you may be pregnant at this time?        YES/NO 
List all surgeries that you have had in the past (include plastic surgery):_______  
___________________________________________________________________ 
___________________________________________________________________ 
Have you or anyone in your family had unusual reactions to anesthesia (muscle weakness, 
jaundice, breathing problems, or unexpected fevers)?       YES/NO 
Do you have (circle):   loose or chipped teeth /caps/Veneers/dentures /contact lenses/none 
Have you ever seen a cardiologist?  YES/NO, Physicians Name:______Date of last EKG:__ 
 
 
I,_________ ____________________, represent to the physicians and staff that I am at least 18 years 
of age or, if not, am accompanied by a legal guardian. I hereby consent to and authorize examination and 
treatment by my doctor and such assistant or staff as may be assigned by him/her. 
 
I authorize the release of any medical information for the purpose of processing insurance claims on my 
behalf. I authorize payments of medical benefits directly to the doctor for services provided to me. A copy of 
this authorization shall be considered as valid as the original. In the event of any litigation arising from 
treatment, I agree to submit the case to arbitration. I understand that photography is a necessary part of 
planning and evaluating cosmetic or reconstructive surgery. I authorize that taking of photographs at the 
direction of my surgeon and under such conditions as may be approved by him/her. These photographs will 
be used solely for documentation purposes and will be kept confidential. 
 
Signature: ______________________________              Date: ______________ 

 
 
 



 
 



 
 
 
 
Acknowledgement of Receipt of Notice of Privacy Practices: 
I read and understand this office’s Notice of Privacy Practices. 
 
Signature:______________________________                Date:_______________ 
 


