
Patient Information

First Name	           Last Name 	          Preferred Name                                               Date of Birth (day)      __  (mo)       _    (yr)                 Phone number (Home)           _____                _     (Cell)    ______       ___                   ____       
Address 	                                                           (City)                                          (Postal Code)     	                          Email 	                                   ______________________________________________________________ 
Emergency Contact: ______________________________________________________ Referred by 		____________________

I am interested in: (Please circle all that apply)
Botulinum for TMJ/TMD	               Botulinum for Cosmetic	Micro-needling for skin rejuvenation


Esthetics Medical History 

Please check the appropriate condition for which you have ever been treated:
	· Active Acne
	· Epilepsy
	· Raised Lesions (moles/warts)

	· Active infection (any type)
	· Hemophilia/Bleeding disorder
	· Recent Chemical Peel 

	· Allergy to Cow's milk
	· Herpes/Cold sores
	· Recent use of topical Rx

	· Allergy to Latex
	· Hirsutism
	· Rosacea

	· Arthritis
	· Hormone Imbalance/therapy
	· Scleroderma

	· Autoimmune disorder
	· Keloid/Hypertrophic scarring
	· Shingles

	· Blood disorder
	· Kidney Disease
	· Skin Cancer

	· Blood thinner medications
	· Local anesthetic sensitivity
	· Sunburn

	· Cardiac disease
	· Melanoma
	· Telangiectasia/Erythema

	· Chemotherapy/radiation
	· Pregnancy/Lactation
	· Uncontrolled Diabetes

	· Collagen Vascular disease
	· Polycystic Ovarian syndrome
	· Vascular Lesions (hemangioma)

	· Diabetes/ Diabetic Neuropathy
	· Port wine stain
	· Vitiligo

	· Eczema/Psoriasis/Dermatitis
	· Psoriasis
	· Other ______________________



Do you use sunscreen on your face or body? YES / NO            If yes, what SPF? _____________
When you sunbathe, how does your skin respond?
	· Always burn, never tan 
	· Rarely burn, tan easily 

	· Sometimes burn, tan about average 
	· Almost never burn, tan very easily 

	· Usually burn, tan with difficulty 
	· Never burn, always tan 



Do you smoke? YES / NO * If yes, how much? ______________________________ Height: ____________________ Weight: _______________________
Family Physician ___________________________________________________________________Phone Number: _______________________________
Drug Allergies _________________________________________________________________________________________________________________
Other Allergies: ________________________________________________________________________________________________________________
Please list any past illnesses or surgeries: ___________________________________________________________________________________________
Current medications: ___________________________________________________________________________________________________________
Medical conditions: ____________________________________________________________________________________________________________
Have you ever used Vitamin A or Glycolic Acid? YES / NO *If yes, please specify: ____________________________________________________________
Have you ever used Accutane? YES / NO  If yes, please specify: __________________________________________________________________________
Have you ever had a chemical peel? YES / NO * If yes, please specify: _____________________________________________________________________
Have you ever had laser treatment? YES / NO  *If yes, please specify: _____________________________________________________________________
Have you had “Botox” or “Fillers” before? YES / NO *If yes, please specify: ________________________________________________________________
When was the last time you: Waxed: __________________ Used a depilatory: _______________	Areas treated? ________________________________
What products do you use on your skin? ____________________________________________________________________________________________
Do you have any skin sensitivities? _________________________________________________________________________________________________
Have you ever been treated by an endocrinologist, dermatologist or plastic surgeon? YES / NO * If yes, please provide details: ______________________
_____________________________________________________________________________________________________________________________
Do you sunbathe or use self-tanning lotions? YES / NO *If yes, how often? ________________________________________________________________
Are you currently pregnant, breast feeding or plan to become pregnant in the next year? YES / NO



   
   Patient’s Signature 					___________________________ Date ___		______	

   Doctor’s Signature 					___________________________ Date 		______	
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