Patient Health History Form

Name ___________________________________________________________ Date of Birth_________________

Address ____________________________________________ City/State/Zip _____________________________

Home Phone ______________________________________Mobile Phone _______________________________

Email _______________________________________ How did you hear about us? ________________________

Emergency Contact Name and Number ___________________________________________________________

Do you have any health problems of medical conditions?  Please list:

___________________________________________________________________________________________
Please list ALL allergies you my have (medicines, food, pollen, etc.) and briefly describe your reaction (i.e. rash, hives, shortness of breath, etc.).  If no allergies, please write NONE.
___________________________________________________________________________________________
Please list any medications, including prescription and over-the counter medicines, topical creams, facial skin care


product and medicinal herbs you take:

___________________________________________________________________________________________

___________________________________________________________________________________________​​​​​​​​​​​
Please check the following:
Complications from any cosmetic procedures?
( NO  ( YES


Form thick or raised scars from cuts or burns?
( NO  ( YES


Any active infection?
( NO  ( YES


Are you pregnant?
( NO  ( YES


Any history of cold sores in the treatment area? 
( NO  ( YES

I certify that the preceding medical, personal and skin history statements are true and correct.  I am aware that it is my responsibility to inform the staff members of my current medical or health conditions and to update this history.  I hereby acknowledge that I have been presented with a copy of the Notice of Privacy Practices. 

Signature ___________________________________________________ Date: ___________________________

STAFF ONLY

Area ________________________________

Discuss Risks and Benefit:








( NO  ( YES

Standard Preparation Protocol








( NO  ( YES

Botox: Lot # ___________________ Exp _______________ Total Units Used __________

Fillers: Sticker / # Syringe _____Anesthesia:___________ cc/inch used:_______ Lot #/ Exp:____________

Complications
​​​​​​​​​​​​​___________________________________________________________
( NO  ( YES

Instruction Given Written and Verbally







( NO  ( YES

Notes
I verify that this form is complete and correct.
Staff _______________________________ 
Date _______________________________
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