Medical Aesthetics & Laser
1399 Ygnacia Valley Rd Suite 4

% Sz ﬁwg ,< Walnut Creek , CA 94598
umcuummumo\ul Phone: (925) 322-5460

" MEDICAL HISTORY FORM ")
Last Name: FlrstName:‘
Address: .
Clty: : _ State: Zip Code: _
Telephone: Home: Work: Cell: ‘
Date of Birth: Sex: Female Male
Famlly Doctor: Phaons:
Pharmacy: Phone:
Emergency Contact; Phone:

Which body area/areas or Cond_ltlon would you llke treated?

'Please answer all of the following questions YES NO
L. Do you have ANY curent or chronlc medicalllinesses? ; -0 a

* Disclose any history of heaturticarla, diabetes, autolmmune disorders or any
[mmunosuppression, blood disorders, cancer, bacterlal or viral infections,
medical conditlons that significantly compromise the healing response, skin
photose n§1tlvlty disorders, or any other conditlon orlliness.

Ple ase List:

2. Do you have ANY current or chronic skin condltions? . o o
“Also disclose any history of vltmgo eczema, melasma, psoriasls, allerglc
dermatitls, any diseases affecting collagen Including Ehigrs-Danlos syndrome,
scleroderma, skin cancer, or any other skin condltlon

Ple ase Llst:
3. Are you currently under a doctor’s care? If so, for whatreason? ' 0O 0O
4, Do you take/use ANY medications (prescriptions and nonprescriptions), vitamins, .
herbal or naturalsupplements, on a regular or dally basls? o 0O
Please Llst
- b, ¢ Are there any toplcal products (both medical and non-medical) thatyou
use on yourskin on a regular or dally basls? o 0O
Please Llst:
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MEDICAL HISTORY, CONTINUED

YES NO
6. Doyou take/use ANY systemic/oral sterolds (e.g., prednisone, dexamethasone)? o O
7. Do you have ANY allergles to medications, foods, latex or othersubstances? o 0
Ple ase List:
8. (For women) are you or could you be pregnant? o 0O
9. (For women) are menstrual periodsregular, or have you o 0O
everbeen diagnosed with Polycystic Ovarian Disorder?
10. Do you have a history of herpes| orllin the area to be treated? o 0O
11. Do you have a history of kelold scaming or hypertrophlc scar formation? o O
12. Do you have a history of lightInduced selzures? o o
13. Do'you have any open sores or leslons? g a
14. Do you have any history ofradlation therapyin the area to be treated? o 0O
15. In the last slx (6) months, have you used any of the following: o o
anticoagutants or blood-thinning medications; photosensitizing medications;
or anti-inflammatory or blood thinning medications?
Please List productname and date last used:
16. In the last three (3) months, have you used any of the following products:
glycolic acid or otheralphahydroxy or betahydroxyacid acld products;
exfollating orresurfacing products ortreatments? o 0O
Please List product name and date last used:
17. Do you have orhave you everhad any permanent make-up, tattoos, implants, '
orfillers,including, but notlimited to, collagen, autologous fat, Restylane®, etc.? O O
If yes, please listlocationson orin the body and dates: :
18. Do you have orhave you everhad any Botulinums, such as Botox® or Dysp ort®? o 0O
If yes, please listlocationson orin the body and dates:
19. Have you taken Accutane® (or products containing Isotretinoin) In the last 12 months? o O
20. Have you taken Tretinoln (ike Retin-A®, Renova®) in the last 6 months? O g
21. Have you ever had a problem when having your blood drawn? O O
22, Do you think that you sweat more than normal or are an excesslve sweater? o 0
23. Do you have a history of falnting or passing out? O 0o
24, Do you consider yourself to have an anxious or nervous personality? O o
25, Have you been diagnosed with an anxlety disord er? o O
26. Have you had any unprotected sun exposure, used tanning creams (including
sunless tanning lotlons) ortanning beds orlampsin the fast 4 weeks? o O

Signature: Date:



