
PATIENT INFORMATION/MEDICAL HISTORY

Name:_________________________________________________Date:_________________Age:__________
Address:___________________________________________________________________________________

Street



                                      City
      State

   Zip Code

Phone: Home_________________________ Work_________________________Cell____________________
Preferred phone # to call         ( Home    ( Work    ( Cell
Date of Birth:_______________________________  Marital Status:___________________________________
Employer:__________________________________  Occupation:_____________________________________

Emergency Contact:__________________________  Relationship:____________________________________
Phone: Home ____________________Work ___________________ Cell ______________________________
Email:_​​___________________________________________________________________________________
Would you like to receive our online newsletter and internet specials?    ( Yes   ( No

How would you like to receive appointment confirmations?    ( Email     ( SMS Text

How Did you Hear About Us?_________________________________________________________________
Health History

Medication (all prescription and over the counter; vitamins, herbal medications)

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Allergies:__________________________________________________________________________________
Latex Allergies  ( Yes  ( No            Novocaine/Lidocaine Allergy:  ( Yes  ( No

Surgeries and Aesthetic Procedures_____________________________________________________________
__________________________________________________________________________________________
Have a History of ?                     (Asthma/Allergies                  (Wear contact lens
      (Sensitive Skin
(Heart Disease

   
(Mental Disease
         (Neuro-muscular Disease
      (Keloids
(Easy Bruising or Bleeding
(Auto-immune Disorders       (Diabetes


      (Psoriasis
(High Blood Pressure
             (Liver Disease

         (Cold Sores/Fever Blisters      (Vitiligo
    

     Other:_____________________________________________________________________________________
Are you? 
( Pregnant
( Nursing
( Cold Sores/Fever Blisters
Do you? 
( Smoke
( Drink Alcohol
Amount per day___________________
The above information is true and accurate to the best of my knowledge.

_______________________________________________________              ___________________________

Patient Signature





                    Date

