
New Patient Information Form / Medical History

name: _____________________________________________________________________	

							     

today’s Date: _______________		  Date of Birth: _______________

Address: ___________________________________________________________________

city: _____________________________	 state: _____	 zip: _______________

phone:	 	  Home	 ( _______ )  __________ – _______

	 	  cell	 ( _______ )  __________ – _______

	 	  work	 ( _______ )  __________ – _______

	        please indicate the best Number to Reach You during our office hours

email:	 	      ____________________________________________________________

	        please check if you want to receive our newsletter for the latest news
	        and special promotions

May we leave a message to verify your appointment time?        yes     no 

May we send correspondence to your home address?        yes     no

How did you hear about us?

Are you preparing for a big event?        yes     no
                                                               Date of event: _______________
                                                               please Describe the event:

	



What best describes your skin type?

 Normal     Dry     Oily     Combination     Acne Prone    
 Melasma     Rosacea     Eczema     Psoriasis

What skin care product line are you currently using?

Please list skin care products you have had a reaction to:

Please list ALL of your current medications, including over the counter medications such as Asprin, Ibuprofen, Alka-Seltzer; 
topical medications such as Retin-A, Differin, Tazorac; Herbal Supplements and Vitamins, such as Garlic, Vitamin E,  
Evening Primrose Oil, Fish Oil, etc.

Please list any allergies to medications, latex, foods, Nickel, etc.

Have you ever used Accutane?        yes     no
                                                          Date of last dose: _______________

Do you smoke or use tobacco products?        yes     no

Do you drink alcohol?        yes     no

Have you ever had or been diagnosed with any of the following:

	Cold Sores/Fever Blisters    

	Diabetes

 Thyroid Disorder

 Polycystic Ovarian Syndrome

 Organ Transplantation

 Cancer

 Stroke

 Epilepsy-convulsions or 
seizures

 Bleeding tendency or excessive 
bruising

 Heart Valve or Joint 
Replacement

 Blood Clots in the Legs or 
Lungs

 Swelling of the legs

 High Blood Pressure or other 
Heart Conditions

 Pacemaker or Implanted 
Defibrillator

 Excessive scaring or Keloid 
(Hypertrophic) scars

 HIV or AIDS

 Diseases of the neuromuscular junction 
(myasthenia gravis, Lambert-Eaton Syndrome, Muscular Dystrophy, 
Multiple Sclerosis, etc.)



Please list any medical conditions you have not listed above and any past surgeries

Are you currently pregnant or nursing?        yes     no

Do you require prophylactic antibiotics before dental procedures?        yes     no

Have you tanned or applied sunless tanning lotion in the last 30 days?        yes     no

Which of the following best describes your skin type?

 Always burns, never tans     Always burns, sometimes tans     Sometimes burns, always tans    
 Rarely burns, always tans     Brown, moderately pigmented skin     Black skin

Do you have: 

 Hyper-pigmentation (darkening of the skin)     Hypo-pigmentation (white areas on the skin)    
 raised scars after physical trauma, cuts, insect bites, etc?

Please discuss your aesthetic concerns or any additional information you would like us to know

For laser hair removal only: Have you ever had laser hair removal?        yes     no

Have you used any of the following hair removal methods in the past six weeks:

 none of the below
 Shaving     Waxing     Electrolysis     Plucking     Tweezing    
 Stringing or Threading     Depilatories

I certify that the above statements are true and correct. I am aware that it is my responsibility to inform the technician, 
esthetician, therapist, doctor or nurse of my current medical or health conditions and to update them if I have any changes in 
my health status.

signature: _______________ ___________________________	  today’s Date: _______________	 

My initials acknowledge the Skin Spa @ Newnan Dermatology’s 24-hour cancellation policy.  A $35 fee will be accessed for all 
appointments not given this courtesy.  

Initials: _______________


