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New Patient History

/ /
Last Name First Name Ml Date of birth
Who is your referring physician?
How did you hear about us?
Briefly describe your symptoms
Do you have any of the following symptoms?: (check all that apply)
___Vision changes ___Dizziness ___Slurred speech ___Weakness arm/leg
____Cramping or fatigue in your legs while walking ____Foot pain while at rest
___"Restless” leg type symptoms
___Foot or ankle __swelling ___itching  __ burning

____Cramping or fatigue in your legs at the end of the day.
___Past or present history of ulcers on your leg(s).
___Skin or hair changes on your legs.
___Varicose or spider veins
___Family history of any of these symtoms.

If yes, which ones:

How long have you been experiencing these symptoms?

What if anything makes the symptoms worse:

What if anything relieves the symptoms:

Have you had any recent testing done for this problem, such as CT, MRI, ultrasound, X-Ray, or any other
related test?

If so, then when and where did you have the test(s) done?

Have you ever been diagnosed with any of the following: (check all that apply)
___Phlebitis (inflammation or infection of the vein(s)

____Deep venous thrombosis (DVT) ___Lung clots (Pulmonary Embolism)
___ Cancer Type: ___Bleeding or clotting disorder

Please list any serious medical conditions that run in your family
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Last Name First Name MI Date of birth

Please list major operations you have had

Occupation:
Number of hours sitting or standing during the day:
Do you wear compression stockings on a regular basis? Yes No
TobaccoUse ~ Never  Quit Ifso, when
Currently use (Circle one)
Cigarettes Pipes Cigars Chew Amount per Day

Number of Years

How many alcoholic beverages do you have in a typical week (if any)
Non prescribed or illegal drug use No Yes Drug of choice

Allergies (including medications, dye, iodine, shellfish, latex, and your reaction)

No Known Allergies

Allergy Reaction
Allergy Reaction
Allergy Reaction
Women Only:

Have you ever used any of the following:

Birth Control Pills When:
Estrogen Therapy When:
Number of pregnancies: Of those: Full Term:
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Last Name

Please indicate whether you have (now or in the past) any of the following problems:

First Name

MI

Eves
Blurred vision R/ L

Double Vision R/L

Cataracts R/L

Glaucoma R /L

Pain

Temp. Vision loss

Other

Ear/ Nose/ Throat

Ear Infection

Sore Throat

Sinus Problems

Other

Cardiovascular

Chest pain

High BP

Irregular Heart Beat

Varicose Veins

Leg swelling

Genitourinary

Frequent urination

Pain on urination

Dribbling of urine

Abdominal pain

Impotence

Any Sexual problems

Kidney disease

Gastrointestinal

Blood in the stool

Constipation

Diarrhea

Other

Constitutional Symptoms

Fever When

Chills

Headache

Unexplained weight loss

Other

Hematological/ Lymphatic

Swollen glands

Blood clotting problems

Blood borne such as:
HIV/AIDS

R/L

PATIENT SIGNATURE
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When

When

When

When

Neurological
Stroke /TIA

Tremors

Dizzy Spells
Numbness/ Tingling
Weakness

Other
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Musculoskeletal
Joint Pain

Neck Pain

Back Pain

Other

Respiratory
Wheezing
Frequent cough
Shortness of Breath
Other
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Psychological
Anxiety

Nervousness
Sadness
Depression
Endocrine

When

Diabetes
Excessive thirst
Too hot/ cold
Tired/ Sluggish
Other

Skin
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Persistent

N
N
N

Rashes
Boils
Psoriasis
Eczema
Other
Allergic/ immunological
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When

Hay fever Y
Cancer Type Y
Poor Immune System Y
Other

Hepatitis  Type Y

DATE

Date of birth

When
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Fitzpatrick Skin Typing Test

NAME: DOB: / /

Thank you for choosing the Cosmetic Laser Center for your beauty care needs.

One of the important parameters for the success of your treatment is the correct typing of
your skin.

Skin type is often categorized according to the Fitzpatrick skin type scale which ranges
from very fair (skin type I) to very dark (skin type VI). The two main factors that influence skin
type and the treatment program devised by your clinical are:

* Genetic disposition - Skin Types | to I11 should add one level when you have blood relatives
with darker skin type 1V or higher.
* Reaction to sun exposure and tanning habits

Skin type is determined genetically and is one of the many aspects of your overall
appearance, which also includes color of eyes, hair, etc.. The way your skin reacts to sun
exposure is another important factor in correctly assessing your skin type. Recent tanning (sun
bathing, artificial tanning or tanning creams) have a major impact on the evaluation of your skin
color

To help us determine your skin type and treat you the right way, please take the test
below by circling the response that most closely fits your description.

Genetic Disposition

___African American ___ Caucasian ___Mediterranean ___Native American
___Asian ___Hispanic ____Middle Eastern ___ Other

Genetic Disposition

Score 0 1 2 3 4
What is the color of your Light blue, Gray, | Blue, Gray or Blue Dark Brown Brownish Black
eyes? Green Green
What |s‘the natural color of Sandy Red Blond Chestnut/Dark Dark Brown Black
your hair? Blond
What is the color of your skin Reddish Very Pale Pa!e W'.th Light Brown Dark Brown
(non exposed areas)? Beige tint
Do you have freckles on Many Several Few Incidental none
unexposed areas?

Total score for Genetic Disposition:
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NAME:

Score

What happens when you
stay in the sun too long?

To What degree do you turn
brown?

Do you turn brown within
several hours after sun
exposure?

How does your face react to
the sun?

DOB: / /
Reaction to Sun Exposure
0 1 2 4
Painful redness, Blistering followed | Burns sometimes Rare
o ; . ; Never had burns
blistering, peeling by peeling followed by peeling | burns
Hardly or not at all Light color tan Reasonable tan 'el'ggyvery Turn dark brown quickly
Never Seldom Sometimes Often Always
- - Very
Very sensitive Sensitive Normal : Never had a problem
resistant
Total score for Reaction to Sun Exposure:
Tanning Habits
Score 0 2 3 4
When did you last expose your body to sun More than 3 23 1-2 months | Less than a
g : months Less than 2 weeks ago
(or artificial sunlamp/tanning cream)? months ago ago ago month ago
Did you expose the area to be treated to the Never S\jaer(rjly Sometimes | Often Always

sun?

Total score for Tanning Habits:

Add up the total scores for each of the three sections for your Skin Type Score.

Genetic Disposition Score:

Reaction to Sun Exposure Score:

Tanning Habits Score:

TOTAL SCORE:

Skin Type Score
0-7
8-16
17-25
25-30

over 30

Fitzpatrick Skin Type

V-VI
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