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MEDICAL HISTORY 

Name__________________________________email__________________Date______
Address_________________________________________________________________
City____________________________________State_________Zip________________
Home Phone________________________Work/CellPhone _______________________
Primary Physician’s Name and Number_______________________________________

Date of birth: ____________ Age: __________

Please list all medications you are currently taking: ______________________________

_______________________________________________________________________

List vitamin supplements you are on: ​_________________________________________

List any allergies with reactions: _____________________________________________

With an “x”, mark any of the following illnesses you have or have ever had in the past:

____Multiple Severe Allergies/Hypersensitivity to medications                 
____Sensitivity/Allergy to Lidocaine    
____ Myesthenia Gravis                          
____Autoimmune Disease                

____ Multiple Sclerosis             
____History of Cold Sores           

​​​​____ Amyotrophic Lateral Sclerosis (ALS)
____Allergy to Beef            


____ Muscle Weakness          
____Autoimmune Disease            

____ Lambert-Eaton Syndrome     
____Acne   




____ Parkinson’s Disease         
____Depression
____Neurological Disorders           

____Skin Disease   
____Vision Problems  




____High Blood Pressure   


____Hepatitis

____Cold Sores   



____Cancer          

____Diabetes   
List any OTHER MEDICAL CONDITIONS not listed above that you currently have or have had in past: __________________________________________________________ ________________________________________________________________________
Previous Hospitalizations/Operations:   ________________________________________

________________________________________________________________________
Have you had Plastic Surgery or other surgery to your face/neck areas & when? ________________________________________________________________________

WOMEN: Are you Pregnant, Trying to get Pregnant, or Lactating (nursing)?

Do you have regular periods? _____


Are you going thru menopause? ____


During pregnancy, did you ever get hyperpigmentaion or masking? _____

Do You Smoke? ____How often? ______Live w/ smoker? _____
Do you drink Alcohol? ____ How often? _________

Do you wear Contact Lenses? ________
Do you exercise? _____ How often? ______

What skin care line are you currently using? _______________________________
Cleanser_______________________
 
Sunscreen_______________________
Day Treatment _________________

Eye Cream ______________________
Moisturizer____________________ 

Night Repair Cream_______________
Toner_________________________

Mask___________________________
Are you using or have you used (when)? 
____Alpha/Beta Hydroxy Acids
____Retinol

____Renova 
____Retin-A 



____Accutane

____Hydroquinone

Circle how you feel about the overall quality of your skin:  
             1(bad) ……..10 (fantastic) ______
Your skin type is? (Please check ONLY one)

_____Normal    _____Dry/Dehydrated    _____Oily    _____Acne/Acne Prone

In order of importance, beginning with 1, make a wish list of what you would like to see improved in your skin in the next 30 days……

_____Reduction in fine lines/wrinkles    
_____Reduction of brown spots/sun damage

_____Reduction of oil/acne                       
_____Acne scars diminished
_____Reduction of spider veins                 
_____Improved appearance of cellulite

_____More youthful skin appearance        
_____Fuller lips

_____Hair reduction
Please mark with an “x” all treatments/services that interest you:

_____IPL (Photofacial, hair removal, sun damage)

____Botox

_____Professional Skin Care Program                               
____Microdermabrasion

_____Glycolic/Peel Skin Treatments              

______Restylane
_____Sclerotherapy





____Velasmooth

Whom may we thank for referring you to us? _________________________________

How did you hear about us? _______________________________________________

I certify that I have answered the questions to the best of my ability and will notify The Aesthetic Clinique immediately for any pertinent changes in my medical conditions. 

_______________________ (Client’s signature)   

______________ (Date)

Fitzpatrick Skin Type Worksheet

	Name:                                                                                                                                                 Date:

	Score
	
	0
	1
	2
	3
	4

	
	What is the color of your eyes?
	Light Blue, Gray or Green
	Blue, Gray, or Green
	Blue
	Dark Brown
	Brownish Black

	
	What is your natural hair color ?
	Sandy Red


	Blond
	Chestnut, Dark  Blond
	Dark Brown
	Black

	
	What is the color of your unexposed skin?
	Reddish


	Very Pale
	Pale with Beige Tint
	Light Brown
	Dark Brown

	
	Do you have Freckles on

 Sun exposed areas?
	Many 
	Several
	Few
	Incidental
	None

	
	What happens when you stay

 in the sun to long?
	Painful Redness, Blistering, Peeling
	Blistering 

Followed
	Burns sometimes followed by Peeling
	Rare Burns
	Never had Burns

	
	To what degree do you 

turn Brown?
	Hardly or Not 

at all
	Light color Tan
	Reasonable Tan
	Tan Very Easily
	Turn Dark Brown Quickly

	
	Do you turn brown several hours after sun exposure?
	Never
	Seldom
	Sometimes 
	Often
	Always



	
	How does your face respond to the Sun?
	Very Sensitive
	Sensitive
	Normal
	Very Resistant
	Never had  a Problem

	
	When did you last expose yourself to the sun tanning bed or self-tanning creams?
	More than 3 Months ago
	2-3 Months ago
	1-2 Months ago
	Less Than 1 Month ago
	Less than 2 Weeks ago

	
	Do you expose the area to be treated to the sun?
	Never
	Hardly Ever
	Sometimes
	Often
	Always

	Total Score:

Skin Type:
	Score

0-7

8-16

17-25

26-30

Over 30


	Fitzpatrick Skin Type:

I

II

III

IV

V-VI


Notes: 
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Summary of Notice of Privacy Practices

Our legal duty:  We have a duty to protect the confidentiality of medical information about you.  We have a Notice of Privacy Practices explaining ways we may use and disclose your medical information.  The Notice also describes your legal rights and our obligations regarding the use and disclosure of you medical information.

Parties Following the Notice:  The Notice will be followed by the Aesthetic Clinique, together with their health care professionals, staff; and other legal entities that provide services to the Aesthetic Clinique.

How We May Use and Disclose Medical Information About You:  We may use or disclose identifiable health information about you for many reasons, including:

· Treatment

· Payment

· Health care operations

· Public health purposes

· Auditing 

· National security and protective services

· Workers’ compensation

· Lawsuits and disputes

· Appointment reminders

· Law enforcement purposes

· To avert a serious threat to health or safety

· To military command authorities

· As required by law

· Individuals involved in your care or payment.

Your Privacy Rights:

You have the following rights with respect to your health information:

· The right to request confidential communications and alternative means of communication with you.

· The right to request restrictions on certain uses of your health information.

· The right to inspect and copy certain medical information that we maintain about you.

· The right to request an amendment of your health information.

Changes to the Notice:  We reserve the right to change the Notice.  We will post any revised Notice on our website: www.theclinique.net

Complaints:   If you believe your rights have been violated, you may file a written complaint with the corporation, the Aesthetic Clinique, PO Box 611469, Rosemary Beach, FL. 32461 or with the Secretary of the U.S. Department of Health and Human Services.





Acknowledgment

Patient name: __________________________________________


Patient Acknowledgment: I acknowledge that I have been made aware of the Notice of Privacy Practices for The Aesthetic Clinique.  I also acknowledge that I have been provided with an opportunity to ask questions regarding the Notice and its contents.

Signature of Patient: _____________________________________

Date: ___________ 

PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered under this contract were unnecessary or unauthorized or were improperly, negligently, or incompetently rendered, will be determined by submission to arbitration as provided by Florida law, and not by a lawsuit or resort to court process except as Florida law provides for judicial review or arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional rights to have any such dispute decided on a court of law before a jury, and instead are accepting the use of arbitration.

Article 2: All Claims Must be Arbitrated: It is the intention of the parties that this agreement bind all parties whose claims may arise out of or related to treatment or service provided by the physician including any spouse or heirs of the patient and any children, whether born or unborn, at the time of the occurrence giving rise to any claim. In the case of any pregnant mother, the term “patient” herein shall mean the mother and the mother’s expected child or children.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician’s partners, associates, association, corporation or partnership, and the employees, agents and estates of any if them, must be arbitrated including, without limitation, claims for loss of consortium, wrongful death, emotional distress or punitive damages. Filing of any court by the physician to collect any fee from the patient shall not waive the right to compel arbitration of any malpractice claim.

Article 3: Procedures and Applicable Law: A demand for arbitration must communicate in writing to all parties. Each party shall select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties within thirty days of a demand for a neutral arbitrator by either party. Each party to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees or witness fees, or other expenses incurred by a party for such party’s own benefit. The parties agree that the arbitrators have the immunity of a judicial officer from civil liability when acting in the capacity of arbitrator under this contract. This immunity shall supplement, nit supplant, any other applicable statutory or common law.

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral arbitrator. 

 The parties consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be a proper additional party in a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending arbitration.  

The parties agree that provisions of Florida law applicable to health care providers shall apply to disputes within this arbitration agreement. Any party may bring before the arbitrations a motion for summary judgment or summary adjudication in accordance with the Code of Civil Procedure. Discovery shall be conducted pursuant to Code of Civil Procedure; however, depositions may be taken without prior approval of the neutral arbitrator.

Article 4: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in once proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would be barred by the applicable Florida statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures prescribed herein with reasonable diligence. With respect to any matter not herein expressly provided for, the arbitrators shall be governed by the Florida Code of Civil Procedure provisions relating to arbitration.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the physician within 30 days, or signature. It is the intent of this agreement to apply to all medical services rendered any time for any condition.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is Effective as of the date of first medical services.

__________________________________________________

Patient’s or Patient Representative’s Initials

If any provision if this arbitration agreement is held invalid of unenforceable, the remaining provisions shall remain in full force and shall not be affected by the invalidity of any other provision.

I understand that I have the right to receive a copy of this arbitration agreement. By my signature below, I acknowledge that I have received a copy.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.

By: _____________________________________ _________
Patient’s or Patient Representative’s Signature (Date)

By: _______________________________________ _______
Physician’s or Authorized Representative’s (Date) By: __________________________________________________
Signature Print Patient’s Name

__________________________________________________ __________________________________________________
Print or Stamp Name of Physician, (If Representative, Print Name and Relationship to Patient)

Medical Group or Association Name

A signed copy of this document is to be given to Patient. Original is to be files in Patient’s medical records.

[image: image3.png]@s,thetic
clinique





Notice of Continuation of Care


Here at the Aesthetic Clinique, we pride ourselves on our personal touches and concern over our clients.  Continuity of care is of utmost importance to ensure the very best outcomes of our treatments.  Follow appointments are necessary to see how the healing process is going and to potentially make changes in your care plan.  Failure to show for these follow-ups can adversely affect your final results.  

By signing below, you agree to make every effort to keep your scheduled post procedure follow-up appoints as deemed necessary by the Aesthetic Clinique.

___________________

Client’s signature

___________________

Client’s name printed

___________________

Date

