Reveal MedSpa 

Farhina Imtiaz, MD, FACOG

9533 Huffmeister Road Houston, Texas 77095

T: 281-861-1100  F: 281-463-9100

www.HoustonReveal.com
PATIENT HISTORY FORM 

Date: __________________

Full Name: ___________________________________________________________________
Address: ________________________________________________Zip:_________________
E-mail: __________________________Home Phone: ______________ Cell: ______________
Date of Birth: ____________ DL#: __________________ Soc. Sec#: _____________________ 

Emergency Contact: _________________________________Phone: ____________________ 

Who may we thank for your referral? : _____________________________________________
Your Health 
1) Have you been under the care of a physician, dermatologist or other medical professional within the past year? __ No__Yes, explain:______________________________________________________________________
2) Any recent surgery, including plastic surgery? __ No __Yes, explain: ____________________________________________________________________________ 

3) Any skin cancer? __ No __Yes, explain: __________________________________________
4) Have you had any piercings, tattoos, or permanent cosmetics? __ No __Yes, If yes, where on your person?__________________________________________________________________
5) Have you had any of these health conditions in the past or present? 

(Please check all that apply and provide additional information in the space provided)

	❏ 
	Cancer 
	❏ 
	Headaches (chronic) 
	❏ 
	Eczema 

	❏ 
	Hormone imbalance 
	❏ 
	Hepatitis or Liver Disease 
	❏ 
	Epilepsy (seizures) 

	❏ 
	Systemic disease 
	❏ 
	Herpes 
	❏ 
	Seizure disorder 

	❏ 
	High blood pressure 
	❏ 
	Frequent cold sores 
	❏ 
	Excessive Bleeding/scarring 

	❏ 
	Spinal injury 
	❏ 
	Immune disorders 
	❏ 
	Fever blisters 

	❏ 
	Thyroid condition 
	❏ 
	HIV/AIDS 
	❏ 
	Skin diseases/skin lesions 

	❏ 
	Hysterectomy 
	❏ 
	Lupus 
	❏ 
	Insomnia 

	❏ 
	Diabetes 
	❏ 
	Metal bone pins or plates 
	❏ 
	Keloid scarring 

	❏ 
	Heart problem 
	❏ 
	Phlebitis, blood clots, poor circulation 
	❏ 
	Anemia 

	❏ 
	Varicose veins 
	❏ 
	Blood clotting abnormalities 
	❏ 
	Any active infection 

	❏ 
	Arthritis 
	❏ 
	Psychological treatment 
	❏ 
	Asthma


Confidential Client Health History Form—Continued 

Patient Name: ______________________
6) Do you smoke? __ No __Yes 

7) Do you follow a restricted diet? __ No __Yes, specify: ____________________________________________________________________________
8) Do you drink alcoholic beverages? __ Never __ Socially __Always 

9) Do you follow a regular exercise program? __ No __Yes 

10) What is your stress level? High __ Medium __ Low __ 

List any medications you take regularly: ____________________________________________________________________________ 

List any over the counter medications (including vitamins, herbal supplements, aspirin, etc.) you take regularly: ____________________________________________________________________________

11) Do you use Retin-A, Renova, Adapalene Hydroxyl Acid, Deferin, Glycolic Acid, AHA, Salicylic Acid or Retinol/vitamin A derivative, Hydrocortisone or Hydroquinone products? 

__ No __Yes, describe: ________________________________________________________________

12) Have you used any of these products in the last 3 months? __ No __Yes 

13) Have you used an acne medication? __ No __Yes, when? ______ Which drug? ____________

14) Do you form thick or raised scars from cuts or burns? __ No __Yes 

15) Do you have Hyperpigmentation (darkening of the skin) or Hypopigmentation (lightening of the skin) or marks after physical trauma? __ No __Yes, describe: _____________ ____________

16) Have you been exposed for more than 30 min (without SPF) or used a tanning in the last 24 hours? __ No __Yes 

17) How frequently are you exposed to the sun without sun protection or use a tanning bed? ___Infrequently ___Frequently ___Regularly 

18) Do you have any metal implants or wear a pacemaker? __ No __Yes 

19) Have you ever experienced claustrophobia? __ No __Yes 

20) Do you suffer from sinus problems? __ No __Yes 

21) Have you ever had an adverse reaction after using any skin care product? 

(Please circle any that apply) 

Rash                 Irritation            Peeling                Sun Sensitivity              Breakout

22) Have you ever had an allergic reaction to any of the following? (Please circle any that apply) 

Cosmetics      Medicine       Food       Animals       Sunscreen       Iodine      Pollen      AHA’s

Fragrance      Shellfish        Latex       Drugs           Anesthesia     Other:________________________

If yes, please explain:  _________________________________________________________________

Have you had any of the following in the last 14 days?

Cosmetic Surgery    Botox/Dysport     Collagen Injections     Fillers    Chemical Peels     Waxing

Laser Resurfacing    Microdermabrasion      Light Treatments   Drugs      Permanent Cosmetics

If yes, please explain:  _______________________________________________________________

Confidential Client Health History Form—Continued 
Patient Name: ______________________
23) Have you ever been hospitalized or had a serious illness in the past 5 years? __Y __N 

If yes, please explain______________________________________________________________________ ____________________________________________________________________________
23) Do you have abnormal bleeding associated with previous extractions, surgery, or trauma?  __Y__N If yes, please explain____________________________________________________ 

25) Do you bruise easily? __Y__N 

26) Do you or does your family have a history of severe reactions to anesthesia or malignant hyperthermia? __Y__N 

27) Have you ever required a blood transfusion? __Y__N If yes, please explain: ____________________________________________________________________________
28) Have you had surgery or x-ray treatment for tumors, growth or other condition for your mouth, lips, or body? __Y__N 

Female Clients Only: 
29) Are you taking oral contraceptives? __ No __Yes, specify: ____________________________________________________________________________ 

30) Any recent changes to or from your contraceptive treatment? __  No __ Yes, If so, what and when? ____________________________________________________________________________
31) Are you pregnant or trying to become pregnant? __ No __Yes 

32) Are you lactating? __ No __Yes 

33) Any menopause or other hormonal problems? __ No __Yes, specify: ____________________________________________________________________________
I understand that Reveal Cosmetic Surgery will take photographs of me prior to any procedure and post procedure. These photos will not be released to any person or institution without my permission. 

I do __ DO NOT __ give my permission to Reveal Cosmetic Surgery to use my Pre and Post Op photos for educational used. This educational use will include providing visual medical information for prospective surgery patients. These photos may be used in any visual medium known or herein after created. Initial ________ 

Please use this space to complete answers where space was insufficient. (Please include the number of the question) 

____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
I understand, have read and completed this questionnaire truthfully. I agree that this constitutes full disclosure, and that it supersedes any previous verbal or written disclosures. I understand that withholding information or providing misinformation may result in contraindications and/or irritation to the skin from treatments received. I am aware that it is my responsibility to inform the doctor & aesthetician of my current medical or health conditions and to update this history. The treatments I receive here are voluntary and I release this institution and/or skin care professional from liability and assume full responsibility thereof. 

Client Signature: ___________________________________________ Date: ______________ 

Witness Signature: __________________________________________  Date: _____________
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NOTICE OF PRIVACY PRACTICES 
This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully. 
We are required by law to provide you with this notice that explains our privacy practices with regard to your medical information and how we may use and disclose your protected health information for treatment, payment, and for health care operations, as well as for other purposes that are permitted or required by law. You have certain rights regarding the privacy of your protected health information and we also describe them in this notice. 

Ways Which We May Use and Disclose Your Protected Health Information: 
The following paragraphs describe different ways that we use and disclose your protected health information. We have provided an example for each category, but these examples are not meant to be exhaustive. We assure you that all of the ways we are permitted to use and disclose your health information fall within one of these categories. 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. We will also disclose your health information to other physicians who may be treating you. Additionally we may from time to time disclose your health information to another physician whom we have requested to be involved in your care. For example-we would disclose your health information to a specialist to whom we have referred you for a diagnosis to help in your treatment. 

Payment: We will use and disclose your protected health information to obtain payment for the health services we provide you. For example-we may include information with a bill to a third-party payer that identifies you, your diagnosis, procedures performed, and supplies used in rendering the service. 

Health Care Operations: We will use and disclose your protected health information to support the business activities of our practice. For example- we may use medical information about you to review and evaluate our treatment and services or to evaluate our staff’s performance while caring for you. In addition, we may disclose your health information to third party business associates who perform billing, consulting, or transcription services for our practice. 

Other Way We May Use and Disclose Your Protected Health Information: 
Appointment Reminders: We will use and disclose your protected health information to contact you as a reminder about scheduled appointments or treatment. 

Treatment Alternatives: We will use and disclose your protected health information to tell you about or to recommend possible alternative treatments or options that may be of interest to you. 

Others Involved in Your Care: We will use and disclose your protected health information to a family member, a relative, a close friend, or any other person you identify that is involved in your medical care or payment for care. 

Research: We will use and disclose your protected health information to researchers provided the research has been approved by an institutional review board that has reviewed the research proposal and established protocols to ensure the privacy of your health information. 

As Required by Law: We will use and disclose your protected health information when required to by federal, state, or local law. You will be notified of any such disclosures. 

To Avert a Serious Threat to Public Health or Safety: We will use and disclose your protected health information to a public health authority that is permitted to collect or receive the information for the purpose of controlling disease, injury, or disability. If directed by the health authority, we will also disclose your health information to a foreign government agency that is collaborating with the public health authority. 

Worker’s Compensation: We will use and disclose your protected health information for worker’s compensation or similar programs that provide benefits for work-related injuries or illness. 

Inmates: We will use and disclose your protected health information to a correctional institution or law enforcement official if you are an inmate of that correctional institution or under the custody of the law enforcement official. This information would be necessary for the institution to provide you with health care; to protect the health and safety of others; or for the safety and security of the correctional institution. 

Your Health Information Rights 
Although your health record is the physical property of the health care practitioner or facility that compiled it, the information belongs to you. You have the right to: 

A Paper Copy of This Notice: You have the right to receive a paper copy of this notice upon request. You may obtain a copy by asking our receptionist at your next visit or by calling and asking us to mail you a copy. 

Inspect and Copy: You have the right to inspect and copy the protected health information that we maintain about you in our designated record set for as long as we maintain that information. This designated record set includes your medical and billing records, as well as any other records we use for making decisions about you. Any psychotherapy notes that may have been included in records we received about you are not available for your inspection or copying by law. We may charge you a fee for the costs of copying, mailing, or other supplies used in fulfilling your request. 

If you wish to inspect or copy your medical information, you must submit your request in writing to our practice manager. You may mail in your request, or bring it to our office. We will have 30 days to respond to your request for information that we maintain at our practice site. If the information is stored off-site, we are allowed up to 60 days to respond but must inform you of this delay. 

Request Amendment: You have the right to request that we amend your medical information if you feel that it is incomplete or inaccurate. You must make this request in writing to our practice manager, stating exactly what information is incomplete or inaccurate and the reasoning that supports your request. 

We are permitted to deny your request if it is not in writing or does not include a reason to support the request. We may also deny your request if: 

- the information was not created by us or the person who created it is no longer available to make the amendment; 

- the information is not part of the record which you are permitted to inspect and copy; 

- the information is not part of the designated record set kept by this practice; or if it is the opinion of the health care provider that the information is accurate and complete. 

Request Restrictions: You have the right to request a restriction or limitation of how we use or disclose your medical information for treatment, payment, or health care operations. For example- you could request that we not disclose information about a prior treatment to a family member or friend who may be involved in your care or payment for care. You request must be made in writing to our practice manager. 

We are not required to agree to your request if we feel it is in your best interest to use or disclose that information. However, if we do agree, we will comply with your request unless that information is needed for emergency treatment. 

An Accounting of Disclosures: You have the right to request a list of the disclosures of your health information we have made outside of our practice that were not for treatment, payment, or health care operations. Your request must be made in writing and must state the time period for the requested information. You may not request information for any dates prior to April 14, 2003 (the compliance date for the federal regulation) nor for a period of time greater than six years (our legal obligation to retain information). 

Your first request for a list of disclosures within a 12 month period will be free. If you request an additional list within 12 months of the first request, we may charge you a fee for the costs of providing the subsequent list. We will notify you of such costs and afford you the opportunity to withdraw your request before any costs are incurred. 

Request Confidential Communications: You have the right to request how we communicate with you to preserve your privacy. For example- you may request that we call you only at your work number, or by mail at a special address or postal box. Your request must be made in writing and must specify how or where we are to contact you. We will accommodate all reasonable requests. 

File a Complaint: If you believe we have violated your medical information privacy rights, you have the right to file a complaint with your practice manager or directly to the Secretary of Health and Human Services. 

To file a complaint with our manager, you must make it in writing within 180 days of the suspected violation. Provide as much detail as you can about the suspected violation. You should know that there would be no retaliation for your filing a complaint. 

Uses or Disclosures Not Covered 
Uses or disclosures of your health information not covered by this notice or the laws that apply to us may only be made with your written authorization. You may revoke such authorization in writing at any time and we will no longer disclose health information about you for the reason stated in your written authorization. Disclosures made in reliance on the authorization prior to the revocation are not affected by the revocation. 

For More Information 
If you have questions or would like additional information, you may contact our practice manager.
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
You May Refuse to Sign This Acknowledgment 

I, _______________________________________, have received a copy of this office’s Notice of 

Privacy Practices. 

Please print Name: ______________________________________ 

Signature:_____________________________________________ Date:________________ 

For Office Use Only 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because: 

____ Individual refused to sign 

____ Communication barriers prohibited obtaining the acknowledgment 

____ An emergency situation prevented us from obtaining acknowledgement 

____ Other (Please Specify) 

SELF PAYMENT POLICY 

Charges for services including the consultation fee are due in full at the time of service. 

Surgical Services 
Elective and cosmetic services must be paid in full with cash or a cashier’s check at least 14 days before the scheduled date of service. If payment is not received two weeks prior to surgery, the procedure will be cancelled. 

Collection Agency 
Each account that is not paid in accordance with our payment policy is subject for review with our collection agency and the debtor will be charged for related collection costs. 

Agreement 
I have received a copy of this document today and agree to its terms and conditions for treatment. 

Signature: ______________________________________ Date:___________________ 

Your electronic signature on this form is your legal signature signifying that you understand what has been presented to/discussed with you and you have given your informed consent to the policies.
