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PATIENT HISTORY / INFORMATION

PATIENT INFORMATION

Date Patient Name: Last First Middle

Address City State Zip

Sex Age Birth date Status Home Phone
O Married 0O Widowed O Single O Divorced O Separated

Social Security # Employed By Business Phone

Referred By Nearest Relative or Friend not Living with You Contact Phone Your Cell Phone

RESPONSIBLE PARTY

Name: Last First Relationship to Patient Phone

Home Address City State Zip

Social Security # Occupation Employed By Business Phone

Business Address City State Zip

Spouse’s Name Employer Phone

Most insurance carriers do not cover cosmetic procedures. You only need to complete this
section if your consultation is for an insurance covered procedure.

PRIMARY INSURANCE INFORMATION

Insurance Company O Health

Policyholder’s Name

Policyholder’s Date of Birth

Patient Relationship to Insured

O Sself O Spouse O child O Other
Insurance Co. Address City State Zip Ins. Phone
Social Security # or ID # Group # Medicare # Accident Claim #
SECONDARY / INDUSTRIAL INSURANCE INFORMATION
Insurance Company { Health Policyholder’s Name Policyholder’s Date of Birth | Patient Relationship to Insured
O Self O Spouse Q child O Other
Insurance Co. Address City State Zip Ins. Phone
Social Security # or ID # Group # Medicare # Accident Claim #
REASON FOR VISIT
Explain Problems, Symptoms, Expectations, Etc.
If Accident: How? When? Where?
TODAY I WILL PAY BY
U Cash O Check U Credit Card (We Accept VISA, MasterCard, Discover and American Express)




MEDICAL HISTORY

Physician’s Name Address Phone

Date of Your Last Physical Examination Height Weight

PLEASE CHECK ONE: YES: NO:
ATE YOU TN ZOOA NEAITNT ..ottt ettt et ettt b et e b e e st e b es e ea e s e st e b e st e s e s es e e b e st es e s e st s e et e s e b e st s et st et ent s et ereehenteseseneenn (] d
Are you now, or have you been under the care of a physician during the Past 2 YEars? ..........ccccviriiiriiiiiriiineinee et (] d
If so, for what reason?

Are you sensitive (allergic) to penicillin, novocaine, or any Other AIUZS? ........cccoiiiiiiiiiieieiee ettt sttt ettt ettt et et sbeeaeeneeneenes (] d
If so, give the name of each

DO YOU WEAT CONLACE IENSES? ......veeiiieiietiteiiet ettt ettt b ettt ettt b et ae e st b e e bt et et e a e s st e b e st eb s h e b et ekt et es e et et eb et st et e ittt naesteteteaeenen (] d
Do you have any implants such as an artificial heart valve or hip proStheses? ...........coooviiiiiiiiiiic e (] d
Do you have difficulty breathing through YOUT NOSE? ........cc.coiiiiiiiiiiiiic ettt ettt ettt ettt et aeeaen (] d
DO YOU RAVE AIY CFCS? ...ttt ettt b ettt et e et ekt ae e st e b e bttt b e e bt e bt eh etk b ekt h st bt ekt a ettt ea et ettt eaen (] d
Have you experienced frequent corneal abrasions (scratches over the surface of the eye) ?. d
Have you experience eXcesSive teariNg OF the CYES? .......cuiriiiiiiiieieieei ettt ettt a e et eteeat e st e st et e teebe et e ebeebeeseeseentensenbeabeebeeneeneeneenes (] d
Have you ever had @ detaChed FETNAT..........coiiiiiiiiii ettt b et h e e bbbt et b et ekt es e bt eb et et ettt bt sae st eteeeaeenen (] d
Do you have allergies (AUSt, POIIEN, BEC.)7 ......c.iiiiriiiiiiieiirtei ettt ettt ettt b et b e e bbbt et ettt eb st b et eb et ea et ettt sae st eteeeaeeaen (] d
Have you had previous blood transTuSIONS? ........c.co.ciiirieiriiiiinei ittt ettt sttt ettt b et eb sttt et e et bt eb et ebe et es et ettt sae et teaeeaen (] d
Do you have ShOrtness 0F DIEATRT ........c.coiiiiiiiiii ettt b et b e e bbbttt et eb et es et eb et et eb ettt sae st et eeaeenen (] d
Are you now, or have you been under the care of a physician during the Past 2 YEars? ..........cccciveriiiriiireniiincree et (] d
Do you smoke? If so, how many packs @ day? ettt (] d

Please list previous surgeries

Please list all medicines, drugs or pills that you are now taking, or have taken within the past year. Please include birth control pills and over-the-counter
medications such as aspirin, Bufferin, Advil, Motrin, etc.

Do you have, or have you ever had, any of the following?

YES: NO: YES: NO: YES: NO:
Sinus Trouble a Heart Disease.............. a Excessive Scarring ......... a
Fainting.........ccocevvveieineieeieeeene a High Blood Pressure a Recent Cold or Cough a
Radiation Treatment...............ccocveven.. a a Chest Pain.........cccooevereeieeeieiereiennne a Ankle Swelling........c.coooveevvrerieenrennnnes a
Cancer or TUMOL ....c.oovvveveiririeeneen, a Qa SHOKE oo a Glaucoma ......ccoveveeeenirieieiseeeee a
Thyroid DiSease..........cocevvvvevererrennnnes a a ASthma ..o a ATRLILES oo a
Rheumatic Fever .........c.cccovvveiniennnne. a a Tuberculosis ......coveveveeirieieieiereieennes a EPILEPSY .covevveeiieiieieieieeieeeiceeeee a
Heart Murmur...........ocoeveeveveverennennnnes a a Emphysema ..........ccoovevrieenneieennennnnes a AIDS....oiiiieeeeeeeee s a
Blood Disorder .........ccoeevrvrieeeenennn a Qa Diabetes .....veveeeieieeeeieieiecereeeeee a HIV POSItIVE ... a
ANEMIA ..o a a UICETS oviviieiiieieeieeeee s a Night SWeats .......cccevvererieirieriereinenn a
Excessive Bleeding ...........cccceevvnnnne. a a Kidney DiSease........ccccoeveveveverenrennnnes a Sleep APNea.......cocevveeveveveriieiereienns a
Family History of Bleeding................ a a CataractS .......ccooveeeveeereeieeerereeeiennes a SNOTING ..ovieveiieiiieieieeeeee e a
Frequent Nose Bleeds ...........ccooe.... a a Heart Palpitations ............ccccoovevervennnne. a Weight LOSS....ovevvieiieiiieiieieieveieine a
Facial Pain.........ccccoovveevieineiceieene a Jaw / Joint Pain ..........cocceevvveieeniennnne. a Easy Bruising ........c.ccccoevevevevverennennnnes a
Blood Clots a Liver Disease.......... a Are you pregnant? ...........ccoeevereenennnne a a
Family History of Blood Clots........... a Qa Hepatitis or Jaundice a IMPORTANT: Please let us know if you
History of Back Problems.................. a a Immune Deficiences..........ccccoevreennnne a suspect pregnancy during any part of our

Changes in ViSion ..........ccceecveeeeennene a treatment.

HOW DID YOU FIND US?
Please check all the places you have heard of us
U Referral Name a Physician Name a Telephone Book, Specify d Yellow Pages Ad Q) Information Guide (front)
Q Mailer a Newspaper Ad O Website O salt Lake Living Magazine O salt Lake Magazine QO Other Publication, Specify

What helped you make your final decision to set up an appointment?




