Perfect Skin Laser Center
Patient Profile
Name: ______________________________________________D.O.B.________________ Age:_______ Sex:__________
Address:______________________________________________________ Phone:_______________________________
City:_____________________ State:___________________ Zip:_________________
How did you hear about us?_______________________________ Occupation:__________________________________
Emergency Contact Name:______________________Relationship:______________ Phone:________________________
Email Address:______________________________________________________________________________________
__________________________________________________________________________________________________
Are you taking any medications? (Birth Control?)                           No      Yes   ____________________________________
Are you taking Vitamins?                                                                      No      Yes   ____________________________________
Do you have any Medical Illness?                                                       No      Yes   _____________________________________
Are you pregnant?                                                                                 No      Yes   ____________________________________
Do you develop cold sores or fever blisters?                                    No      Yes   ____________________________________
Do you have any drug allergies, allergies or sensitivities?              No      Yes   ____________________________________
[bookmark: _GoBack] Are you currently using Retin-A/Renova/Differ in?                        No      Yes   ____________________________________
Are you currently using/have used Accutane?                                 No      Yes   ____________________________________
 Have you had facial surgery?                                                              No      Yes   ____________________________________
Have you had laser resurfacing or Chemical Peels?                        No       Yes   ____________________________________
Are you having MicroDermabrasions or Facials?                             No      Yes   ____________________________________
Have you had Filler or Botox Injections?                                           No      Yes   ____________________________________
Do you smoke? How many packs per day?                                       No      Yes   ____________________________________

What is your hereditary makeup? (i.e. Irish / German / Indian etc.)_______________________________________

What skin care products do you use? ______________________________________________________________

Please indicate the areas that concern you:
Unwanted hair             ____     Unwanted tattoo/birthmark        ____          Scars                     ____     
Spider veins face/legs ____     Dark circles/bags under eyes       ____         Rough dry skin     ____ 
Nose shape/size           ____     Redness/freckles/brown spots    ____         Acne                      ____   
Excess Fat                      ____     Major lines around nose/mouth ____        Small or thin lips   ____              
Skin Tone                       ____     Fine Lines/Wrinkles                       ____         Cellulite                 ____



________________________________________                  ______________________
Patient or Guardians Signature		                                  Date

 ________________________________________                  ______________________
Technician or Provider Signature                                                Date
Form Revised 2018

