Wellness and Aesthetics, LLC
705 N. Alameda Blvd
Las Cruces, NM 88005


NEW AESTHETIC PATIENT HISTORY


Name: _________________________________________ DOB: _______________________

Address: ____________________________________________________________________

Phone: __________________________ Email:______________________________________

Emergency Contact Name and Number: ___________________________________________


Who may we thank for referring you to us? ___________________________________

Please tell me about your concerns and desired outcomes that you would like to achieve aesthetically during your appointment: ______________________________________________


Please tell me about your skin care regimen: _________________________________________
______________________________________________________________________________
       
List any and all Allergies: _________________________________________________________

Are you allergic to Lidocaine: Yes _____ No _____

Please list all medications you are currently taking: ____________________________________


Please list all Vitamins/Supplements you are currently taking: ___________________________
______________________________________________________________________________

Do you have a history of Lupus or any other autoimmune disease? _______________________

Do you have a history of Keloid scarring? ____________________________________________

Do you have now or have a history of any of these illnesses: Myasthenia Gravis, Hepatitis, Eye Disease, Vision Problems, Muscle Weakness, Multiple Sclerosis, Amyotrophic Lateral Sclerosis, Lambert Eaton Syndrome, Parkinson’s Disease, Neurological Disorders? I yes, please explain: 
____________________________________________________________________________________________________________________________________________________________

Do you have a history of cold sores? ________________________________________________
List any previous elective/plastic surgeries with dates: _________________________________
______________________________________________________________________________

WOMEN: are you currently pregnant or trying to get Pregnant, or Lactating?  ______________________________________________________________________________

Have you had any Dermal Filler procedures before? ___________________________________

Have you had any Botox/Neurotoxin before? _________________________________________

Do you smoke or have a history of smoking? _________________________________________

Quit Date: _____________________________________________________________________

I understand the information on this form is essential to determine my cosmetic/aesthetic needs and the provision of treatment. I understand that if any changes occur in my medical history/health, I will report them as soon as possible. I have read and understand the above medical questionnaire. I acknowledge that all answers have been recorded truthfully and will not hold any staff member responsible for any errors in omissions that I have made in the completion of this form:

Patient Name:  _________________________ Signature: _______________________________

Date: _________________________________

Provider Signature: ______________________________________________________________

Date: _________________________________
