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PERSONAL HISTORY

Name______________________________________ Today’s Date________________


LAST


  FIRST                                                                                                                                                             
Address:

______________________________________________________________________

       STREET



CITY

                  STATE

ZIP

Date of Birth: ______/_______/___________


Home Phone (            ) _________________ Cell Phone (         ) _________________

E-mail Address: ____________________________________
Emergency Contact Name and Phone________________________________________

How were you referred to us? 

Newspaper □ _________________________

Magazine □ Please Specify ________________________

Existing patient/client □_______________________

Other Doctor □__________________________
Other □___________________________
I am aware that cosmetic procedures are not covered by insurance. Payment is due at the time of the visit. 

Signature__________________________________       Date ___________________
MEDICAL HISTORY

1. Please list medical conditions that you have: ____________________________
___________________________________________________________________

___________________________________________________________________

2. Please list your current medications: ____________________________________

______________________________________________________________________________________________________________________________________

3. Please list any allergies you have: _____________________________________

___________________________________________________________________

4. Do you suffer from “Cold Sores”?  □ Yes   □ No

5. Are you currently taking any of the following: (please circle all that apply) Aspirin, Ibuprofen (Advil, Motrin), Aleve, Vitamin E, Gingko Biloba, St. John Wart, Warfarin, Coumadin or Plavix? 

6. For our female patients: Are you pregnant or nursing?  □ Yes  □ No 

7. Which of the following described your skin type?

I. Always burns, never tans

II. Always burns, sometimes tans

III. Sometimes burns, always tans

IV. Rarely burns, always tans

V. Brown, moderately pigmented skin

VI. Black skin

8. Describe your aesthetic concerns so we can offer you individualized comprehensive plan of care. 

· Brown Spots: _______________________________________________

· Facial Redness (broken blood vessels):___________________________

· Wrinkles (where?):___________________________________________

· Acne Scars: _______________________________________________

· Unwanted Hair: _____________________________________________

· Cellulite:___________________________________________________

· Loose Skin (where?): _________________________________________

· Spider Veins: _______________________________________________

· Improvement in overall skin complexion:_________________________________________________

I certify that the preceding medical history statements are true and correct. I am aware that it is my responsibility to inform the provider of my current medical or health conditions and to update the history. A current medical history is essential for the provider to execute appropriate treatment procedures. 

Signature: ____________________________________ Date: ___________________

Ella Remenson M.D.


5350 W. Atlantic Ave, Suite 106


Delray Beach, FL  33484


Tel: 561-638-9209


Fax: 561-638-9217








