


SKIN CARE HISTORY FORM
DeSpain Cayce Dermatology Center and Medical Spa

Patient: Date

DOB: AGE: Chart #

Occupation: How Did You Hear About Us?

Please circle which skin type (1 to 6) describes you best:

Skin Type Skin Color Characteristics
1 White; very fair; red or blond hair; blue eyes; freckles Always burns, never tans
2 White; fair; red or blond hair; blue, hazel, or green eyes Usually burns, tans with difficulty
3 Cream white; fair with any eye or hair color; very common Sometimes mild burn, gradually tans
4 Brown; typical Mediterranean caucasian skin Rarely burns, tans with ease
5 Dark Brown; mid-eastern skin types very rarely burns, tans very easily
6 Black Never burns, tans very easily

MEDICAL HISTORY
Are you currently under the care of a physician? UYes U No If yes, for what:

Are you currently under the care of a dermatologist? UYes UNo If yes, for what

Have you ever had a reaction to a previous laser treatment, heat treatment or radiation therapy? QYes QNo

Do you have any of the following medical conditions? (Please check all that apply) QRosacea By Whom?

UCancer QDiabetes WHerpes WHeart Problems QFrequent cold sores WHIV/AIDS QKeloid scarring QSkin disease/Skin
lesions QSeizure disorder WHepatitis LBlood clotting abnormalities Pacemaker Q Hypertension O Hives LAbnormal Moles

Do you have any other health problems or medical conditions? Please list:

MEDICATIONS

What oral medications are you presently taking? Please List:

Have you ever used Accutane? (used for acne) OYes UNo, If yes, when did you last use it?

What topical medications or creams are you currently using? O Retin-A® QOthers (Please list):

ADDITIONAL HISTORY
Do you currently have a sunburn? QYes WNo
Do you form thick or raised scars from cuts or burns? QYes ONo
Do you have Hyperpigmentation (darkening of the skin) or Hypopigmentation (lightening of the skin) or marks after physical
trauma? OYes UNo If yes, please describe:

FEMALE Patients Only:

Are you pregnant? Y N Are you breastfeeding/nursing Y N
Irregular periods? Y N Do you take birth control pills Y N
Menopausal Y N Hormone replacement Y N
Hysterectomy Y N Brown patches (melasma) Y N

**** . ASER TATTOO REMOVAL PATIENTS ONLY: ****

Please stop here, sign the below and turn in this packet in to a Patient Service Coordinator at the Front Desk.

1, , attest to the above to be true and accurate. | understand that my technician relies upon
this information to provide a safe and effective treatment.

Patient signature:




What are you looking to improve? List your top 3 cosmetic concerns:
1.
2.
3.

Would you like to discuss skin care products? Y N

Is there any particular treatment(s) you would like to discuss today?

History: If yes, when?
Self Tanner Y N
Hives Y N
Tanned Skin Y N
High Stress Y N
Waxing Y N
Tweezing Y N
Botox Y N
Previous laser tx Y N
Perm lip/brow tattoo Y N
Collagen injections Y N
Other cosmetic fillers Y N
Chemical peels Y N
Microdermabrasion Y N
Facials Y N
Gold therapy Y N

Implants/Surgeries
(In treatment areas)

2

Pacemaker/Defibrillator

Eating disorder

< < < <

Psychiatric disorder

Have you had any previous cosmetic procedures other than listed above? If yes, please list:

Are you using any of the following:

Retin-A Y N Tazorac Y N Alpha or glycolic acids
Renova Y N Avita Y N Vitamin C

Are you sensitive to any of the following:

Cosmetics Y N Aspirin Y N Lotions/Creams
Fabrics Y N Soaps Y N Detergent
Assessment of Free Radical Exposure:

Do you smoke? Y N How much?

Do you exercise? Y N How often?

Do you eat a healthy diet? Y N How often?

Do you take a multivitamin? Y N How often?

Do you consume alcohol? Y N How often?

What skin care products do you use and what brand?

Soap Cleanser Toner

Masque Glycolic /AHA Moisturizer

Others




LASER HAIR REMOVAL Patients Only

What color is the hair at the treatment site:

Black Brown White Grey Red Other

What are you currently using/doing to remove hair at the treatment site?

Any Known medical conditions causing increased risk of hair growth? (hormonal abnormalities, Polycystic Ovary
Disease, etc.)? If yes, explain:

History of any abnormal lab studies to check hormonal levels? Y N
Are you under the care of a Physician? Y N If yes, Explain:

Do you use any topical therapies? ( Retin A, Renove, AHA,etc.)? Y N
Photosensitive Disorders? (ie., lupus, sun rash, hives, etc.)? Y N
Problems with Circulatory System? (ie., Collagen Disease, Raynaud’s, Chilblains, etc.)
Y N

Previous Laser treatment? Y N

Previous electrolysis? Y N
Are you currently intentionally tanning? (tanning beds, laying out,etc) Y N
Do you wear a broad spectrum sun block every day? Y N

I, , attest to the above to be true and accurate. | understand
that my technician relies upon this information to provide a safe and effective treatment.

Patient signature:

FOR STAFF USE ONLY:

Reviewed by: Date:

DeSpain Cayce Dermatology Center and Medical Spa  573.446.5166
www.columbiaderm.com
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