
Medical History
Who may we thank for this referral? 

What problem are you consulting Dr. Bowen for?

At what age did the problem begin?

Is the problem getting worse?






Yes
No

Have you even been treated for this problem?




Yes
No


If yes, with wh[image: image1.png]ML CLNTER T2R
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ich medication(s) and/or procedure(s)?:

Circle all other concerns that apply:


Sun spots




Hair reduction


Wrinkles




Acne


Enlarged blood vessels



Acne scars


Flushing of the skin



Rosacea


Large pores




Aging skin


Unwanted fat




Other: __________________________

Are you pregnant, nursing or planning a pregnancy soon?



Yes
No

Do you have a history of keloid scarring?





Yes 
No

Do you have a history of:



Heart disease








Yes
No


Breathing/lung problems






Yes
No


Hypertension








Yes
No


Diabetes








Yes
No


Bleeding disorder







Yes
No


Bruising easily








Yes
No


Dark spots (melasma) after pregnancy





Yes
No


Skin cancer or suspicious moles






Yes
No


Neuromuscular disorder







Yes
No

Any other medical problem(s) -- Please specify:

Have you had any allergic reactions to anesthesia?




Yes
No

Do you smoke?
Yes
No

Quit in year: 

Do you have any skin-related allergies?






Yes
No


If yes, please specify:

Do you take?








Aspirin









Yes
No


Any other pain relievers (specify):





Yes
No


Hormones








Yes
No


Oral contraceptives







Yes
No


Sedatives








Yes
No


Cortisone








Yes
No


Anti-coagulants (blood thinners)






Yes
No


Appetite suppresants (diet pills)






Yes
No


Diuretics








Yes
No


Insulin









Yes
No


Tranquilizers








Yes
No


Vitamin E








Yes
No


St. John’s Wort








Yes
No


Other herbal products or vitamins





Yes
No


Tetracycline








Yes
No


Retin-A or skin products containing tretinoin




Yes
No


Accutane (currently or ever)






Yes
No

Have you had cold sore or fever blisters?


Yes

No

When were you last exposed to the sun or a tanning booth? ______________________

Do you use chemical sun tanning lotions?


Yes

No

Are you planning a holiday in the sun?



Yes

No

Have you ever had skin resurfacing or chemical peels?

Yes

No

Have you ever had treatment for pigmented lesions?

Yes

No

What is your skin care regimen at home?  Describe products used:

Have you had any prior cosmetic, aesthetic or plastic surgery treatment?
Yes
No


If yes, please describe:

Do you take any medication?





Yes
No

How is it taken? (example, once a day, twice a day, three times a day, as Medication Name Dose needed)                                                     

1.

2.

3.

4.

The Fitzpatrick Scale

Circle the number of your skin type (when exposed to the sun for about one hour with no protection):

I

White; very fair; red or blond hair; blue eyes; freckles



Always burn, never tan

II

White; fair; red or blond hair; blue, hazel or green eyes



Usually burn, tan with difficulty

III

Cream white; fair with any eye or hair color



Sometimes burn mildly, gradually tan

IV

Brown; Mediterranean skin; Asian skin



Rarely burn, tan with ease

V

Dark Brown (mid-eastern skin types, South Asian, African-American)



Very rarely burn, tan very easily

VI

Black (African)



Never burn, tan very easily

I hereby certify that I have disclosed all of my medical history to the best of my knowledge and that the information I have provided on this form is correct.

_______________________________

________________________________

Patient Signature & Date



Robert E. Bowen, M.D.
PATIENT INFORMATION�
�






STREET ADDRESS:�
SUITE/ APT. #:�
SOCIAL SECURITY NUMBER:�
�






DATE OF BIRTH:�
AGE:�
 MALE


FEMALE�
EMPLOYER:�
�






EMAIL ADDRESS:�
�
ALLERGIES TO MEDICATION:        ☐  YES


                                                          ☐  NO �
IF YES, PLEASE LIST EACH:�
�






CITY:�
STATE:�
ZIP CODE:�
�






HOME PHONE:�
CELL PHONE:�
OTHER NUMBER: �
�






P.O. BOX:�
MARITAL STATUS (CIRCLE ONE)


SINGLE / MARRIED / DIVORCED / SEPARATED / WIDOW(ER)�
�






LAST NAME:�
FIRST NAME:�
MI:�
MAIDEN NAME:�
NICKNAME:�
 ☐ MR.  ☐MRS. ☐ MISS   ☐ MS.�
�






IN CASE OF EMERGENCY�
�






NAME OF EMERGENCY CONTACT:�
RELATIONSHIP:�
PHONE NUMBER:�
�
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