DERMATOLOGY SURGERY AND LASER CENTER
HEALTH HISTORY QUESTIONAIRE

Name: Date:
Address:
Street City State Zip Code
Home Phone: () Cell Phone: () Work Phone: ()
Date of Birth: : Age: SS#:
Occupation: Business Name:

Business Address: :
Street City State Zip Code

Martial Status: ( ) Single ( ) Married ( ) Divorced ( ) Widowed ( ) Separated

Email Address: In Case of Emergency Contact:

Spouse Name: . Spouse’s Occupalion;

Spouse Work Phone Number: ()

Insurance Company:

Insured Name: Relationship:

Name of Insurance Company: Phone Number: ( )
Address:

ID #: Group: Medicare:

Reason for Visit:

( ) Liposuction ; ( ) Facials ( ) Thermage

( ) Laser for Scar Revision ( ) Fillers ( ) Acne Treatment

( ) Permanent Cosmetics ( ) Hair Transplantation ( ) Laser Hair Removal
( ) Fat Transfer ( ) Moles & Growths

( ) Laser for Pigmentation ( ) Vein Treatment/Sclerotherapy

( ) Skin Care Program ( ) Ambulatory Phlebotomy

( ) Botox ( ) Dermatological Surgery

( ) Laser for Blood Vessels ( ) Lip Augmentation

Referred By: May we acknowledge Referral? ( ) Yes ( ) No
Address: Phone: ( )

( ) Dermatologist (Name) ( ) Friend (Name)

( ) Plastic Surgeon (Name) . ( ) Patient (Name)

( ) Physician (Name) ( ) Other

( ) Magazine/News Paper (Which one?)
( ) Website (Which one?)







