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HISTORY FORM

Date:  «Appointment_Date»           Name:  «Person_First_Name» «Person_Middle_Initial» «Person_Last_Name»
Date of Birth:  «Person_Birth_Date»         Primary Care and/or Medical Doctor: _______________________________



Current Medications (including vitamins and herbs): _________________________________________________________  
___________________________________________________________________________________________________ 


Drug Allergies: 					      	Circle Reaction: rash, nausea, itching, other 		

							     								


List Previous Surgeries and Dates:  _____________________________________________________________________

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 


Previous Botox and/or fillers:       YES      NO	Date:____________________ Where?__________________________	
Do you have a history of :						

Heart Disease  	   YES      NO	Liver Disease    	   YES      NO
High Blood Pressure	   YES      NO	Auto-Immune Disorders	   YES      NO
Mental Disease	   YES      NO	Neuro-muscular Disease	   YES      NO
Bleed or Bruise Easily	   YES      NO	Cancer	   YES      NO
Diabetes   	   YES      NO	Cold Sores/Fever Blisters	   YES      NO
Other: _____________________________________

      
If you answered “YES” to any of the above questions, please provide details:
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
	          
Are you Pregnant?			   YES      NO		Nursing?		      	        YES      NO

Do you smoke?			   YES      NO   packs/day ______ 
Do you drink alcohol?		   YES      NO   Alcohol per week:   _____
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