Name:__________________________

DOB:______

Name: _________________________________
D.O.B. ___________            Age: ________

Street: _____________________________________________________________________________        
City___________________________________   State_____________    Zip____________________
Home #:   ______________________________
Cell: _________________________________ 

Email: ______________________________________________________________________________
Occupation: _________________________
Employer: __________________________________

How were you referred? ____________________________________________________________

Emergency Contact:_______________________________________________________________ 
Emergency Phone:__________________________________________________________________ 

Relation:____________________________________________________________________________

Please list any and all allergies/Cosmetic sensitivities: __________________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any and all medications: __________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any and all chronic issues and or surgeries: 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

The reason for today’s consultation__________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Medical History










Circle One:

Have you ever tested positive for Hepatitis C ?


Yes 
or   
 No

Have you ever tested positive for Hepatitis B ?


Yes 
or
 No

Have you ever been told you have a Blood borne illness? 
Yes
 or 
No

Are you currently taking blood thinners? 



Yes
 or
 No

Are you on Coumadin? 






Yes 
or 
No

Are you currently taking Fish Oil? 




Yes
 or
 No

Do you take Aspirin on a daily basis? 




Yes 
or
 No

Have you ever tested positive for HIV? 



Yes 
or
 No 

Do you have any history of blood clots?



Yes 
or 
No 

Do you take any steroids? Prednisone etc? 



Yes 
or 
No 

Do you have any autoimmune illnesses?



Yes 
or 
No 

Have you traveled abroad in the last six months? 


Yes
 or
 No
Do you smoke?







Yes 
or 
No 
Are you taking hormone replacement? 



Yes 
or 
No 
Do you use SPF? 







Yes 
or 
No 
Do you use a Retin-A? 






Yes      or 
No 
Do you experience breakouts?





Yes      or 
No 
Do you take Vitamins? 






Yes    
or 
No 

Do you keloid scar?






Yes     or 
No 
Have you ever had a laser treatment before?


Yes
or
No 
If yes explain:_________________________________________________________________

______________________________________________________________________________

Have you ever had an acid peel? 




Yes   
or 
No
 If yes explain:________________________________________________________________
______________________________________________________________________________
Have you tried injectible cosmetic procedures                     
Yes  
or 
No 
If yes explain:_________________________________________________________________

______________________________________________________________________________
Do you suffer from any the following?  
(Please circle to indentify)
Insomnia

Dry skin


       Low libido
     Mood swings

Craving sweets
Poor concentration
       Depression
     Forgetfulness
Aesthetic Questionnaire
What is your skin type?                                                                   Oily     Dry   Combo 
Skincare concerns: (Check All that Apply) 

Fine Lines & Wrinkles 
Cellulite 


Rosacea/ Redness 

Crow’s Feet 

Age Spots/Freckles 
Thin Lips 

Unwanted Hair 

Acne 



Spider Veins 

Sagging Skin 

Broken Capillaries 

Laugh Lines 

Large Pores 

How does your skin tan: (Check all that Apply) 
· Always burns, never tans 

· Usually burns tans less than average 

· Sometimes mild burns than average 

· Rarely burns tans more than average 

· Rarely burns, tans profusely 

· Never burns, deeply pigmented 

[image: image1.jpg]




Please List Skincare Products you are currently using: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
HIPAA NOTICE FOR PRIVACY PRATICES

We are required by law to maintain the privacy of Protected Health Information and provide individuals with this notice of our legal duties and privacy practices with respect to Protected Health Information. If you have any question, please contact our office by phone 856.218.4848. 

Your signature below is an acknowledgment that you have received this Notice of our Privacy Practices

By signing this form, you are also allowing our office to: 

1. Confirm appointments at your home by phone or answering machine

2. Disclose medical information requested by other treating physicians

3. Leave messages or discuss medical information with your pharmacist 

4. Disclose medical information to you/lab/insurance company 

5. Request medical records when necessary from physicians or health care facilities 

I hereby give my permission to disclose health information (i.e. test results) about me to the following people: (please print name and telephone number on line provided) 

Spouse:_______________________________

Telephone:________________________

Son/Daughter:_________________________

Telephone:________________________

Mother/Father:_________________________

 Telephone:_________________________

Other:__________________________________

 Telephone:__________________________

Can we leave any information regarding appointments on your answering machine? 

 YES OR NO 

I have the right to withdraw or revise my permission at any time in writing 

Print Patient’s Name:____________________________________

Signature:______________________________________________ 
 Date:__________________

(Parent/ Guardian Signature if patient is under 18 yrs of age) 

In order to establish optimal relations with our patients and avoid misunderstandings and confusion regarding our payment policies of this office, our staff is trained to consistently inform of the financial payment policies of this office. Payment is required for all services at the time they are rendered. When payment has been made for service, there are no refunds, only in house credits will be issued. We accept payment in the form of cash or credit card. In the event that your account must be turned over to collections a $100.00 collections fee will be added to your account. Your signature below signifies your understanding and willingness to comply with our office policies. 

Patient signature:______________________________________  Date:___________________

Print Name:__________________________________________

Our Responsibilities

Dr. Brenza is Required to:

· Maintain the Privacy of your health information.

· Provide you with this notice as to our legal duties and privacy practices with respect to information we collect and maintain about you.

· Abide by the terms of this notice,

· Notify you if we are unable to agree to a requested restriction, and 

· Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations.

We reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain. Should our information practice change, we will mail a revised notice to the address you’ve supplied us, or if you agree, we will e-mail the revised notice to you.

We will not use or disclose your health information without your authorization, except as described in this notice. We will also discontinue using or disclosing your health information after we have received a written revocation of the authorization according to the procedures included in the authorization.

For More Information or to Report a Problem

If you have questions and would like additional information, you may contact the practice’s Privacy Officer at 856-218-4848

If you believe your privacy rights have been violates, you can file a complaint with the practice’s privacy officer or with the office for civil rights, U.S department of Health and Human Services. There will be no retaliation for filing a complaint with either the Privacy Officer or the Office for Civil Rights. The address for the OCR is listed below:


Office for Civil Rights


U.S Department of Health and Human Services


200 Independence Avenue, S.W.


Room 509F, HHH Building


Washington, D.C 20201

Patient Acknowledgement

By signing my name below, I acknowledge receipt of a cope of this Notice, and my understanding and agreement to its terms.

   Patient Signature                                                                                    Date

Please Circle or Mark all areas of concern








Female patients only


Are you pregnant, nursing? _____________    Date of last menstrual cycle: ____________











