Welcome to Golden Laser Aesthetics, we look forward to getting to know you!
Name__________________________________________________________
Date:_____________
Date of Birth:_________________ Age:___________
Address:________________________________________________________
City:_______________________
Phone:(

State:_________ ZIP:________________

) ________________

E-mail _______________________________

Occupation:_________________________________
How did you hear about us? _______________________________________________________
Please tell us your main concerns that brought you to our office today:
________________________________________________________________________________
This information is necessary for your procedure. Please answer yes or no to the following
questions:
YES NO

❑

❑

Are you using any prescribed medications? List________________________________

❑

❑

Are you currently under the care of a physician? If yes, please explain: _____________

❑

❑

Do you take oral anti-coagulant (blood thinning) medication? List __________________

❑

❑

Have you/are you currently using Accutane or Isotretinoin? If yes, when?____________

❑

❑

Are you allergic to any ingredients, medications or foods? List ____________________

❑

❑

Are you pregnant, trying to become pregnant or nursing?

❑

❑

Do you use oral contraceptives?

❑

❑

Do you use hormone replacement therapy?

❑

❑

Do you smoke?

❑

❑

Do you spend a lot of time outdoors or use a tanning bed often?

How much? _____________ How long?_____________

Please check any conditions, past or present:

❑ Arthritis
❑ Hepatitis
❑ Diabetes
❑ Cold Sores/Herpes
❑ HIV
❑ Melasma/Pigmentation ❑ Heart problems ❑ PCOS
❑ Autoimmune (lupus, scleroderma)
❑Cancer
❑Other:__________________________________________________

In addition to the above, please tell us which skin conditions concern you the most (Check all that
apply):

❑ Uneven skin tone
❑ Enlarged pores
❑ Acne/pimples
❑ Upper lip lines
❑ Sun Spots
❑ Sun Damage
❑ Spider Veins

❑ Redness
❑ Clogged pores
❑ Excessive oiliness
❑ Wrinkles
❑ Dry patches
❑ Brown spots
❑Rosacea

What is your skin type:

❑ Dry

❑ Broken capillaries
❑ Blackheads/Whiteheads
❑ Saggy Skin
❑ Scarring
❑ Unwanted Hair
❑ White spots
❑Sensitive Skin

❑ Combination

❑ Oily

❑ Normal

Please check the products you currently use:

❑ Cleanser ______________
❑ Moisturizer __________
❑ Eye cream ___________
❑ Scrub _______________
❑ Vitamin A/Retin A

❑ Soap ________________
❑ Night Cream _________
❑ Astringent ____________
❑ Sunscreen____________
❑ Vitamin C

Are you using any prescription topical creams, lotions or oral antibiotics?

❑ Toner _____________
❑ Mask ______________
❑ Glycolic Cleanser
❑ Salicylic Cleanser
❑ Growth Factor
Yes

No

Have you ever had any of the following injections, fillers or treatments:

❑ Collagen
❑ Facial
❑ Chemical Peel
❑ Lasers

❑ Botox/Dysport/Xeomin
❑ Juvederm/Filler
❑Threading
❑ Cosmetic Surgery
❑ Microdermabrasion/Dermaplaning
❑ MicroNeedling
❑Other: ____________________________

Are you currently removing hair by any of the following methods?

❑ Waxing

❑ Tweezing

❑ “Nair” type products

❑ Electrolysis

❑ Laser Hair Removal

*I certify that the above information is correct to the best of my knowledge.
Patient’s Signature________________________________________________________________
Office Use:
Notes:

