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New Patient Medical Information- Cosmetic Form
Date _________________________E-mail Address__________________________________
Name _________________________________ Age _________ Date of birth ________
Reason for visit? ____________________________________________________________________
Who referred you? __________________________________________________________________
Current Medications (including vitamins and herbals):
Dosage

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

Allergies to medications: ________________________________________________________________
Current & Past Medical Problems/ Illness/ Injuries:
Date

____________________________________________


_____________________________________________
____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________
____________________________________________


_____________________________________________

Prior Surgeries:





Date

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

____________________________________________


_____________________________________________

Family History:  Please complete health history about your family.

Age
    
Medical Problems
Age of death
     
Cause of death

Father

________________________________________________________________________________
Mother

________________________________________________________________________________
Brothers

________________________________________________________________________________


________________________________________________________________________________
Sisters

________________________________________________________________________________


________________________________________________________________________________
Have you or any family members had excessive bleeding from cuts or during surgery? ________________
Have you or any family member’s experienced severe reactions to anesthesia, including death? _________
Social History:

Marital Status _________________


Children ___________________________________

Occupation ____________________________________________________________________________

Do you or have you smoked or chewed tobacco? ______ How much and when? _____________________
How much alcohol do you drink? ___________________________________________________________
Do you or have you ever used street drugs? ___________ What type and when? ____________________​​_
Skin Evaluation Form 

Please fill in the following description of your facial complexion. This information is necessary for us to design a skin care program for you.

Are you planning to have facial plastic surgery?   Yes

No
When you look at your skin, what concerns you the most? _______________________________________
Any prior cosmetic peels or procedures? ____________________________________________________

What conditions / problem areas would you like improved? 
 
□ Sun Damage 

□ Brown Spots 

□ Uneven Skin Color
□ Upper Lip Lines 
□ Lower eyelid creases

□ Dark Circles
□ Wrinkles 

□ Rough texture 

□ Large Pores  

□ Excessive Oiliness 

□ Acne  

□ Pimples 

□ Blackheads/ Whiteheads
□ Sensitive Skin
□ Dry Skin  

□ Visible Exposed Blood Vessels
□ Rosacea  

What type of skin do you have? 
Normal 

Dry

Oily

Combination 

Do you tan? 


Easily 

Burn 

Have you or are you using? 
Retin A 


Yes 
No 
(if yes) When?_________




Accutane 

Yes 
No 
(if yes) When?_________




Oral Contraceptives 
Yes 
No 
(if yes) What Brand?____
Do you have a history of cold sores? 


Yes 
No 

Are you pregnant? 




Yes 
No 

Planning? 





Yes 
No 
(if yes) When?_________
Breast Feeding 





Yes 
No 

Do you have any of the following medical conditions? 


Hepatitis 




Yes 
No


HIV / AIDS 




Yes 
No 


Lupus or any autoimmune disease 


Yes 
No 

Glaucoma




Yes
No


Sulfa Allergy




Yes
No


Aspirin Allergy




Yes 
No


Skin Cancer 




Yes 
No  
Where and what type? ___
Radiation treatments to the face or neck 

Yes 
No 

List the products you are currently using on your face: __________________________________________

____________________________________________________________________________________

Consent to Taking and publication of Photographs

Date:______________________

Name:__________________________________________________________________

In connection with the medical services that I am receiving from my physician,

Dr. Raj P. TerKonda, M.D., F.A.C.S.

I consent that photographs may be taken of my face or other parts of the body, under the following conditions:

1.
The photographs may be taken only with the consent of my physician and under such conditions and at such time as may be approved by my physician. 

2.
The photographs shall be taken by my physician or by a photographer approved by my physician.

3.
The photographs shall be used for medical records and, at the discretion of my physician, such photographs and information relating to my case may be published and republished, either separately or in connection with each other, in professional journals or medical books, or used for any other purpose including Internet use that my physician may deem proper, provided, however, that it is specifically understood that in any such use I shall not be identified by name. 

Signature (Patient or legal guardian, if patient is minor)

Print Name of Patient

Attest (Witness) Signature 

Attest (Witness) Print Name

   Please check the items you are interested 


   in or would like more information on: 


  □ Botox 


  □ Fillers (Restylane, Juvederm, Radiesse)  


  □ Thermage Skin Tightening    


  □ Laser Treatments  


  □ Chemical Peels  


  □ Microdermabrasion / Facials  


  □ Brow Tinting/ Lash Tinting  


  □ Hair Removal – Waxing / Dermaplaning  


  □ Vitamedica – Anti-aging Vitamins  


  □ Eyelash Extensions /Eyelash growth stimulator  


  □ Clarisonic Facial Brush  


  □ Eye Cream for Wrinkles or Dark Circles  


  □ Jane Iredale Mineral Makeup


  □ Adolescent Skin Care


  □ Facial Plastic Surgery  


 














Please complete the back of this form
If you would like to receive a newsletter and information about upcoming sales, events, and new procedures, please provide your e mail address:_________________________________________

