Neighborhood Wellness Clinic
6051 FM 3009 Ste 255
Schertz, TX 78154

(210) 651-1744 

Today’s Date____________

PATIENT INFORMATION

	Patient’s last name:
	
	First:
	Middle:
	
	
	
	
	Mr.
	
	Miss
	
	Marital Status (circle one)
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	Mrs.
	
	Ms.
	
	Single / Mar / Div / Sep / Wid
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Is this your legal name?
	If not, what is your legal name?
	(Former name):
	
	
	
	
	
	
	
	
	Birth Date:
	
	Age:
	
	Sex:
	

	Yes
	No
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	/
	/
	
	
	
	
	MF
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Street Address:
	
	
	
	
	
	
	
	Home Phone #:
	
	
	
	
	
	Cell Phone #.:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	(
	)
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	P.O. Box:
	
	
	
	City:
	
	
	
	
	
	
	State:
	
	
	
	
	
	
	
	
	ZIP Code:
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Occupation:
	
	
	
	Employer:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Email Address:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	REFERRED BY?:   Internet ________
	
	Referral:_______________________
	
	Web Site
	
	 Google Search
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	IN CASE OF EMERGENCY
	
	
	
	
	
	
	
	
	
	
	
	

	Name of Local Friend or Relative:
	
	
	
	
	
	Relationship to Client:
	
	
	Home phone #:
	
	Cell Phone #:
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	(
	
	)
	
	
	(
	
	)
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



The above information is true to the best of my knowledge. I understand that I am financially responsible for any balance and authorize Neighborhood Wellness Clinic to release any information required to process my claims. I understand that any deposit (s)/payment(s) made to NWC are non-refundable and a 24-hour notice for any appointment cancellation/rescheduling is required or my account/package will be deducted for the scheduled treatment. All correspondence of your appointments, new products, events, and educational materials are done by email and you accept our emailing this information to you.

	
	Signature:
	
	
	
	Date

	
	
	
	
	
	
	
	

	
	Guardian Signature
	
	
	
	Date

	
	
	

	
	
	PERSONAL PROFILE AND HEALTH HISTORY

	Primary Care Physician:
	
	
	
	
	

	
	
	
	
	
	
	

	List Any Allergies:
	
	
	
	
	

	
	
	
	

	Please specify your genetic origin:
	African American
	Asian
	CaucasianHispanicMediterraneanMiddle Eastern

	
	
	Native American
	Other
	____________________________________________________________

	
	
	
	
	
	
	
	



List all your current medications including prescription and over the counter drugs, vitamins, herbs, supplements:

_________________________________________________________________________________________________________

Please list any/all medications or other substances that you are allergic to, plus the type of reaction you experience.

___________________________________________________________________________________________________________________
*ALL CLIENTS*	Do you have a pacemaker or hearing aid? ………………………………………………………………………….   Y   N

___________________________________________________________________________________________________________________

	Are you pregnant/breastfeeding? ……………………………………………………………………………………….
	Y
	N

	Are you using an IUD (intra uterine device) as birth control? …………….………………………………….
	Y
	N

	Are you planning pregnancy during the course of your treatment? ….…………………………………….
	Y
	N

	FEMALES:
	
	

	During pregnancy did you develop hyper pigmentation or masking? .…………………………………….
	Y
	N

	Are you going through menopause? ..………………………………………………………………………………….
	Y
	N
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	[bookmark: page3]Medical History: Please Check ALL That Apply:
	
	

	Acne
	High Blood Pressure
	Rosacea

	Bleeding Disorders
	Hirsutism
	Seizures

	BOTOX Cosmetic Treatments
	Hormone Replacement Rx
	Shingles

	Burns/Skin Grafts
	Implants
	Skin Cancer

	Diabetes
	Kaposi’s Sarcoma
	Tattoos

	Endocrine Disorders
	Keloid Scars
	Thyroid Disease

	Epidermolysis Bullosa
	Lupus Erythematosus
	Vitiligo

	Filler Injections
	Permanent Makeup
	Pacemaker

	Gold Therapy
	Polycystic Ovary Disease
	Other

	Heart Disease
	Port-Wine Stain
	Herpes

	Hemorrhoids
	Precocious Puberty
	Psoriasis



	Please Answer The Following Questions:
	
	
	
	
	

	1.
	Are you currently being treated for any medical condition? ………………………………………………………
	Y
	N

	
	IF yes, what type? ______________________________________________________________________

	2.
	Have you had any body contouring procedures in the past? …………………………………………………
	Y
	N

	3.
	Do you have any active skin diseases or infections in the area to be treated? …………………….………
	Y
	N

	4.
	Do you have any skin or product allergies? ……………………………………………………………………………… Y
	N

	5.
	Have you had skin cancer or pre-cancerous lesions? ………………………………………………………………… Y
	N

	6.
	Do you have psoriasis/eczema in the area to be treated? .....................................................
	Y
	N

	7.
	Do you have ANY METAL implanted in your body? …………………………………………………………………    Y
	N

	8.
	Are you ALLERGIC to latex or lidocaine?
	................................................................
	Y
	N

	9.
	Have you ever had surgery in the area to be treated? .........................................................
	Y
	N

	10.
	Have you had any previous LASER treatments or skin treatments to the area to be treated?
	Y
	N

	
	DESCRIBE: _______________________________________________________________ Date: _______

	11.
	Have you/are you using medications such as Accutane? Date of last use________________
	Y
	N

	12.
	Are you using Retin-A, Renova, Differin, Tazorac? Concentration % .....................................
	Y
	N

	13.
	Are you using GLYCOLIC products? Date of last use? __   
	
	Y
	N

	14.
	What skin care products are you currently using?______________________________________________

	15.
	Do you smoke? ......
	
	
	
	Y
	N

	16.
	Do you sunbathe? 
	
	
	
	Y
	N

	
	IF YES, approximate date of last sun/tanning exposure: ________________________________________

	17.
	Are you currently using, or have you used a tanning bed or self-tanner? .............................
	Y
	N

	
	IF YES, specify date of last use: ___________________________________________________________

	18.
	Do you use a sunscreen?
	Y
	N
	SUMMER SPF = _________ WINTER SPF = _________

	19.
	Does your skin remain discolored after healing from a cut? ..................................................
	Y
	N

	20.
	Have you been diagnosed with diseases such as: HIV/AIDS, Hepatitis A, B or C *(please circle)
	Y
	N

	Please indicate which of the following concerns you have about your skin:
	
	
	

	Aged Skin
	
	Texture
	Spider Veins
	
	

	Sun Damage
	Redness
	Unevenness
	
	

	Rosacea
	
	Wrinkles
	Dry Skin
	
	

	Age Spots
	
	Whiteheads
	Scarring
	
	

	Acne
	
	Leg Veins
	Hyper Pigmentation
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	Enlarged Pore
	Hair Removal
	
	Sensitive Skin

	
	Blackheads
	
	Oily Skin
	
	Other __________________

	What area(s) would you like to treat?
	
	
	
	

	Face & Neck
	Chest
	Arms
	Hands
	Back
	Legs
	Other __________________



Please specify which body areas you would like to consider for laser hair removal:

___________________________________________________________________________________________

Please indicate the service you are interested in or would like more information about:

	Laser Skin Rejuvenation
	Sun Damage Repair
	Skin Tightening

	Skin Resurfacing
	Age Spot Treatment
	Wrinkle Treatment

	Rosacea Treatment
	Laser Hair Removal
	Redness/Vessels

	Acne Treatment
	Botox Cosmetic
	Fat Shrinkage

	Laser Vein Treatment
	Pigment Treatment
	Other __________________



SKIN ANALYSIS SYSTEM

Please circle the answer that best describes your skin.

	
	SKIN CONDITIONS
	
	RATING SCALE
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	1
	
	2
	
	3
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	I experience blackheads or blemishes…
	Frequently
	Occasionally
	
	Rarely
	
	

	
	
	
	
	
	
	
	
	

	
	My pores are…
	Very Obvious
	Noticeable in T-Zone
	
	Not Very Noticeable
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	My skin is flaky…
	Rarely
	Occasionally
	
	Often
	
	

	
	
	
	
	
	
	
	
	

	
	My skin becomes shiny shortly after cleansing…
	Most of the time
	T-Zone Only
	
	Rarely
	
	

	
	
	
	
	
	
	
	
	

	
	My skin feels tight and dry…
	Rarely
	Sometimes Near Cheeks
	
	Often
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	My skin shows fine lines and wrinkles…
	Not At All
	Minimal Around Eyes
	
	Yes
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	Use Skin Care 2-3 Times
	
	
	
	

	
	My current skin care schedule…
	No Skin Care
	
	
	Use Skin Care Daily
	
	

	
	
	
	A Week
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	*My skin gets red and splotchy…
	Rarely
	Sometimes
	
	Often
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	*My skin has a low tolerance for most skin care
	No
	
	Yes
	
	
	
	

	
	products…
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	**My skin shows signs of sagging
	No
	Somewhat
	
	Yes
	
	

	
	
	
	
	
	
	
	
	
	

	
	**My eyes show signs of “crows feet”
	
	No
	
	Yes
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	( lines at corners of eyes )
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	Total the number of circled
	_______ x 1 = _________
	______ x 2 = _________
	
	_______ x 3 =_________
	
	

	
	responses per column
	(# circled)   (total score)
	(# circled)
	(total score)
	
	(# circled)   (total score)
	
	

	
	
	
	
	
	
	
	
	

	
	Add Up Total Score (column1-3)  __________________________ TOTAL SCORE
	
	
	

	
	11-14 = Oily Skin
	15-21 = Normal/Combination Skin
	22-29 = Dry Skin
	
	



Fitzpatrick Skin Type Scale is based on 3 main factors: GENETICE DISPOSITION, REACTION TO SUN EXPOSURE & TANNING HABITS
* Please Circle The Answers That Best Describe You:
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GENETIC DISPOSITION
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	SCORE & # POINTS
	0
	1
	
	2
	
	3
	4
	

	
	What is the color of
	Light Blue, Gray,
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	your eyes?
	Green
	Blue, Gray or Green
	
	Hazel/Brown
	
	Dark Brown
	Brownish Black
	

	
	What is the color of
	
	
	
	Chestnut / Dark
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	your hair?
	Sandy Red
	Blonde/White
	
	Blonde
	
	Dark Brown
	Black
	

	
	What is the color of
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	your Non-exposed skin?
	Reddish
	Very Pale
	
	Pale with Beige Tint
	
	Light Brown
	Dark Brown
	

	
	Do you have freckles in
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	unexposed areas?
	Many
	Several
	
	Few
	
	Minor
	None
	

	
	
	
	
	
	
	
	
	Score for Genetic Disposition
	

	
	
	
	
	REACTION TO SUN EXPOSURE
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	SCORE & # POINTS
	0
	1
	
	2
	
	3
	4
	

	
	What happens when
	
	
	
	
	
	Rarely Burn
	Never Burn
	

	
	
	
	
	
	
	
	
	
	

	
	you stay in the sun too
	Painful Redness
	Blistering Followed by
	
	Burn Sometimes
	
	
	
	

	
	long
	Blistering, Peeling
	Peeling
	
	Followed by Peeling
	
	
	
	

	
	To what degree do you
	
	
	
	
	
	
	Turn Dark Brown
	

	
	
	
	
	
	
	
	
	
	

	
	tan?
	Hardly or Not at All
	Light Colored Tan
	
	Reasonable Tan
	
	Tan Very Easily
	Quickly
	

	
	Do you tan within
	Never
	Seldom
	
	Sometimes
	
	Often
	Always
	

	
	
	
	
	
	
	
	
	
	

	
	several hours after sun
	
	
	
	
	
	
	
	

	
	exposure?
	
	
	
	
	
	
	
	

	
	How does your face
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	react to the sun?
	Very Sensitive
	Sensitive
	
	Normal
	
	Very Resistant
	Never Had a Problem
	

	
	
	
	
	
	
	
	
	Score for Reaction to Sun Exposure
	

	
	
	
	
	TANNING HABITS
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	SCORE & # POINTS
	0
	1
	
	2
	
	3
	4
	

	
	When did you last
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	expose your body to
	
	More Than 3 Months
	
	
	
	Less Than a Month
	Less Than 2 Weeks
	

	
	sun (or artificial
	
	
	2-3 Months Ago
	
	1-2 Months Ago
	
	
	

	
	
	
	Ago
	
	
	
	
	Ago
	Ago
	

	
	sunlamp / tanning
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	cream)?
	
	
	
	
	
	
	
	
	

	
	When in the sun, do
	Never
	Hardly Ever
	
	Sometimes
	
	Often
	Always
	

	
	
	
	
	
	
	
	
	
	

	
	you expose the area to
	
	
	
	
	
	
	
	

	
	be treated?
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	Score for Tanning Habits
	

	* Add All 3 Scores. This Score Determines Which Skin Type You Are On The Fitzpatrick Skin Type Scale
	

	
	I = 0-7
	II = 7-17
	III = 17-25
	IV = 25-30
	V-VI = 30 +
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