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                           IPL Photorejuvenation


                         Patient Information Form





Patient Skin Classification





Fitzpatrick Skin Type _________ (based upon exposure to summer sun)





Type I 		Always burn, never tan


	Type II		Always burn, sometimes tan


	Type Ill		Sometimes burn, always tan


	Type IV		Never burn, always tan


	Type V		Moderately pigmented (Hispanic, Asian Mediterranean, Middle Eastern)


	Type VI		Black





Fitzpatrick Wrinkle Class





	Class	Wrinkling


                 I		Fine wrinkles


                 II		Fine to moderate depth wrinkles, moderate number of lines


                 III		Fine to deep wrinkles, numerous lines, with or without redundant skin folds





Fitzpatrick Elastosis Score


	


	Score	Degree of Elastosis


    1-3	Mild (fine textural changes with subtly accentuated skin lines) 


    4-6	Moderate (distinct papular elastosis, individual papules with yellow


      translucency under direct lighting, and dyschromia)


         7-9          Severe (multipapular and confluent clastosis (thickened yellow and pallid)


      approaching or consistent with cutis rhomboidalis)








Personal Medical History (Current Complaint)


What type of problem are you consulting for:


(    Sun spots


(   Wrinkles


(    Distended blood vessels (red spots that may be spidery in appearance)


(   Flushing of the skin


(  Large pores





How many years have you noticed this problem? ________________________________________________________________________





At what age did your skin problem occur?   ____________________________________________________________________________





Are your current skin problems getting more pronounced?         (  Yes	(  No





Have you ever been treated for this problem?            (    Yes           (    No


If yes, when?  _________________________________________________________________


By what method?  ______________________________________________________________





Are you currently taking medication for your skin problem?        (    Yes	(    No


If yes, which medication?  _______________________________________________________





Are you pregnant, nursing or planning a pregnancy soon?            (    Yes	(    No





Do you have a history of keloid scarring?                                      (    Yes	(   No





Do you have a history of:


	(  	Septicemia                                    	(      Heart disease   �	(  	Herpes sores                                  (      Bleeding disorders�	(  	Bruises easily                                (       Dark spots after pregnancy�	(  	Skin injury





Have you had any allergic reactions to anesthesia?                       (     Yes	        (    No


Do you have any allergies, especially skin related?                       (     Yes	        (    No


If yes, please specify. ___________________________________________________________


_____________________________________________________________________________





Do you have any allergy to medication?                                      ( Yes	         (   No


If yes, please specify. ___________________________________________________________


_____________________________________________________________________________





Are you taking any medication? 


	(   Aspirin         				(       Anti-coagulants


      (   Hormones/contraceptives			(       Cortisone


           (  Thyroid medication				(       Insulin


           (   Sedatives					(       Tranquilizers


      (  Appetite depressants			(       Other (please specify)


	(  Insulin


	(   Tranquilizers


	(   Other (please specify)








Patient Signature ____________________________________ Date: ________


