DERMATOLOGY PARTNERS OF THE NORTH SHORE, L.L.C.

Please complete, checking all boxes that apply.

        
Previous Method of Hair Removal
Name _______________________________________________
  Wax









  Tweeze
Address _____________________________________________
  Depilatory cream









  Shaving
City _______________________State ________ Zip _________
  Bleaching









  Electrolysis
Home Phone  __________________  Cell __________________

  Laser 
     









How long? ____________________

Work Phone __________________





Which method _________________
Calling Instructions ____________________________________











Medications 
Referred by __________________________________________










  Steroids
Areas needing treatment  _______________________________

  Hormones









  Blood pressure medications
____________________________________________________
  Dilantin









  Oral birth control
____________________________________________________
  Lithium/Prozac









  Blood thinners/aspirin
Medical Conditions:






  Accutane




Explanation



  Retin A and other retinoids
 Diabetes

_________________________________
  Herbs/vitamins
 Hepatitis

_________________________________
  Other ____________________________
 Bacterial infections
_________________________________
     _________________________________
 Fungal infections
_________________________________
     _________________________________
  Herpes simplex
_________________________________


  Shingles

_________________________________

  AIDS

_________________________________

  Epilepsy

_________________________________

  Keloids

_________________________________

  Bruise easily

_________________________________
_____________________________________
  Metal in body
_________________________________                        Signature of Client or Guardian             
  Hearing aids

_________________________________

  Allergies

_________________________________
_____________________________________
  Pregnancy

_________________________________                                          Date       
  Breast feeding
_________________________________

  Tanning 

_________________________________

  Skin conditions
_________________________________                                          
    (psoriasis/vitiligo/eczema)

For Female Clients Only
Hirsutism (Excssive hair):    Age at onset _________

Hirsute parts of body:     Face
   Neck     Chest      Breast     Abdomen     Arms      Thighs      Legs
Mentrual history:   Age at onset ________    Periods regular     Periods irregular     Menopause

Weight fluctuation:    Gained _______________     Lost __________________

Signs of virilization:   Voice     Muscle Mass     Other

Last exam by gynecologist or endocrinologist:  ________________________________ 

Physician feels hirsutism is due to ______________________________________________________________

Office Comments: ________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________
