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Name:____________________________________________                       Date of birth:__________________ 
 
Height_____________  Weight_____________ 
 
Please tell us your main concerns that brought you to our office today:  ___________________________________ 
 
____________________________________________________________________________________________ 
 
 
I have the following concerns/interests, (please check any conditions that you would like to discuss with Dr. Bartlett): 
 

Aging appearance of my: Facial appearance/proportion of my: Skin: 
 Skin  Eyes  Face or leg Veins 
 Face  Nose  Irregular scars 
 Eyes  Ears  Moles, lesions or other growths 
 Lips and mouth  Cheeks  Unwanted hair  
 Neck  Lips  Hair Loss 
 Furrowed brow  Jaw  Brown spots/Sun spots 
 Puffy eyelids  Chin  Redness of skin/Rosacea 
 Thin Lips   Texture of skin 
 Heavy Jowls Body:  Dry skin 
 Double chin  Arms  Laxity of skin 
 Facial folds and creases  Back  Oily skin 
 Fine lines and wrinkles  Breast  Acne 
 Sun damage (see “skin)  Upper Abdomen  
 Teeth  Lower Abdomen Functional issues: 
 Loss of facial fullness  Buttocks  Difficulty breathing 

  Hips  Scar tissue 
Breast:  Inner Thighs  Pain 

 Size  Outer Thighs  
 Shape  Legs  
 Position, sagging  Excess Fat Deposits  
 Symmetry between my breasts  Exaggerated curves  

  Lack of defined curves  
 
Please check any health problems, past or present: 
 

 Seizures         Liver disease  Cancer (Type: _________)      Stomach problems      Migraines    
 Hormonal Problems         Diabetes   Cystic Acne     Thyroid      Asthma 
 High Blood Pressure        Heart problems  Cold sores/Herpes                   Kidney disorder     Hepatitis 
 Fainting                    HIV/ARC/AIDS   Lupus, scleroderma                Psychiatric problems 
Blood clots                        Ankle swelling       Shortness of breath                 Keloid scars                Weight loss             

 
Other:_____________________________________________________________________________________ 
 
 
Please list any previous surgical procedures: _____________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
 
 
Family history of medical conditions, cancer? Please list: _____________________________________________ 
 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
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CONTINUED ON REVERSE SIDE 
 
 
 
Please answer yes or no to the following questions and list details: 
 
YES NO 
 
  Are you using any prescribed medications, (including topical medicines for acne or pigmentation)? 

                          List___________________________________________________________________________ 

  Are you using any Herbal medications? List___________________________________________ 

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

  Are you allergic to any cosmetic ingredients, medications or foods or latex? List ______________ 

______________________________________________________________________________ 

  Are you pregnant or trying to become pregnant? 

  Do you use oral contraceptives? 

  Do you use hormone replacement therapy? 

  Do you smoke?  How much? _____________ How long?_____________ 

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

  Do you have any tattoos or permanent makeup? 

                        Have you had a mammogram?  When?___________ Where?_______________ Result?__________ 
 
Please check any skin products you currently use and list the brand names: 
 
 Cleanser ______________   Soap ________________  Toner _____________ 
 Moisturizer __________    Night Cream _________    Mask ______________ 
 Eye cream ___________   Astringent ____________  Glycolic Wash/Cleanser 
 Scrub _______________   Sunscreen____________  Salicylic Wash/Cleanser 
 Vitamin A Cream    Vitamin C Creams   Alpha or Betahydroxy Cream 
 
Have you ever had any of the following wrinkle fillers or implants: 
 
 Collagen  Restylane  Perlane  Hylaform  Juvaderm   Silicone    Radiance 
 Sculptra  Other:__________________________________________ 

 
* If so then when was it done? ______________ What area? ______________ Date: ____________________ 
 
Have you ever undergone any of the following treatments? 
 
 Macrodermabrasion    Acid Peel       Cosmetic Surgery      Lasers   Botox  Accutane  
 Microdermabrasion 
 
When and where was it done?  _____________________________________________________________ 
 
Are you currently removing hair by any of the following methods? 
 
 Waxing  Tweezing  “Nair” type products   Electrolysis   Laser Hair Removal 
 
*  If so when was it done ____________what area _____________and what type of laser?______________ 
 
May we send a copy or our note to your primary care or referring physician?     Yes______      No_______ 
 
 
I certify that the above information is correct to the best of my knowledge.  ______________________________ 
          Patient’s Signature   
 
 


