Daniel A. Sterling, MD, FACS

                     Sterling Plastic Surgery, PLLC
2 Washington Place 

Bedford, NH 03110

PH: (603) 518-5450 / fax: (603) 518-5856

PATIENT SKIN CARE INFORMATION

Please PRINT and complete BOTH sides of all forms in packet. 

Name______________________________________________ Age______ D.O.B.__________________

Today’s Date________________    □ Male  □ Female         □ Married  □ Single  □ Divorced □ Widow

Street_________________________________ City__________________ State________ Zip_________

Home telephone_________________________
Work telephone__________________ Ext_________

Cell phone______________________________
 
Email________________________________________________________________________________

Parent/guardian ___________________ Relationship to Patient ___________ Phone number__________

How did you hear about us?  □ Website □ Referral ___________________________________________

Can we email you with updates and promotions?  □ Yes □ No 

Reason for Consult ____________________________________________________________________

Your occupation_______________________________
Employer_____________________________

Business address________________________________________  Phone number__________________

Pharmacy __________________ Address ______________________ Phone number ________________

IN CASE OF EMEMRGENCY, CONTACT: (PLEASE PRINT ALL INFORMATION)

______________________________ Relationship to patient______________ Phone ________________

______________________________ Relationship to patient______________ Phone ________________

REFERRING PHYSICIAN________________________________________________ Phone ___________________

Street ________________________________________________________________________________

City ________________________________________________ State ____________ Zip ____________

MEDICAL INFORMATION: 

1. A. Past medical history (ex. Hypothyroidism, diabetes, heart disease, asthma, herpes, cancers, etc.)  

__________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

    B.  Past surgical history ( procedure and date ) _____________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________ 

2. Do you bruise easily or have a bleeding disorder?   □ Yes  □ No

3.  Have you ever had an allergic reaction to any food, medication, or anesthetics? ___________________ 

If yes, details: _________________________________________________________________________
4.  Do you currently take birth control pills? □ Yes  □ No  If yes, length of time on birth control _______ 

_____________________________________________________________________________________

5.  Are you being treated for any mental or nervous disorder (stress, anxiety, depression)? □ Yes  □ No

If yes, date(s) of treatment, physician or therapist (name & address), and other pertinent information. ____

_____________________________________________________________________________________

6.  Record all current medication, why it is taken, the dosage, who it is prescribed by and duration of medication.

Current Medication

Taken For

Dose

Prescribed By
Duration

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7.  What would you like to change or where would you like to see improvement in your skin?

_____________________________________________________________________________________

8.  Social history: 

□ Smoking  _______ per day _______per week

□ Wine □ Liquor □ Beer  _______ per day  _______per week

9.  Please list Procedures you are interested in: ____________________________________________________________________________________ 

____________________________________________________________________________________ 

10.  Questions we should discuss: _____________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
11.  Have you had any of the conditions listed below? Please check all that apply.

□ Are you taking any medications that indicate “Avoid Sun Exposure”?  If so, which one? ___________
□ Allergies to anything (Latex, Dairy, Oils, Scents)?

□ Malignancy. If yes, □ Active or  □ Past History

□ Use of Accutane.  If yes, for how long?  How long has it been since you have last taken Accutane?

□ Use of Topical Vitamin A products such as Retin-A, Tretinoin, Renova, Retinol

□ Use of Manual Exfoliant Scrubs such as St. Ives Apricot Scrub, etc.

□ Use of Tanning Beds or booths

□ Use of oral contraceptives, tamoxifen, hormone replacement therapy, or other estrogen-containing drugs. If yes, how long? ______________________________________________________________

□ Currently trying to conceive?

□ Pregnant or breastfeeding?

□ Have a condition that is stimulated by light (Lupus, Porphyria, Epilepsy)?
□ Have a pacemaker or defibrillator?
□ Have any metal implants?  If yes, where are they located? __________________
□ Impaired Immune System

□ History of skin disorders, keloids, abnormal wound healing, fragile or very dry skin?

□ Have an active skin condition? (Psoriasis, Eczema, Herpes, etc.)?  If yes, please describe:_________________________________________________________________

□ Have had a laser resurfacing or deep chemical peel within the last 3 months?
□ Have taken Accutane in the last 12 months?
□ Have waxed, tweezed, had permanent hair removal or electrolysis in the area to be treated in the last 6 weeks?

□ Bleach any of your body hair or facial hair?
□ Aids or HIV?
□ Hepatitis?
□ Have excessively tanned skin from the sun, tanning beds or tanning creams?
□ Bleeding disorder or on a blood thinner?
□ Any severe concurrent conditions, such as cardiac disorders?  Explain _________________________________________________________________________
□ Use a facial sunscreen daily?  If yes, brand and SPF________________________
12. Are you able to drink red wine?  Y  N
13. How easily do you burn in the sun?  Always _____ Sometimes _____  Minimally_____ 

Rarely _____  Not at all _____
SERVICES OR PROCEDURES I AM INTERESTED

□ Skin Care                                 

□ Elimination of Brown Spots

□ Elimination of Facial spider veins

□ Elimination of Active Acne Lesions

□ Elimination of Acne Scarring

□ Correction of Fine Lines

□ Correction of Wrinkles

□ Chemical Peel
□ Permanent Hair Removal

□ Ultrasonic Facial Treatment
□ Microdermabrasion

□ Injectable Facial Fillers
□ BOTOX/Dysport

I certify that the preceding medical, personal and skin history statements are true and correct.  I am aware that it is my responsibility to inform the Staff at Sterling Plastic Surgery of my current medical or health conditions and to update this history with any changes that may occur.  A current medical history is essential for the caregiver to execute appropriate treatment procedures.
X___________________________________________

_________________
Signature of Patient                              



             Date
If under the age of 18, Patient must have the written consent of a Parent or Guardian.
Parent/Guardian:

Name___________________________________________

Relationship to patient_____________

Street________________________________________________________________________________

City______________________________________ 
State_____________
Zip code__________________

X_______________________________________________
___________________
Signature of Parent/Guardian               



Date
X_________________________________________________  ____________________
Please Print Name of Parent/Guardian



Date
3

