MEDICAL SPA PICO INTAKE FORM
-PLEASE PRINT & FILL OUT THE FORM COMPLETELY-

PATIENT INFORMATION

First Name: Last Name: Middle Initial:
Prefers to be called: Ethnic Background: Birth Date:
Pronouns Birth Gender: Occupation:
[ He/him ) .
O] She/her Phone #: Email:
[ They/them = Emergency Contact Name: Emergency Contact Phone #:
Street Address: P.O. Box:
City: State: ZIP Code:
How did you hear about us: What is the main reason for your visit today:
GOALS MEDICAL HISTORY
[]Yes [INo Do youwant tofade yourtattoo? Do you have a history of the following:
[ Yes [1No Do youwanttoremove your tattoo? (] Migraines [0 Communicable Disease
[ Yes [ONo Areyouworking with a tattoo artist? [J Fainting [] History of Accutane
:iyes, wEere: [] Diabetes [ History of Retin A
yes, who: [ Heart Issues ] Metal Implants/Piercings
Y No D k how | tatt | works? .
[ Yes [ONo Do youknow how laser tattoo removal works O] Pacemaker 0] Use of Blood Thinners,
When did you get the tattoo we are working on: [ Epilepsy/Seizures Aspirin, or NSAIDS

MEDICAL HISTORY
Do you have a health care directive? [] Yes [1No
Please list your Primary Care Provider:

Please list all prescription and over-the-counter medications you are currently taking (i.e. pain relievers,
vitamins/supplements, or baby aspirin). Include dose and frequency:

Please list all known allergies:

PERSONAL HEALTH HISTORY

[1Yes [INo Do you use atanning bed or self-tanners? [JYes [INo Do you exercise?
If yes, how often: If yes, how often:
[1Yes [1No Do yousmoke? 1 Yes [INo Areyou pregnant or nursing?
If yes, how often: How many glasses of water do you drink daily?

Backside —



SIGNATURES

Initials: | have read Twin Ports Dermatology’s Patient Financial Policy. | know that if | need to cancel or reschedule
my appointment at Twin Ports Dermatology, | must do so at least 24 hours in advance. Failure to do so, or failure to attend my
appointment (no-show), will result in a $50 fee that must be paid prior to being seen.

Initials: | have read Twin Ports Dermatology’s Notice of Privacy Practices. | know | can ask for a copy at any time.

Initials: | have read Twin Ports Dermatology’s HIPAA Acknowledgement Form.

Assignment of Benefits and Related Release of Information: Payment is required in full at the time of services rendered at
Twin Ports Dermatology Med Spa. | understand that the cost of the service will be discussed before the treatment, and if |
agree, | take full responsibility for payment of all charges.

The above information is true to the best of my knowledge.

Patient/Guardian Signature: Date:

FOR OFFICE USE ONLY

TATTOO DESCRIPTION #1

Description: Please check all that apply.
. o : [J Outline

Location: Treatment Size: sq.inches [ Shaded

Weeks Between Treatments: Cost Per Treatment: $ [ Color

TATTOO DESCRIPTION #2

Description: Please check all that apply.
. o : [ Outline

Location: Treatment Size: sg. inches [ Shaded

Weeks Between Treatments: Cost Per Treatment: $ [ Color

TATTOO DESCRIPTION #3

Description: Please check all that apply.
. o : [ Outline

Location: Treatment Size: sq. inches [ Shaded

Weeks Between Treatments: Cost Per Treatment: $ [ Color

TATTOO DESCRIPTION #4

Description: Please check all that apply.
. o : [J Outline

Location: Treatment Size: sq.inches [ Shaded

Weeks Between Treatments: Cost Per Treatment: $ [ Color

TATTOO DESCRIPTION #5

Description: Please check all that apply.
. o : [ Outline
Location: Treatment Size: sq.inches [ Shaded

Weeks Between Treatments: Cost Per Treatment: $ [ Color
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