
HIGHLAND PARK FAMILY PRACTICE, LLC 

NEW PATIENT INFORMATION 

     

      DATE __________ 

 
PATIENT NAME: First _______________________Middle _________ Last ________________________ 

 

DATE OF BIRTH ____________________ SEX:   M  F   MARTIAL STATUS:  S  M  W  DIV.  SEP. 

 

SOCIAL SECURITY ________________________ DATE OF BIRTH _____________________________ 

 

ADDRESS _____________________________________________________________________________ 
                                                            STREET                                                                                                        APT # 
 

CITY _____________________________________STATE _______________ ZIP CODE _____________ 

 

 

TELEPHONE –HOME _______________________WORK _______________________EXT __________ 

 

                          CELL _______________________  E-MAIL____________________________________ 

 

 

ALLERGIES (FOOD/DRUGS): 

 

 

 

MEDICATIONS:  

 

 

 

PERSONAL HISTORY: 

 

SKIN DISORDERS               YES       NO                                  ACTIVE INFECTION             YES      NO 

 

HISTORY OF SEIZURES     YES       NO         HISTORY OF KELOID          YES      NO 

                                                                                                      FOR WOMEN ONLY 

LIGHT SENSITIVITY          YES       NO                                         : 

 

HERPES I OR II   (COLD SORES)                                PREGNANCY                         YES      NO       

YES       NO                                

 

      MENSTRUAL  DYSFUNCTION                                                                            

                                                                                                                                   YES      NO 

 

WHO WERE YOU REFERRED BY ____________________________ 



 

Patient Name:_________________________ 

 
 

SKIN TYPE ASSESMENT 

 

Fitzpatrick Skin Type I   II   IV   V   VI  Ethnicity__________________ 

 

Last exposed to UV (sun or tanning bed) _________________________________ 

 

Passive Tan?  ______________   Self-Tanning Lotion? _____________ 

 

HAIR ASSESSMENT 

 

Areas to be Treated __________________________________________________ 

 

Hair density:  Sparse  Medium  Dense        Hair Thickness:  Fine  Medium  Coarse 

 

Hair Color ____________________ 

 

 

 

MEDICAL HISTORY 
Pacemaker/Defibrillator  Metal Implants  
Current history of skin 

(cancer/premalignant moles) 
 Active skin infection (e.g. psoriasis, 

eczema) 
 

Severe concurrent medical conditions 

(cardiac disorders) 
 Skin disorders (e.g. keloids, abnormal 

wound healing) 
 

Pregnancy/Nursing  Impaired immune system  
Diseases stimulated by light (Lupus, 

Epilepsy, Porphyria) 
 Disease stimulated by heat (Herpes 

Simplex) 
 

Endocrine disorders (diabetes, PCO)  Use of medication/herbs inducing 

photosensitivity 
 

Facial laser resurfacing/deep chemical 

peeling last 3 months 
 Needle epliation, waxing or tweezing 

in the last 6 weeks 
 

Tattoo or permanent make-up  Tanned Skin  
History of bleeding disorders  Sapheneous Insufficiency  

 

 
 

Signature:____________________________ 


