SKIN CARE
Gulf Coast Aesthetics Center
Patient History & Information (PHI)
DATE: ________________________

                                          PATIENT #___________________
PATIENT’S NAME: ____________________________________          MARITAL STATUS:   M   S   W   D

ADDRESS: _________________________________CITY: ________________ST: ______   ZIP: ___________
HOME PHONE: __________________WORK PHONE: __________________CELL: ____________________
EMAIL ADDRESS: ____________________________________________________________________
I give permission for the office to email me if needed:    YES / NO
AGE:  _____     BIRTHDATE:  ________________      SEX:  __M   __F   

EMPLOYER: _______________________________________OCCUPATION: __________________________
SPOUSE OR GUARDIAN NAME: ____________________________________________________
NAME, ADDRESS& PHONE NUMBER OF NEAREST RELATIVE (OR FRIEND) NOT LIVING WITH YOU: ______________________________________RELATIONSHIP: ______________________________
REFERRED BY (Circle One) (DOCTOR, HOSPITAL, FRIEND, YELLOW PAGES, NEWSPAPER, RADIO, WEB SITE, ETC.)

​​​​​​​​​​​​​​​​​​​​​​​Reason for office visit:  ________________________________________________________________
DO YOU SMOKE? ___________   IF YES, HOW MUCH _________________________________________
KNOWN MEDICAL PROBLEMS & NAME OF PHYSICIAN TREATING YOU: (DIABETES, HIGH BLOOD PRESSURE, HEART DISEASE, ETC.) __________________________________________________________________________________________
*DAILY MEDICATIONS (INCLUDE ASPIRIN, ANTI-INFLAMMATORIES, VITAMIN E, HERBAL SUPPLEMENTS)
__________________________________________________________________________________________
*ARE YOU ALLERGIC TO ANY MEDICATIONS?  (EITHER MARK NONE OR LIST THEM)

__________________________________________________________________________________________

__________________________________________________________________________________________
RESPONSIBLE PARTY (IF OTHER THAN PATIENT)

NAME: ____________________________________________________________________________________
RELATIONSHIP TO PATIENT: (CIRCLE ONE)     PARENT     SPOUSE     CHILD    MATE    OTHER

MAILING ADDRESS: ______________________________________________________________
CITY/STATE/ZIP: _________________SEX: _______M________F
DOB: ______________________
HOME PHONE: __________________WORK PHONE: ________________CELL PHONE: _______________
EMPLOYER: _____________________________________________________________________________
ERIC J. WYBLE, M.D.

AUTHORIZATION

(MUST BE SIGNED BEFORE SEEN BY THE PHYSICIAN)

I UNDERSTAND THAT, ALTHOUGH THE PHYSICIAN’S OFFICE MAY FILE A CLAIM TO MY INSURANCE COMPANY AS A COURTESY TO ME, I AM FULLY RESPONSIBLE FOR PAYMENT IN FULL FOR ANY SERVICES RENDERED.  I ALSO UNDERSTAND THAT IT IS MY RESPONSIBILITY TO VERIFY THAT DR. ERIC WYBLE IS CONTRACTED WITH MY INSURANCE COMPANY AS WELL AS ANY SURGICAL CENTER WHERE SERVICES ARE RENDERED.  SHOULD MY ACCOUNT BECOME DELINQUENT ANY EXPENSES INCUREED BY THE PHYSICIAN’S OFFICE BY REQUIRING THE AID OF AN ATTORNEY, COLLECTION AGENCY, CREDIT BUREAU, ETC., A 33% SERVICE FEE MY BE ADDED TO MY ACCOUNT FOR ANY UNPAID BALANCE.

 I AUTHORIZE YOU TO RELEASE TO MY INSURANCE COMPANY (INCLUDING MEDICARE AND ANY MEDIGAP, IF APPLICABLE) ANY INORMATION REGARDING MY ILLNESS OR TREATMENT AND I HEREBY ASSIGN TO THE PHYSICIAN ALL PAYMENTS FOR SERVICES RENDERED TO MYSELF OR MY DEPENDENTS.

I AUTHORIZE THE PHYSICIAN’S OFFICE AND/OR HIS HEALTH CARE PROVIDERS TO TAKE PREOPERATIVE, INTRAOPERATIVE, AND POSTOPREATIVE PHOTOGRAPHS, SLIDES, AND/OR VIDEO TAPES (IF APPLICABLE).

I CERTIFY THAT MY SIGNATURE REPRESENTS THAT I HAVE READ AND AGREE TO THE ABOVE INFORMATION.  I HAVE HAD THE OPPORTUNITY TO ASK ANY QUESTIONS AND HAVE DONE SO WITH ALL QUESTIONS ANSWERED AND UNDERSTOOD. 

__________________________________________         _______________________________

PATIENT’S SIGNATURE (OR GUARDIAN)
      DATE

__________________________________________

WITNESS

ERIC J WYBLE, M.D.

Skin Evaluation

Patient Name: ___________________________________________Date: _________________

Have you ever seen a Dermatologist for your skin?        Yes         No

If yes, for what? ____________________________________________________________________

Are you pregnant or lactating?
Yes
No

Have you ever used Accutane?
Yes 
No

What topical medications do you use or have you used?

Retin-A_______
Glycolic Acid_______

Other___________

Hypersensitivity and Fragility

Have you ever had an allergic reaction to any of the following?

_____Cosmetic     
Type___________________________________

_____Fabrics

Type___________________________________

_____Aspirin

_____Rashes

_____Other           
 _______________________________________

Free Radical Exposure

Do you smoke?

Yes
No
How much? ___________________

Do you exercise

Yes 
No
How much? ___________________

Do you take vitamins?
Yes 
No

Type of Multivitamin____________________Antioxidant_______________Other_______________

Hormones

Do you have regular periods?

Yes
No
Are you going through menopause
Yes
No

During pregnancy, did you ever get hyper pigmentation or masking?
Yes
No

____________________________________________________________________________

Pigmentation

How do you tan?

        (Circle which apply) 
Burn

    Usually burn

Burn then tan




                    Usually tan
                Always tan

Pigmentation:

        (Circle which apply)
Even
             Uneven Birthmark
        Pregnancy Mask

Vascularity
Broken capillaries: (Circle which apply)   Nose   Chin    Cheek    Forehead     Entire Face
Acne

Do you have a history of Acne or periodic breakout?
Yes
No

If yes (Circle which apply)

Pimples          Whitehead
 Blackheads    
    Enlarge Pores         Flakiness
Acne Scars

Facial Wrinkles?

If yes (Circle which apply)

Deep wrinkles
     Crows Feet
     Fine lines

Skin Types

Does you skin ever flake or feel tight and dry?  (Circle which apply)

Frequently
  Occasionally
     Very rarely

Is you skin ever shiny a few hours after cleaning? (Circle which apply)

Frequently
  Occasionally
     Very rarely

How often do you experience black heads or facial blemishes? (Circle which apply)

Frequently
  Occasionally
     Very rarely

How noticeable are your pores? 
​​
Ability to Heal

Does your skin appear fragile, burn easily?

   Yes   No

Do you form thick scarring from a cut or burn?
   Yes   No

Do you have any health problems?  


   Yes   No

Do you wax or use depilatories on you face? 
   Yes   No

Do you ever get cold sores?
  


   Yes   No

Sun History and Lifestyles

What percentage of time do you spend in the sun?
Summer___________________   Winter______________________

In the past (including childhood), did you live in the sunbelt and sunbathe?          Yes     No

In the past, have you neglected to use a sun block when outdoors?

          Yes     No

Do you frequent tanning beds?       Yes     No

If yes, when was the last time? _____________________________

Do you plan to continue? __________________________________

Have you or any member of your family had skin cancer? 

Anatomical location: _______________________________________________________
ERIC J. WYBLE, M.D.

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM


Please fill in the appropriate information; A or B for acknowledgement of Notice:

a.
i ___________________________________, have read and do not wish to receive a copy of

                        
  Patient’s Name

 Eric J. Wyble, M.D.’s Notice of Privacy Practices at this time.


____________________________________

_____________________




   Patient’s Signature


               Date

    ____________________________________

_____________________


                Witness’s Signature


               Date


b.  i ___________________________________, have read and have received a copy of

                      
  Patient’s Name

             Eric J. Wyble, M.D.’s Notice of Privacy Practices at this time.


____________________________________

_____________________



    
Patient’s Signature


               Date

     
____________________________________

_____________________




Witness’s Signature

                            Date

             *I authorize you to share my medical information with the following person:

 Name: __________________________________________________________________
 Address: _______________________________________________________________
Telephone: _____________________________________________________________
 Signature of Patient: _________________________________________________
Effective Date: This notice is effective April 7, 2009
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