GULF COAST AESTHETIC 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: ______________________________________________________________________________________
AGE: _______ BIRTHDATE: _____________SEX:  ____ M   ____ F   SOCIAL SECURITY#:  _______________________
EMPLOYER: __________________________________________________OCCUPATION: ____________________________
EMPLOYER ADDRESS & PHONE NUMBER: ______________________________________________EXT _____________

SPOUSE OR GUARDIAN NAME: _____________________________________BIRTHDATE: _______________________
SOCIAL SECURITY # _______________________EMPLOYER: _____________________ PHONE: ____________________
NAME, ADDRESS & PHONE NUMBER OF NEAREST RELATIVE (OR FRIEND) NOT LIVING WITH YOU:
_____________________________________________________RELATIONSHIP: ___________________________________

WHY ARE YOU HERE SEEING THE DOCTOR?   __________________________________________________________
NAME OF INSURANCE COMPANY: _______________________________________________________________________
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 CURRENTLY TAKING DIET PILLS?_________________________________________________________
*ARE YOU ALLERGIC TO ANY MEDICATIONS?  (EITHER MARK NONE OR LIST THEM)
_______________________________________________________________________________________________________
________________________________________________________________________________________________________
_______________________________________________________________________________________________________
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** PLEASE check that we have your UPDATED INSURANCE information **
