
2201 Murphy Avenue, Suite 407 ● Nashville, TN 37203 Phone 615.401.9454 ● Fax 615.873-1934

Aesthetic Patient Information

Name: ________________________ Date: ___/___/___ DOB: ___/___/___ 

Gender: M / F 

Address: _____________________ City: ____________________ State: ___ Zip: _____ 

Email Address (for promotional discounts): _______________________________ 

Phone: H ____________ W ______________ C ________________ 

Please specify which phone you would like a confirmation message left: H W C 

Occupation: _______________________________

MEDICAL HISTORY

Have you ever had (please check all that apply):

__Autoimmune Disease __Pacemaker or Defibrillator 

__Metal Implants __Diabetes 

__Easy bleeding or bruising __Bleeding disorder 

__Heart Disease __Abnormal wound healing

__Herpes __Heart Attack or chest pains

__Hepatitis __Current or recent Pregnancy 

__Hypertension __Endocrine or Hormonal disorder

List any active medical problems/conditions: 

___________________________________________________________________

List any surgeries and the year: 

___________________________________________________________________



List any medications you currently take: 

___________________________________________________________________ 

___________________________________________________________________

List any known allergies:

___________________________________________________________________

WHAT BOTHERS YOU ABOUT YOUR SKIN?

__Rough texture __Acne __Under eye circles 

__Brown spots __Uneven skin tone __Acne Scarring

__Facial Hair __Fine lines/wrinkles __Body Hair

__Spider Veins __Loose skin __Cellulite 

__Skin tags __Redness on face __Under eye bags 

What areas are you interested in having treated? 

___________________________________________________________________

DERMATOLOGIC HISTORY

Have you ever had (please check all that apply):

__Skin cancer __Tetracycline for acne __Photosensitivity

__Fever blisters __Chronic skin conditions __Keloids

__Accutane for acne __Rosacea __Pigmentation disorder

__Recent waxing/tweezing __Chemical Peels __Dermal Fillers 

__Laser hair removal __Botox/neurotoxins __Recent sun exposure

__Recent tanning bed use __Laser skin resurfacing 

What is your heritage background? (i.e. Italian, Greek, Etc...) 

___________________________________________________________________



Do you use sunscreen on a daily basis? Yes No

Do you use sunless tanning products? Yes No 

List what skin care products you use:_____________________________________ 

___________________________________________________________________

REFERRAL SOURCE

How did you hear about Robbins Plastic Surgery?___________________________ 

EMERGENCY CONTACT 

Name: ______________________ Relationship: __________________________ 

Phone: _____________________

__________________________________________ ____________________ 

SIGNATURE DATE


