Anuyou Institute 
Title: ⁯Mr.  ⁯Mrs.  ⁯Ms.  ⁯Miss                       Reason for Visit: _________________________
Name:_______________________  ____________________  ___________________  □  female  □ male
                               Last                                   First                               Middle

Address:  _____________________________________    City:  ________________  State: _______ZIP_______
Phone:   Home:________________  Cell:__________________   Work:_________________ ( √ preferred )
Birth Date:_____/_____/_____   Email Address ______________________________@______________________   
Primary Care Physician:_______________________ Approximate Last Visit: ________________
ALLERGIES:
          □ NONE
Please list any allergies to medications, (i.e. aspirin, lidocain, hydrocortisone) or food or latex.
1. ___________________________
2. ___________________________
             3. ___________________________
MEDICATIONS:

Please list any medications (prescribed or over the counter) or herbs you are currently taking.


1. ____________________________________   4.  _________________________________

2. ____________________________________
 5.  ________________________________

3. _____________________________________
 6. _________________________________


The following information must be completed prior to any treatments.

PAST MEDICAL HISTORY:

Ears, Nose, and Throat Problems:







Y
N

Allergies   Ear Infections   Nasal Polyps   Tumors   Oral Ulcerations (Cold Sores)   
Sinus   Sleep Apnea   Syncope(Fainting)
Pulmonary (Lung) Problems:








Y
N
Asthma   Emphysema   Bronchitis   COPD   Frequent Colds   TB
Cardiovascular (Heart) Problems:







Y
N  

Hypertension   Heart Failure   Palpitations   Pacemaker   Heart Attack 
Blood Clots   Swollen Legs   Irregular Heart Beat   Syncope(Fainting)
Endocrine/Infectious Disease Problems:







Y
N  



Hormone Replacement : _______________  Diabetes   HIV   Hepatitis(A, B, C)  
             Thyroid   Adrenal   Polycystic Ovarian Disease
Herpes
Gastrointestional  /GU Problems:








Y
N  


Ulcers   Vomiting   Bloody Stools   Reflux   Diarrhea   IBS   Diverticulitis

Polyps   Liver or Kidney Failure   Gout   
Oncology Problems:









Y
N


Cancer Type:______________  Chemo:__________  Radiation:__________
             Remission?  ________    Last visit report?   ________________

Ophthalmology  (Eye) Problems:








Y
N

Glaucoma   Cataracts   Dry Eyes   Pink Eye   Lasik   Implants

Rheumatology Problems:








Y
N


Arthritis   Lupus   Scleroderma   
Neurological Problems:









Y
N


Seizures   Palsy   Stroke   Weakness   Numbness   Muscular Dystrophy   


Gillain-Barre   Multiple Sclerosis
Transient Ischaemic Attack

Are you currently on any mood altering or anti-depression medication?



Y
N
Dermatology   (Skin) Problems:








Y
N

Last seen by a Dermatologist:___/___/___


Have you ever a head to toe complete skin check?





Y
N



Do you want one?







Y
N

Do you bruise easily?








Y
N

Do you sunburn easily?








Y
N

Do you scar easily (Keloid)?







Y
N

Do you heal poorly?








Y
N


Do you have any bleeding problems?






Y
N

Do you develop rashes to anything?






Y
N


Do you have eczema, psoriasis, or rosacea?





Y
N

Have you ever been on ACCUTANE?  When:___/___/___



Y
N

Do you currently have any sores, wounds, cuts, or lesions?



Y
N 
Describe:__________________________
Time spent outdoors each week.  ______HRS

Use self-tanners or tanning beds?






Y
N

Date(s) of last exposure to sun, self-tanners, or tanning beds.

_______________________________________________
Do you have Hyper pigmentation (darkening of the skin) or Hypo pigmentation

 (lightening of the skin) or marks at physical trauma? 




Y
N
SURGICAL HISTORY:

List surgeries, tattoos, permanent makeup, or skin treatments you have had:


1.




4.

2.




5.


3.




6.


Have you ever had laser hair removal?






Y
N

Have you ever used any of the following hair removal methods in the past six weeks?

Shaving
Waxing
 
Electrolysis
Plucking
Stringing 
Depilatories

SOCIAL HISTORY:

Do you smoke?
Y
N
____packs/day 
Occupation_________________________________

Do you drink?

Y
N
____drinks/day

Do you use drugs?
Y
N
____________what?
Hobbies____________________________________

Please list any cosmetic products you currently use.


1.





4.


2.





5.


3.





6.


FEMALE PATIENTS:  
Are you pregnant?
Y   due date?_____    N

Last Menstrual Period: _____/_____/_______
History of:
Ovarian cyst                 polycystic ovarian disease           tubal pregnancy      
FAMILY HISTORY OF:


Cancer?  Who/Type?________________


Y
N

Bleeding?





Y
N

Keloid  Formation?




Y
N


Eczema/Psoriasis/Rosacea?



Y
N


Genetic Disorders?




Y
N

I, the undersigned, agree that the information provided is accurate and true to the best of my ability.   I agree to the physical examination and consultation.  I understand that medicine is not an exact science and that no guarantees as to medical or cosmetic results have been given to me.  I also agree to have pictures taken of my skin lesions and/or before and after procedures for documentation purposes. I further understand that the AnuYou Institute recommends that I have a total body skin examination performed annually in order to detect abnormal growths.
X__________________________________X_____________________________    ____/____/____

   Patient                                                            Witness
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