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Personal Information
Last Name ________________________  First Name________________________ M.I._______

Street Address _________________________________________________________________

City _______________________________ State _______________ Zip ___________________
Home Phone _____________________Cell _____________________ Work _______________


*Please circle the number you prefer we try first!
Email Address______________________________________
Date of Birth ______/____/______          Sex: M_____ F_____

Ethnicity:  Caucasian___ African-American ___ Hispanic ___ Asian ___ Other____

Emergency Contact ________________________ Relationship __________________

Contact Phone ________________________

Referred by:  (please check all that apply)

	Television

	Radio
	Print
	Other

	□ KSDK (ch 5)

	□ Z107.7

	□ River Front Times
	□ Physician
    Name_________________________

	□ ABC 30

	□ Y98

	□ Alive Magazine

	□ Internet Search

	□ CBS (ch 4)

	□ 97.1 Talk
	□ Ladue News
	□ Yellow Pages

	□ Cable Channel

	□ 105.7 KPNT
	□ Post Card in Mail

     (RSVP)
	□ In the Area

	
	□ 101.1 Movin

	□ St. Louis Magazine
	□ Friend

    Name _________________________

	
	□ 92.3 The Bull

	
	

	
	□ 106.5 The Arch
	
	





































Name_______________________________
 Medical History

Have you ever had or have been treated for:    (“X” all that apply)

□ AIDS/ARC






□ allergy/hay fever




□ dizziness/fainting spells





□ epilepsy


□ skin rash / disease

□ asthma or wheezing


□ head injury












□ eye injury or disease
□ heart trouble




□ shortness of breath


□ neuritis (nerve inflamm.)




□ swollen joints

□ cancer








□ tuberculosis







□ mitro valve prolapse







□ rheumatism/arthritis

□ diabetes







□ varicose veins





□ drug / alcohol addiction





□ tendonitis

□ high blood pressure
□ phlebitis of vein





□ frequent severe headaches



□ back problem / pain

□ bleeding problems

□ nervousness






□ bone or joint deformity






□ ankle / feet swelling

Review of Symptoms
□ sleep problems



□ easy bruising






□ unexplained weight gain / loss


□ fever / sweats

□ cough / wheeze



□ fainting










□ nausea / vomiting / diarrhea



□ anxiety

□ headaches





□ heartburn / reflux




□ shortness of breath








□ stress

□ change in vision


□ pain in abdomen




□ increased thirst / appetite





□ palpitations

□ muscle / joint pain

□ unexplained weakness
□ cold / heat intolerance







□ rash


Name_______________________________




Are you currently under medical treatment for other conditions? __________________________________
If yes, please explain____________________________________________________________________

_____________________________________________________________________________________

Do you have any allergic reactions to any medications? ________________________________________

If yes, please explain____________________________________________________________________

_____________________________________________________________________________________

Are you taking any medications or vitamins? _________________________________________________

If yes, please list________________________________________________________________________

Height__________ Weight__________ Do you consider yourself overweight? _______________________

If yes, by how many pounds? _______________

	Please check yes or not to the following questions:


	Yes
	No

	Do you smoke?  If yes, how much? _______


	□
	□

	Do you drink alcohol?  If yes, how much/often?  _______


	□
	□

	Do you use recreational drugs?  If yes, type?  ________


	□
	□

	Do you have latex allergies?


	□
	□

	Do you have tape allergies?
	□
	□


Please list any and all medical / surgical procedures that you have ever had.

Procedure:____________________________________________________ Date:___________________

Procedure:____________________________________________________ Date:___________________

Procedure:____________________________________________________ Date:___________________

On a scale of 1 – 10 what is your pain tolerance?  0 = low
10 = high      ________________________
     

Name_______________________________


Female Patients

Are you pregnant or planning on become pregnant at this time?  

□ Yes
 

□ No



When was your last menstrual period?  _____________________________________________________


Family History
Please check any of the following that run in your family 
	□ Cancer
	□ Heart Disease
	□ Depression

	□ Diabetes
	□ High Cholesterol
	□ Asthma

	□ High Blood Pressure
	□ Bleeding of Clotting Disorder
	□ Stroke


Why have you visited Reflections-body solutons?  _____________________________________________

Areas of Concern

_____Acne/Acne Scarring












_____Skin Laxity
_____Botox




















_____Skin Pigmentation 
_____Cellulite Reduction












_____Smartlipo
_____Dermal Fillers/Restylane









_____Tattoo Removal
_____Facial Fine Lines / Wrinkles


















_____Facial Veins

_____Hair Reduction 
_____Leg Veins/Sclerotherapy
_____Lipodissolve

_____Skin Color or Tone
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