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Important Questions That May Affect Your Treatment Plan

How would you describe your skin:
a) Sensitive
b) Prone to brown spots (hyperpigmentation)
c) Easily sunburned
Do you have problems healing?
Do you have any “bad” scars or keloids (raised, tender, red, hyperpigmented)?
Do you have rosacea (redness, broken vessels and acne) of the cheeks and nose?
Do you have melisma (brown patches on your cheeks)?
Have you ever had a reaction to topical or injected lidocaine?
Do you have a fear of needles?
Have you ever fainted?
Do you have a history of skin cancer?
Do you have a history of breast, lung or other cancer?
Do you have a history of a thyroid abnormality?
Do you have an autoimmune disease like Lupus, Sjogren’s or Sarcoidosis?
Do you have any other health issues or skin problems that concern you?
Do you have a history of cold sores?
Have you ever had herpes?

Do you have any neurologic problems like myasthenia gravis or muscle weakness?

(Please circle all that apply)
Medications: Acutane Retin A Hydroquinone Aspitin/Mottin
Pain Medication Supplements (VIT C, E, Flax Seed, Fish Oil) Other:

Allergies to food or medicine: Penicillin ~ Sulfa  Iodine Latex



