CARA MIA MEDICAL DAY SPA
Leslie R. Capin, M.D.

PATIENT MEDICAL HISTORY
Name: Sex: Date:
1. Do you have a history of:
a. Systemic or discoid lupus erythermatosis Yes No h.  Psoriatic arthritis Yes No
b.  Rheumatoid arthritis Yes No i.  Ulcerative colitis Yes No
c. Polyarteritis Nodosa Yes No j.  Crohn's disease Yes No
d. Hashimoto's disease Yes No k. Sjorgren's syndrome Yes No
e. Grave's disease Yes No . Reiter's syndrome Yes No
f.  Progressive systemic sclerosis (scleroderma) Yes No m. Mixed connective tissue disease
g. Dermatomyositis Yes No Yes No
2. Do have a history of:
a. Undiagnosed arthralgia or frequent episodes of swelling, heat or tenderness in any joint(s) Yes No
If so, how long did the symptoms last? How long ago were the last symptoms? o
What treatments were required?
b. Asthma Yes No
c. Eczema, skin changes Yes No
d. Hay fever Yes No
e. Anaphylactic reactions Yes No
f.  Previous episodes of itchy skin reactions or rashes Yes No
g. Hepatitis Yes No
h. Herpes Yes No
i.  High blood pressure Yes No
j.  Heart trouble or an irregular heart beat Yes No
k. Have you ever had keloids or bad scarring after surgery Yes No
I.  Allergy to caine derivatives (Lidocaine, Novocain, Zylocaine) Yes No
m. Allergy to beef Yes No
n.  Allergy to other substances (please specify) Yes No
0. Thin skin Yes No
p. Sensitive skin Yes No
If so, please describe
3. Have you ever had a bad reaction to a local anesthetic? Yes No
To any anesthetic? Yes No
4. Have you ever had a bad reaction to a dental shot? Yes No
5. Do you have problems with fainting? Yes No
6. Do you bleed excessively after minor surgery or dental procedures? Yes No
7. Do you have HIV, AIDS or have you been exposed to AIDS? Yes No
8. Have you ever had any treated mental illness? Yes No
9. Are you using any of the following:
a. Anti-inflammatory drugs (Aspirin, Motrin, Indocin, etc.) Yes No
b. Antihistamines Yes No
Cc. Immunosuppressives (Imuran, etc.) including radiotherapy Yes No
d. Desensitizing allergy injections Yes No
e. Cortisone Yes No
f.  Aspirin or blood thinners Yes No
g. Antibuse or Flagel Yes No
h. Antibiotics Yes No
i. St John’s Wort Yes No
j-  Smoke, alcohol or drugs Yes No
How much? How frequently?
k.  Other (please specify)
10. What are your current medications?
11. Do you have any illnesses which have prevented you from having minor surgery in the past? Yes No
If yes, please explain
12. Are you now or have you recently been treated for health problems? Yes No
What? When/Whom
13. Have you had skin cancer? Yes No
What kind Where on the body
14. Are you pregnant? Yes No
Number of pregnancies
15. Are you nursing? Yes No
16. Have you had previous chemical peels or dermabrasion? Yes No
Phenol Alpha-hydroxy (glycolic)
TCA Other
When? Where?
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