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Plastic Surgery & Med Spa




VELASHAPE PATIENT INFORMATION
Patient Name ( PLEASE PRINT ): __________________________________________    Date: ________________

	Skin Type Assessment

	Fitzpatrick Skin Type
	I       II       III      IV       V       VI
	Ethnicity
	 

	Degree of Cellulite
	 
	 
	 

	Measurements
	 
	Weight
	 


	Medical History

	Pacemaker or Defibrillator 
	Yes  or  No
	Active Skin Infection                                             ( e.g. Psoriasis, Eczema )
	Yes  or  No

	Metal Implants
	Yes  or  No
	Skin Disorders                                                               ( e.g. Keloids, Abnormal Wound Healing )
	Yes  or  No

	Current or History of Skin Cancer /         Other Cancer / Pre-Malignant Moles
	Yes  or  No
	History of Bleeding Disorders
	Yes  or  No

	Severe Concurrent medical Conditions                                            ( e.g. Cardiac Disorders )
	Yes  or  No
	Use of Medication / Herbs inducing Photosensitivity
	Yes  or  No

	Pregnant or Nursing
	Yes  or  No
	Facial Laser Resurfacing / Deep Chemical Peeling in the Last 3 Months
	Yes  or  No

	Impaired Immune System
	Yes  or  No
	Varicose Veins
	Yes  or  No

	Disease Stimulated By Light                (e.g. Lupus, Porphyria, Epilepsy )
	Yes  or  No
	Tattoos or Permanent Make-Up
	Yes  or  No

	Disease Stimulated By Heat               (e.g. Herpes Simplex )
	Yes  or  No
	Tanned Skin
	Yes  or  No

	Endocrine Disorders                                         ( e.g. Diabetes, PCO )
	Yes  or  No
	 
	 


	List Any Medications That You Are Currently Taking
	 

	List Any Allergies That You Have
	 

	List Any Medical Conditions That You Have
	 

	Other Considerations
	 


PATIENT SIGNATURE: __________________________________________________     DATE: __________________________

WITNESS: ________________________________________________________     DATE: ________________________________

PROVIDER SIGNATURE: __________________________________________________   DATE: _________________________
