
Reason for today’s visit: _____________________________

________________________________________________

Are you experiencing any of  the following problems?

 
  Y  N  New or Changing Skin Lesions  Y  N  Cramping when walking
  Y  N  Hair or nail changes              Y  N  History of  blood clots in veins
  Y  N  Excessive scarring / keloids       Y  N  Trouble swallowing
  Y  N  Skin Pigment problems              Y  N  Nausea / Vomiting
  Y  N  Fever Blisters/Cold Sores          Y  N  Heartburn / Ulcers
  Y  N  Poor Wound Healing                 Y  N  Blood in stools
  Y  N  Dizziness/Fainting tendency      Y  N  Abdominal pain
  Y  N  Seizures /Strokes               Y  N  Liver problems/Hepatitis
  Y  N  High Blood Pressure                  Y  N  Constipation/Diarrhea
  Y  N  Double Vision / Dry Eyes             
  Y  N  Temporary blindness               Y  N  Kidney /Bladder problems
  Y  N  Easy bruising/Bleeding              Y  N  Vaginal bleeding
  Y  N  Anemia or blood disorder          Y  N  Heavy periods
  Y  N  Bleeding gums               Y  N  Excessive weight gain / loss            
  Y  N  Chronic cough                           Y  N  Depression/Mental Illness
  Y  N  Blood in sputum               Y  N  Alcohol / Drug abuse
  Y  N  Wheezing/Shortness of  breath  Y  N  Diabetes
  Y  N  Tuberculosis                               Y  N  Wear Glasses / Contacts
  Y  N  Asthma                           Y  N  Glaucoma
  Y  N  Sinus or hay fever               Y  N  Thyroid condition
  Y  N  Chest pain                Y  N  Abnormal response to cold
  Y  N  Palpitations                Y  N  Chronic infections
  Y  N  Heart murmur               Y  N  AIDS / HIV positive
  Y  N  Breast pain or lumps               Y  N  Heart Attack/Angina 
  Y  N  Artificial Valve or Joints             Y  N  Pacemaker     
                              
Please list all of  your medical illnesses
(diabetes, hypertension, heart disease, lung diseases, etc.)
________________________________________________
________________________________________________

  Check here if  you have no past medical illnesses

Please list all surgeries you have had done and the month and 
year these were performed:
_______________________________________________________
_______________________________________________________
_______________________________________________________
  Check here if  you have never had surgery before

Current Skin Care:
 Facial cleanser: ____________________________________
 Moisturizer:_______________________________________
 Sunscreen: _________________ SPF:__________________
 Cosmetics:________________________________________
 ________________________________________________

Please circle if  you are currently using these products:
Glycolic acid:  Y   N     Retin-A:  Y  N    Accutane: Y  N
Are you currently experiencing:
____Redness  ___ Itching   ____Irritation   ___ Burning
Location:________________________________________________
_______________________________________________________
_______________________________________________________

�  M E D I C A L   H I S T O R Y  �
Please list all allergies (medicines, anesthetics, antibiotics, pain 
medications):________________________________________
_______________________________________________________
_______________________________________________________
Are you sensitive or allergic to:
 Y   N     Polysporin
 Y   N     Penicillin
 Y   N     Local Anesthetic (eg Lidocaine)

 Check here if  you have no known allergies to medications.

Please list all current medications:
________________________________________________________
________________________________________________________
________________________________________________________

Are you taking: 
   Y   N   Aspirin/Motrin
   Y   N   Cortisone, Steroids
   Y   N   Anticoagulants ( blood thinners)
   Y   N   Tranquilizers or Sedatives
   Y   N   Insulin
   Y   N   Herbal Supplements_______________
 Any over the counter medications?  If  so , please list:
_______________________________________________________
_______________________________________________________

 ___ Check here if  you are not taking any medications

Do you have a Family History (FH) of:
     Skin Cancer:    ____Basal Cell  ____Squamous Cell
                               ____ Melanoma 
             Which family member?:__________________________
     Dysplastic Nevi (Moles)___   
     FH of  any Other Skin Disorders?
 _______________________________________________

Your Personal History:

HABITS

    Y  N Smoking, #packs/day _______________________
 If  former smoker, date quit ___________________

    Y  N Alcohol, #drinks/week ______________________

    Y  N Drugs now or in past. Type ___________________

    Y  N Are you, or might you be pregnant?

     Y  N Are you on birth control?

     Y  N Personal History of  ?
               ___ Basal Cell      ____ Squamous Cell
               ___ Melanoma     ____ Dysplastic Nevi (Moles)
 ____Accutane       ____ Retin-A use 
 



                     Financial Policy Renee Cobos MD Corporation dba Premiere Dermatology and Laser Center 

Please read, initial and sign below:  Dr. Cobos and associates (Premiere Dermatology and Laser Center) recognize the need for 

an understanding between patient and doctor regarding financial arrangements for medical care. The benefits that I may receive from my 

insurance company are a settlement matter solely between myself and the insurance carrier. I agree that payment responsibility for 

copays, meeting deductibles, payment shortfalls or percentages is my direct obligation and are due and payable at the time of service.                  

____initial  

Insurance Plans: Coverage and Eligibility 

Dr. Cobos is a provider on many PPO insurance plans. Some of the services offered by Dr. Cobos may not be covered by 

insurance companies because they are considered "not reasonable and necessary" or they are cosmetic in nature. This is 

determined entirely by the insurance company. If I receive services that are not covered by my insurance company because 

they are considered "not reasonable and necessary", I agree to pay those charges in full. ____initial                                          

If it is determined after submission of my forms to my insurance company that I am ineligible for 

coverage I do agree to pay those charges in full.  ____initial   

If Dr. Cobos is not on my PPO plan and I elect to be seen at her office, or I do not have insurance, I 

agree to pay in full for all services at the time of the visit. ____initial   

Cosmetic Procedure Payment and Cancellation Policy  

Cosmetic procedures are not covered by insurance. We offer cosmetic consultations with our aesthetically 

trained Patient Coordinator, Physician Assistants or Medical Esthetician for a nominal fee. There is a $100 

fee for cosmetic consultations with Dr. Cobos.  All cosmetic consultation fees can be applied to products or  

procedures purchased within 30 days of consult.   ____initial  

In order to schedule a cosmetic procedure or cosmetic procedure series, I understand and agree that a non-refundable 20% deposit 

must be made at the time that the procedure or series is scheduled. Full payment of the series must be made prior to the first procedure 

being performed unless other arrangements have been made with the office. All procedures may be cancelled, and a refund (minus the 

non-refundable 20% deposit and any supplies ordered for your procedure) may be obtained within 3 days of payment provided that no 

services have been performed, and that no services are scheduled to be performed within 48 hours from the date of cancellation.  Any 

notice of cancellation must be given in writing and is not effective unless it is received by the office within the 3 day cancellation 

period.  Other than within the first three days following payment, no refunds will be issued for cancellations of any procedure or 

series. You may however, apply the funds to another procedure or series of equal or lesser value. ____initial  

Appointment Cancellation Policy: In the event of appointment cancellations less than 48 hours for a previously 

scheduled cosmetic procedure or a no show appointment for a previously scheduled cosmetic procedure, the cost of the 

procedure or a $100.00 no show fee ( whichever is less)will be charged to the credit card on file, or deducted from the pre-paid 

package. ____initial 

Product Returns: 
Any product purchased may be returned or exchanged within 7 days of purchase if unopened and in original condition. A 20% 

restocking fee will apply to all product returns. Opened items may not be returned or exchanged. ____initial 

Other charges: 

I understand that if blood work or biopsies are done, that I may receive a separate invoice from the laboratory or the 

pathology doctor who reviews and interprets my biopsy specimens at a later date. I will be responsible for paying all 

such invoices directly to that laboratory or physician. ____initial    

 

                Patient name: ____________________    Signature: ________________  Date: _________ 

 




