
New Patient Profile

DATE ______ / ______ / ______  

Name ________________________________________________________________________  DOB ______ / ______ / ______  

Height _______’_______”  Weight _________#     Male   Female   Occupation __________________________________

Address __________________________________________________ City ____________________State ____  Zip _________

Phones(check preferred) Home______-______-________  Cell______-______-________ Work______-______-_________

Email _______________________________________________________   eMail me discounts, announcements & newsletters

Emergency Contact ___________________________  Phone ______-______-________   Relation ______________________

How did you hear about us?
 Referral who?__________________________________________________________________________________________
 Internet Search what search engine?________________________________________________________________________
 Advertisement where?___________________________________________________________________________________
Mailer
 Other _________________________________________________________________________________________________

MEDICAL HISTORY

Who is your general physician? ____________________________________________  Phone ______-______-

List all medications you are currently taking

List all herbs/vitamins you are currently taking 

List all allergies (food/environmental /drug)  None Known 

List and date all surgeries, hospitalizations and accidents

Have you ever experienced, been diagnosed or received treatment for the following? (Check all that apply)
 Abnormal pap
 Alcoholism
 Anemia
 Ankle swelling
 Anorexia
 Arthritis
 Bleeding disorder
 Bloating
 Blood in urine  
 Blurred vision
 Breakthrough bleeding
 Breast lump
 Bowel changes
 Bulimia
 Cancer
 Chemical dependency
 Chest pain
 Chills
 Cold Hands/Feet
 Cold sores
 Constipation

 Depression
 Dizziness
 Diabetes
 Diarrhea
 Difficulty swallowing
 Eczema
 Emphysema
 Erectile difficulties
 Excessive hunger
 Excessive thirst
 Fainting
 Forgetfulness
 Frequent urination
 Glaucoma
 Goiter
 Gout
 Headache
 Heart disease
 Hemorrhoids
 Hepatitis
 HIV/AIDS

 High blood pressure
 High cholesterol
 Hoarseness
 Hot flashes
 Infections
 Irregular heartbeat
 Keloid scars
 Kidney disease
 Liver disease
 Loss of sex drive
 Loss of sleep
Melanoma
Menstrual pain
Mental disorder
Migraines
Miscarriage
Mononucleosis
 Nausea
 Nervousness
 Nipple discharge
 Numbness

 Painful intercourse
 Painful urination
 Penile discharge
 Poor appetite
 Poor bladder control
 Prostate problems
 Rapid heartbeat
 Sinus problems
 STDs
 Stomach pain
 Stroke
 Sweats
 Testicular lump
 Thyroid problems
 Ulcers
 Vaginal discharge
 Varicose veins
 Vomiting
 Vomiting blood
Weight gain
Weight loss

 Other(s) 
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WHAT PROCEDURES ARE YOU INTERESTED IN? (check all that apply)

 Naturopathy Treat the cause of disease, not just the symptoms, with natural therapies and preventative medicine

 Bio-Identical Hormone Balancing Naturally restore hormones to optimal levels and enjoy a higher quality of life

 hCG Weight Loss Therapy Reset your metabolism to lose up to 18lbs per month with a physician-guided weight loss program

 IV Therapy Intravenous infusion of nutrient and vitamin therapy to combat disease and illness

 Colon Hydrotherapy Naturally cleanse the colon to detoxify the body, assist in cancer prevention and regulate bowel habits

 Acupuncture Balance yin and yang and unblock qi to improve your health and wellbeing through traditional Chinese medicine

 Constitutional Hydrotherapy Stimulate the immune system and detoxify the body through water and electrical therapy

Massage Choose from relaxing Swedish, therapeutic deep tissue, healing reiki and aligning craniosacral therapies

 Pfrimmer Deep Muscle Therapy® Improve blood and lymph circulation to heal muscle with cross-tissue massage technique

 Natural Facial Enjoy a luxurious, paraben-free facial customized for your skin’s unique needs (back facials also available)
 Chemical Peel Improve and smooth your skin’s texture by removing its damaged outer layers (light to deep peels available)
 Sugaring Experience the ancient Persian art of all-natural hair-removal and enjoy soft, hairless skin for up to four weeks

 Lash Enhancement Extend your lashes to luscious lengths with a customized xTreme Lashes™ application

 OTHER

What are your general medical and aesthetic complaints? 

 Fatigue  Irregular menses  Poor circulation  Loss of sex drive  Vaginal atrophy
Menopausal symptoms  Loss of strength  Loss of bone density  Poor general health  Hair loss
 Poor sexual function Weight gain Mood Changes   Vaginal discharge  Elevated cholesterol
 Infertility  Urinary incontinence  Sleep disturbances  Crepe-papery skin  Low immunity
 Heavy menses  Hormone imbalance  Cancer prevention  PMS/menstrual cramps  Frequent colds
 Frequent infections  Fibrocystic breasts  Constipation  Cellulite   Body fat
 Facial/Neck fat  Spider veins  Sun/Age Spots  Thin lips Wrinkles/Lines 
 Acne  Dry Skin  Body Hair  Facial Hair Muscular Pain
 Tension  Other 

Please describe your health habits (Check all that apply)
 Caffeine ________ # cups per day  Alcohol _______ # (8oz beer – 6oz wine – 1.5oz liquor) per (day – week – month)
Water ________ # cups per day  Tobacco _______ # (cigarettes – cigars – pipes – dips) per day
Have you ever used the following? (Check all that apply)
 Retin-A when?  Renova when?  Accutane when?
 Differin when?  Other acne medication when?

What is your primary health or aesthetic concern? 

How long has this been troubling you? 

What additional concerns would you like to address? 

Please describe your expectations and motivations for treatment  

To what extent are you open to changes in lifestyle to address your concerns?

 I will do whatever it takes  I am willing to make some changes  I am willing to consider changes

FAMILY HISTORY Please list all diseases and indicate familial relation
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AUTHORIZATION AND DISCLOSURE 
I have fully disclosed my medical history and have completely and accurately answered all health related questions.  I will alert 
Aletris of any changes to my health, medications and/or lifestyle as they occur.

I am undergoing treatment(s) of my own free will.  I understand that although every precaution will be taken to prevent 
complications, they can and sometimes do occur.  I accept responsibility for any complication that may occur and hereby absolve 
Aletris and any associated person of any blame for any complications resulting from my treatments.

I understand and acknowledge that the results of treatments and procedures may vary and are subjective and that no guarantees are 
assurance has been given or implied with regards to the results, effectiveness, my satisfaction or the duration of achieved results.

I authorize Aletris to take photographs to be kept in my confidential file for the purpose of documenting all aesthetic treatments.  

I give my authorization and consent for lab results and other private health information relating to my treatment at Aletris to be 

left on voicemail.   Yes, a message may be left at the following number______-______-__________  No, I understand 

that I will receive a message that I am to call Aletris and that it will be my responsibility to do so to receive my results.

I understand and agree to all payment and office policies, and my questions regarding these policies have been satisfactorily 
answered.

Signature _________________________________________________ Date ____________________________

PAYMENT & OFFICE POLICIES Aletris may modify these policies at any time, and you will be notified of any such changes.

Identification As a new patient, you will be asked to submit a valid driver’s license or other form of identification before your
first treatment, a copy of which will be kept in your confidential medical file.  

Children If you choose to bring your children with you to your appointment(s), they are to remain with you at all times.  

Cell Phones Kindly restrict your cell phone use to outside the facility.  

Forms of Payment Aletris accepts cash, check, Visa, MasterCard, Discover, American Express and certified funds as payment for 
products and services.  A credit card back-up is required for checks.  Any returned checks will incur a $35 fee, and the returned 
amount plus the fee will be charged to the credit card on file.

Missed Appointments Kindly provide 24 hours notice if you need to cancel or reschedule an appointment.  Canceled or 
rescheduled appointments without appropriate notice will be assessed a fee of $50 or 50% of scheduled service, whichever is less.  
We understand that emergencies do occur, and as a courtesy will allow one late-cancel or missed appointment at no charge.  

Phone Follow Ups We are committed to being available to you as we participate in your wellness and aesthetic needs.  We 
welcome brief phone calls (less than five minutes) to clarify current treatment plans at no charge.  Any other medical complaints 
handled by phone will be billed at phone visit rates, and payment will be due immediately upon the conclusion of the call.

Prepayment of Service Any prepayment to secure special pricing is due in full prior to the stated expiration of the special.

Coupons and Discounts Coupons must be presented at the time of service to receive any discount.  If coupon is not presented for 
any reason, the full price will be charged.  Coupons are not valid after the expiration date listed and may not be used in 
conjunction with other specials, discounts or credits.  

Retail Return Policy All supplement, skincare and other retail sales are final.  

Refunds and Credits Payment for services rendered is non-refundable.  Results of procedures may vary and are subjective, and 
no guarantee will be given or implied with regards to the results, effectiveness, client satisfaction or the duration of achieved 
results.  Should management determine that a service did not achieve reasonable and expected results, credit may be issued for 
further services.  Any credit issued has no cash value.


