Name (Last, First, M.1.):
Nickname:

Patient Address:
City

Cell Phone:

Email address:

Occupation:

How did you hear about our office?

LASER NAIL

Center of lowa

Questions contained in this questionnaire are strictly confidential
and will become part of your medical record.

Patient Information
OM OF Date
Date of Birth: Age:

State Zip

Home / Work / Other phone:
Employer:

We would like to thank them!

Physician/W ebsite/Facebook/Family/Friend/Yellow Pages/Print Ad: Name
Other: Address
City/State Zip

PERSONAL HEALTH HISTORY

Medications

List all medications you are currently taking including over-the-counter products, vitamins and herbals.

O See attached list

Pharmacy name & address:

Allergies to medications

Have you ever experienced any ALLERGIES or ADVERSE EFFECTS to any of the following?

Adhesives/Tape O Yes O No Aspirin O Yes
Anti-Inflammatories/NSAIDS O Yes 0O No Codeine O Yes
Anti-Fungals — Lamisil/Sporanox O Yes O No Penicillin O Yes
lodine (IVP dye)/Shellfish O Yes O No Sulfa Drugs O Yes
Local Anesthetics O Yes 0O No Latex Gloves O Yes

(Novocaine/Lidocaine)

Other Medication Allergies not listed above:

O No
O No
O No
O No

O No



ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL.

Drugs

Tobacco

Alcohol

Family history of:

HEALTH HABITS AND PERSONAL SAFETY

Do you currently use recreational drugs?

Are you a Current smoker? Packs per day?

Former Smoker? Packs per day?

Do you drink alcohol?

How often?

O Monthly or Less

O 2-4 times a month

O 2-3 times a week

[0 4 or more times a week

Cancer — type

FAMILY HEALTH HISTORY

, Diabetes,

MEDICAL HISTORY

Please check “Yes” or “No” to indicate if you have had any of the following:

AIDS / HIV+ O Yes O No
Allergies — environmental O Yes O No
Arthritis — Rheumatoid or Osteoarthritis O Yes O No
Asthma O Yes O No
Autoimmune Disease - O Yes O No
Back Problems - O Yes O No
Blood Clots O Yes O No
Cancer — type? O Yes O No
Cataracts O Yes O No
Dementia O Yes O No
Diabetes O Yes O No
Glaucoma O Yes O No
Gout O Yes O No
Heart Disease or Heart Attack O Yes O No
Hepatitis — type? O Yes O No
Other - Not listed above:

Please answer the following questions:

How long have you been diabetic?

Blood Sugar Average reading: Last HgAlc:

Are you taking insulin?

High Blood Pressure
High Cholesterol

Kidney Problems -

Heart Disease Other:

Liver Problems -

MRSA Infection

Numbness in Legs/Feet

Parkinson’s Disease
Psychiatric/Psychological Care

Seizures

Skin Conditions — Psoriasis or Eczema or
Skin growths / lesions / color changes
Stomach/GI Problems - Reflux or Ulcers
Stroke/Mini Stroke

Thyroid Problems -

DIABETICS

O

O
O
O

Oo/o0/o0/0o0 o0 ooo o o oiolo

Physician managing your diabetes:

Yes
Yes
Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

Ol oo g

Oo/o0/o0/0o0 o0 ooo o o oiolo

No
No
No
No

No
No
No
No
No
No
No
No
No
No
No
No
No
No



CURRENT NAIL / SKIN PROBLEM

Describe your current problem:

When did it begin?

How have you treated this problem so far?

Have you seen another doctor for this problem? If so, whom?

Your Primary Care Physician’s full name? Date of last visit

Are you under regular care for any specific problem?

Your Podiatrist’s full name? Date of last visit

Names and specialties of other physicians you see?

In case of emergency contact:

Name: Relationship Phone

Name: Relationship Phone

Questions and Complaints

If you want more information about our privacy practices, or have questions or concerns, please contact us using the information below. If you believe
that we may have violated your privacy rights, or you disagree with a decision we made about access to your protected health information or in response
to a request you made, you may complain to us using the contact information below. You may also submit a written complaint to the US Department of
Health and Human Services. We will provide you with the address to file your complaint with the US Department of Health and Human Services upon
request.

Name of contact person: Dr. Starkweather
Telephone: 515-330-9018

Email: DrTina@LaserNailCenteroflowa.com
Address: 1200 NW 36th St, Ankeny, lowa 50023

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I have read and fully understand the privacy policy of Laser Nail Center of lowa. | understand that if | would like a hard copy of this policy, | can contact
the office at 515-330-9018 or | can request one at the time of my appointment.

Signature Date

How may we contact you?
Your phone number and email address were requested in your “New Patient” forms. To ensure our patients’ privacy, we want to know where we can
leave messages regarding the medical services you received from our office. The options listed below can also be used to contact you regarding
upcoming appointments.
Voicemail Yes No

Text message Yes No

Email Yes No



LASER NAIL

Center of lowa

PATIENT INFORMED CONSENT
For Laser Treatment
For Nails with Onychomycosis

Name: Date:

| hereby authorize Dr. Starkweather to treat my nails with Onychomycosis, or nail fungus. | understand that multiple laser
treatments are required and it is possible the result will be minimal or may not help at all.

The procedure may result in the following adverse experiences or risks:

e MILD DISCOMFORT — A slight and uncomfortable warming sensation may be experienced during treatment.

o REDNESS/SWELLING/BRUISING — Short term redness (erythema) or swelling (edema) of the treated area is common
and may occur. There also may be some bruising of the treated area.

e SKIN COLOR CHANGES - During the healing process, there is a possibility that the treated area may become either
lighter (hypopigmentation) or darker (hyperpigmentation) in color compared to the surrounding skin. This is usually
temporary, but, on a rare occasion, it may be permanent.

¢ NAIL COLOR CHANGES — Nails may darken after treatment.

e BURNS and INFECTION — Treatment can result in burning and blistering of the treated areas, and subsequent
infection. If signs of infection develop, such as pain or redness at the treated site, immediately call Dr. Starkweather
at 515-330-9018.

e SCARRING — Scarring is a rare occurrence, but it is a possibility if the skin surface is disrupted.

e SKIN DISCOMFORT or IRRITATION is a possibility if skin is infected, burned, cut or if skin lacks sensitivity.

e EYE EXPOSURE - Protective eyewear (shields) will be provided to you during the treatment. Failure to wear eye
shields during the entire treatment may cause severe and permanent eye damage.

| acknowledge the following points have been discussed with me:

e Potential benefits of the treatment of nail fungus, including the possibility that the procedure may not work for me.
e Alternative treatments such as topical or oral medications or even surgery

e Reasonably anticipated health consequences if the procedure is not performed

e Possible complications/risks involved with the proposed procedure and subsequent healing period

For women of childbearing age: By signing below | confirm that | am not pregnant and do not intend to become pregnant
anytime during the course of treatment. Furthermore, | agree to keep Dr. Starkweather informed should | become
pregnant during the course of treatment.

Photographic documentation will be taken.

ACKNOWLEDGMENT

BY MY SIGNATURE BELOW, | ACKNOWLEDGE THAT | HAVE READ AND FULLY UNDERSTAND THE CONTENTS
OF THIS INFORMED CONSENT FORM FOR THE LASER TREATMENT OF MY NAILS WITH ONYCHOMYCOSIS, AND
THAT I HAVE HAD ALL MY QUESTIONS ANSWERED TO MY SATISFACTION BY DR. STARKWEATHER.

| understand that this procedure is NOT covered by any insurance. Payment is due at the first treatment. If a partial
payment is made, the balance is due at the second treatment.

Signature - Patient or Guardian Print Name/Relationship Date
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