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 P.T Dyer-Goode, MD

One Independence Place

241 S. 6th St. Suite 120

Phila., PA 19106

215-792-6377 phone

215-774-9236 fax

info@renewmed-spa.com

PATIENT INFORMATION & MEDICAL HISTORY

PERSONAL HISTORY

(Please print)

Today’s Date ___________________

Name______________________________________  Date of Birth ________________

Age____________  Email Address __________________________________________

Home Address_________________________________________Apt # _____________ 

City________________________________________ State______ Zip Code_________

Social Security_____________________________Occupation____________________  

Home Phone __________________________Work Phone _______________________ 

Cell Phone ____________________________                                                     

Emergency Contact Name and Phone________________________________________

Primary Health Insurance Name  ____________________________________________         

Insurance ID ______________________    Insurance Phone Number _______________

Secondary Insurance Name_________________________________________________ 

Insurance ID ______________________    Insurance Phone Number _______________

Primary Care Physician ___________________________ Phone ___________________

How were you referred to us?

Doctor _________________________   Referring Patient _________________________   

Internet Search (ex. Google, Locate-A-Doc)____________________________________

MEDICAL HISTORY

Height _________________________ Weight____________________________

Are you comfortable with your current weight?      __Yes
        __ No

What would be considered an ideal weight for you? ______________________

Date of last physical exam _____________________

Past Medical History:

Have you ever been diagnosed/treated for:

__Anemia





__Peripheral Artery Disease 

__Cancer





__Loss/Gain of weight

__Thyroid disorder 




__Bowel irregularities

__Hot flashes





__Change of appetite

__Sleep Disturbances




__Hemorrhoids

__Depression/Anxiety




__Constipation

__Allergies                                                                 __Umbilical Hernias



__High Cholesterol




__Inguinal Hernia

__Diabetes





__Abdominal Hernia

__STD/HIV





__Abdominal Pain

__Alcohol Problem




__Abnormal Pap smear

__Non-Pharmaceutical Drug Dependence

__Hysterectomy

__Pharmaceutical Drug Dependence


__Vaginal itching

__Eye Problems




__Vaginal dryness

__Vision Changes




__Vaginal discharge

__Headaches





__Penile discharge

__Hearing changes




__Painful Intercourse

__Nasal/Sinus problems



__Painful urination

__Snoring





__Frequent urination

__Hoarseness of throat



__Urine retention

__Change in voice




__Problem passing urine

__Shortness of breath




__Erectile dysfunction

__Dry cough





__Libido dysfunction/lack of desire

__Mucus-producing cough



__Orgasmatic dysfunction

__Sleep apnea





__Genital itching

__Breast masses/lumps/cysts/discharge

__Skin problems/rashes

__Mastectomy





__Skin Hyper/Hypo pigmentation

__Heart disease




__Skin dryness

__Heart palpitations




__Acne

__Irregular heartbeat




__Vetiligo

__Bleeding problems




__Rosacea

__Chest pain





__Eczema/Psoriasis

__Stroke





__Warts/Nevi

__High blood pressure



__Herpes/Cold sores

__Anemia





__Athlete’s foot

__Blood clots





__Arthritis

__Spider veins





__Osteoporosis

Date of Last Menstrual Period_______________________________________


List Surgeries / Pertinent Hospitalizations:   ____________________________________

_______________________________________________________________________

_______________________________________________________________________

Have you had any of the following tests performed:

__Mammogram





__EKG

__Chest X-Ray





__MRI 

__PFT





__Blood Work

__GYN Exam (females)



__Urological Exam (males)

__Ultrasound





__CT Scan

__Hormone Tests





__Colonoscopy

__Dexascan

Pertinent Family History:

Has anyone in your family been diagnosed/treated for:

__Diabetes

__High Blood Pressure

__Stroke

__Heart Attack

__Osteoporosis

__Fibrocystic breast

__Cancer_______________________________________________________________

__Other family diseases ___________________________________________________

Lifestyle:

How many alcoholic drinks do you consume per week?___________________________

How much caffeine do you consume per day? __________________________________

How many diet beverages do you consume per day?_____________________________

Do you smoke?  __No  __Yes  How many per day? __________ If quit, when?________

Do you feel you eat healthy? __No  __Yes  Do you follow a special diet? __No __Yes

Do you exercise? __No __Yes 

Marital status: __Married  __Single  __Divorced  __Widowed  __Significant Other

Do you have stress in your life? __No __Yes 

Nutritional/Natural Supplements:

__Vitamins:_____________________________________________________________

__Minerals:_____________________________________________________________

__Herbs:________________________________________________________________

__Enzymes:_____________________________________________________________

__Protein/Oils:___________________________________________________________

__Other:________________________________________________________________

List Hormones Previously taken
 Date Started
     Date Stopped 
   Reason

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Prescribing Doctor:_________________________ Phone:________________________

List Prescription Medications and Reason:

1__________________________________
5___________________________________

2__________________________________
6___________________________________

3__________________________________
7___________________________________

4__________________________________
8___________________________________

List Medication Allergies:

1__________________________________ 2___________________________________

3__________________________________ 4___________________________________

Check the degree of severity for any symptoms that apply to you:

	
	Mild
	Moderate
	Severe
	
	Mild
	Moderate
	Severe

	Weight gain
	
	
	
	Heavy/irregular menses
	
	
	

	Bladder symptoms
	
	
	
	Fluid retention
	
	
	

	Hot flashes
	
	
	
	Hard to reach climax
	
	
	

	Headaches
	
	
	
	Irritability
	
	
	

	Mood swings
	
	
	
	Hair loss
	
	
	

	Fatigue
	
	
	
	Cramps
	
	
	

	Loss of memory
	
	
	
	Body aches/joint pain
	
	
	

	Depression
	
	
	
	Breast tenderness
	
	
	

	Night sweats
	
	
	
	Fibrocystic breast
	
	
	

	Vaginal dryness
	
	
	
	Breakthrough bleeding
	
	
	

	Sleep disturbances
	
	
	
	Dry skin/hair loss
	
	
	

	Decreased sex drive
	
	
	
	Anxiety
	
	
	

	Insomnia
	
	
	
	Diarrhea
	
	
	

	Urinary Track Symptoms
	
	
	
	Constipation
	
	
	

	Fuzzy thinking
	
	
	
	Heat/cold intolerance
	
	
	


Any additional comments or concerns:  ________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

External Self:

Are you generally comfortable with your appearance? __No __Yes

If No, what are your areas of concern or desired treatments?

__Acne


__Hair restoration


__Sculptra

__Acne Scars


__Hair transplant


__Skin Laxity

__Age Spots


__Lines/wrinkles


__Skin Texture

__Botox


__Liposuction


            __Spider veins

__Cellulite


__Microdermabrasion


__Sun damage

__Chemical Peels


__Nutrional counseling

__Underarm sweating

__Clogged Pores


__Oily skin



__Tattoo Removal

__Dry skin


__Radiesse



__Thicker hair

__Enlarged Forms


__Restylane



__Under eye darkness

__Hair removal


__Rosacea



__Weight loss

__Other________________________________________________________________

_______________________________________________________________________

Skin Condition:

Please list the specific products you are using in each category:

Cleanser___________________ Toner ________________ Moisturizer_____________

Eye Cream ________________________  Exfoliator ___________________________

Sunscreen__________________________ Make-up_____________________________

Previous Skin Treatments:

__CO2
  
__Erbium/YAG laser
                    
     __Fraxel

__Chemical Peels


__Microdermabrasion

   
     __Accutane

__Retin-A/Tazorac


__Tanning



     __Spa Facials

Are you interested in receiving more information on:

__Facial rejuvenation




__Chelation Therapy

__Body rejuvenation




__BioIdentical Hormone Replacement


__Dental rejuvenation



__Psychotherapy

__Hair restoration/transplant  

__Alcohol/Drug Rehabilitation

__Medical Weight Loss


__Laser Tattoo Removal

__Vitamin IV Therapy


__MesoTherapy

__Cosmetic Gynecology


__Laser Hair Removal

__Glutathione Therapy


__Skin Treatments

Acknowledgment of Receipt of Notice of Privacy Practices

I, _______________________________________________, have received a copy of this office’s notice of privacy practices.

________________________________________________

Please print name

________________________________________________

Signature

_______________________

Date

____________________________For office Use Only__________________________

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

__ Individual refused to sign

__Communications barriers prohibited obtaining the acknowledgement

__An emergency situation prevented us from obtaining acknowledgement

__Other (specify) _____________________________________________

Credit Card Charge Authorization Agreement

We request the courtesy of a 24-hour notice in the event an appointment needs to be cancelled or rescheduled.  A $100 no-show fee for treatments and appointments will apply in the event that advanced cancellation or rescheduling notice is not given.  Appointments booked same day of service will be assessed a no-show fee should cancellation become necessary.  For treatments that are pre-paid, the pre-paid treatment will be forfeited without a 24-hour notice of cancellation.  Thank you for your cooperation.

I, ____________________________________________, the holder of (please circle one):  VISA, MasterCard, AMEX, Other Card Number:

____________________________exp______/___________(on file in our server)

and security code _______ (last 3 digits on back of card), hereby authorize Renew Medspa Anti-Aging & Aesthetic Medicine and Dr. Dyer-Goode to charge my credit card in the amount of $100 for a missed treatment or appointment.  I have read this entire agreement and understand that I will be held fully responsible for its terms and charges.  I agree not to chargeback Renew Medspa Anti-Aging & Aesthetic Medicine as long as I receive the services the at are entitled to me and guidelines are followed for my rescheduling and cancellation of appointments.  Twenty-four hour notice is required for all rescheduling and cancellations.

Name on Card:  ____________________________________________________

Signature:_________________________________________________________

Credit Card Billing Address:  __________________________________________

City, State, Zip: _____________________________________________________

Telephone:  ________________________________________________________

Date: ___________________________

HIPPA Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.  Please review it carefully.

This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry treatment, payment, or health care operations (TPO) and for other purposed that are permitted or required by law.  It also describes your rights to access and control your protected health information.  “Protected Health Information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services.

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice and other use required by law.

Treatment:  We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services.  This includes the coordination of management of your health care with a third party.  For example, we would disclose your protect health information as necessary to a home health agency that provides care to you.  For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment:  Your protected health information will be used as needed to obtain payment for your health care services.  For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations:  We may use or disclose as needed, your protected health information in order to support the business activities of your physician’s practice.  These activities include, but are not limited to quality assessment activities, employee review activities, training of medical students, licensing, and conducting or arranging for other business activities.  For example, we may disclose your protected health information to medical school students that see patients at our office.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician.  We may also call you by name in the waiting room when your physician is ready to see you.  We may use or disclose your protected health information as necessary to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following without your authorization.  These situations include:  as Required by Law, Public Health issues as required by law, Communicable Diseases:  Health Oversight:  Abuse or Neglect:  Food and Drug Administration requirement: Legal Proceedings:  Law Enforcement:  Coroner, Funeral Directors, and Organ Donation:  Research:  Criminal Activity:  Military Activity and National Security:  Workers Compensation:  Inmates:  Required Uses and Disclosures:  Under the law, we must make disclosures to you and when required by Secretary of the Department of Health and Human Services to Investigate or determine our compliance with the requirement of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only with Your Consent, Authorization or Opportunity to Object unless required by law.

You may revoke this authorization, at my time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.  
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Here are a few etiquette tips to follow when using your Groupon. Remember, our featured  businesses can reward the nicest Groupon customers with free Groupon money.

1. Always tip on the full amount of the pre-discounted bill. Remember your servers are doing the same amount of work, so don't be a Scrooge and tip on the discounted total.

2. If the business is busy, please be patient. Remember, Groupon businesses have generously given a lot of people the same discount they gave you.

3. If you have to make an appointment, just remember the business is probably on a tight schedule with so many new customers, so try to keep your appointment. If you have to change it, make sure to give plenty of notice.

4. If you like your experience, it's always nice to tell them!

