Omaha Med Spa – Carter O. Abbott, MD
14450 Eagle Run Drive #260, Omaha NE 68116     Phone 402-614-5556

Patient Demographics

Name__________________________________________________ Date of Birth___________________

Address______________________________________________________________________________

City_______________________   State____   Zip Code ____________

E-mail address (by providing your e-mail to us, you will receive notification of special offers):
___________________________________________________________________________

Privacy Notice

Omaha Med Spa respects your right to privacy.  No employee of this facility will release any part of your medical record, or disclose any health information without consent from you.  Confidentiality pertains to all aspects of your involvement with Omaha Med Spa, and includes verbal and written communication.

I permit Omaha Med Spa to leave recorded messages at the following numbers:

Home Number ______________________________
Work Number _______________________________
Mobile Number _____________________________

I permit Omaha Med Spa to speak with the following individual(s) as it pertains to appointment reminders:   Name __________________________________________

Consent to Consultation and Photography

I agree to permit Dr. Carter Abbott, and his staff, to evaluate and provide advice on treatment options as it pertains to concerns that I have.  I understand that I will be required to provide an accurate and complete medical history, and disclose all of the medications that I take.  As part of this process, I give permission for digital photographs to be taken.  Photos are not taken as part of our weight loss program.  For training and promotional purposes, these photos may be displayed in the office, in a brochure, or on the internet.  I have been given the opportunity to have my questions, as it pertains to this form, answered to my satisfaction.

_____________________________________ ____________ __________________________________
Your  Signature                                                           Date                    Witness Signature

Omaha Med Spa – Carter O. Abbott, MD

Medical History

Your Name__________________________________________________ Date of Birth ______________

Please check the services/products that you are interested in:

____ Omaha Weight Loss (OWL) Diet, a low calorie diet with Hcg/Phentermine
____ SottoPelle BHRT – hormone replacement for men & women
____ Botox, Dysport or Xeomin to ease lines and wrinkles (frown lines, forehead, crow’s feet, brow lift)
____ Juvederm or Restylane Dermal Filler for lips, smile lines, frown lines, chin and cheek
____ Radiesse Dermal Filler for chin, cheeks
____ Spider Vein treatment by Sclerotherapy
____ Latisse to grow longer eyelashes
____ Chemical Peels 
____ Anti-aging Skin Care – OMS Private Label, Epionce and Revision
____ Acne          ____ Rosacea        ____ Melasma           ____ Sun Damaged Skin 
____ Permanent Cosmetic for eyebrows, eyeliner and lips
____ Remove moles, skin tags, pigmented lesions 
____ Jane Iredale mineral make-up
[bookmark: _GoBack]____ Home treatment such as Clarisonic Mia, tanda Zap for acne, tanda Luxe for skin rejuvenation


Occupation______________________________  Interests_______________________________

Medical History – Have you had any of the following?
Y  N  High Blood Pressure    
Y  N  Heart Condition                     
Y  N  Lung Condition
Y  N  Liver, Gall Bladder or Pancreas
Y  N  Diabetes Mellitus
Y  N  Intestinal Problem
Y  N  Kidney Problems
Y  N  Major Surgery
Y  N  Spider Veins
Y  N  Cancer
Y  N  Joint or Muscle Problem
Y  N  HIV or other Immune Impairment



Omaha Med Spa – Carter O. Abbott, MD


Please List All Medications that you take – prescriptions, over-the-counter, Vitamins and Supplements:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please List All Allergies and Drug Sensitivities that you have – medications, latex, tape, etc

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How many cigarettes do you smoke per day? ______  How many drinks of alcohol in 1 week? _______

What specific questions do you have for us today?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank You for completing the form!  Please return the completed paperwork to one of our staff.



Doctors Notes
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________









