La Nouvelle Medical Spa
1700 N. Rose Ave., #230
Oxnard, CA 93030
Medical Director Dr. Antoine Hanna M.D

Patient Information/ Medical History

Name:______________________________________________________________ Date_______________________________ Age______________

Address:____________________________________________________________________________________________________________________
                   Street					City			Sate		     Zip Code

Phone:(Home)____________________________ Work:_______________________ Cell:_____________________
Date of Birth:____________________________ Marital Status:_________________ SS#:_____________________
Employer:__________________________________________________ Occupation:_________________________
Employer Contact:___________________________________________ Relationship:________________________
Phone: Home:_________________________   Work:________________________   Cell:______________________
Health History
Medication (prescription and over the counter, vitamin, herbal medications)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies:______________________________________________________________________________________
Surgeries/Dates:_____________________________________________________________________________________________________________________________________________________________________________
Have a history of?
__Heart Disease			__Mental Disease			__Neuro-muscular Disease
__Excessive Bleeding		__Auto-immune Disorder			__Diabetes 
__High Blood Pressure		__Liver Disease				__Cold Sores/Fever Blisters
__Other

Are you? Pregnant__________________  Nursing____________________
Do you? Smoke________________ Drink Alcohol____________________ Amount per day__________________

The above information is true and accurate to the best of my knowledge.
________________________________________________________________                 ______________________
Patient Signature		 							Date
