






PATIENT EMAIL/TEXT REQUEST AND INFORMED CONSENT FORM 

The HIPAA Rules permit you, the patient, to request that your healthcare provider 
communicate with you via unsecured/unencrypted email and/or text messaging, if 
reasonable. In order to do so, HIPAA requires that your healthcare provider inform you 
of the risks involved.  

Risks of Transmitting Personal Health Information via Unsecured Email and/or 
Text Messages 

Please use a ✓ by each possible risk outlined below showing that you have read it. 
Please note that the following outlined risks are not exhaustive.  

Emails/Texts May Be: 
❏ circulated, forwarded, stored electronically and on paper, and broadcast to 

unintended recipients; 
❏ misaddressed and sent to unintended recipient; 
❏ read by employers, online services or other account holders; 
❏ Intercepted, altered, forwarded or used without authorization or detection by a 

third party. 

I have read the aforementioned risks involved in transmitting my personal health 
information via unsecured email and/or text messaging. However, despite these 
risks, I request and authorize my healthcare provider, Dr. Amir Bajoghli, to 
communicate with me via unsecured email and/or text messages. 

*Email/Text Messages are not appropriate for urgent/emergency situations.

Patient’s Email Address to be Used​:  ____________________________________ 
Please confirm and double check accuracy. 

Patient’s Cell Phone Number for Text Messages​: _________________ 
Please confirm and double check accuracy. 

Patient’s Signature:  ________________________________________ 

Print Patient’s Full Name:  ___________________________   Date:  ______________ 



Skin & Laser Surgery Center, P.C. 
Dermatology, Laser, Cosmetic & Mohs Skin Cancer Surgery 

1359 Beverly Rd 2nd Floor Mclean, VA 221012200 Opitz Blvd, Suite 100, Woodbridge, VA 22191 

Name: Today’s Date: (month) /(day) /(year)

MEDICAL  HISTORY

What is the reason for your visit today? _________________________________________________________________ 
When did  the  problem  begin?  ___________________________________________________________________ 
What  body  locations  are  involved?  ________________________________________________________________ 
Is it associated with: ☐Bleeding ☐ Itching ☐ Stinging ☐Other ____________________________________________
What have you used to the area so far and has it worked? ______________________________________________ 
Have you been evaluated by another physician for this problem?_________________________________________ 

PAST MEDICAL HISTORY: (Please Circle ALL that apply) 
Anxiety 
Arthritis 
Asthma 
Atrial fibrillation 
COPD  (Emphysema) 
Coronary Artery Disease 
Depression 

Diabetes 
Kidney Disease 
GERD (Acid reflux) 
Glaucoma/Cataracts 
Heart murmur 
Hearing Loss 
Hepatitis A/B/C 

High Blood Pressure 
HIV 
High Cholesterol 
Hyperthyroidism 
Hypothyroidism 
Liver disease 
Pacemaker/Defibrillator 

Psychiatric condition 
Peptic ulcer 
Radiation  Treatment 
Seizures/Epilepsy 
Tuberculosis 
Joint Replacement 
Stroke 

Other_____________________________________________________________________________________________ 
Do you have a history of cancer? Yes / No If so, what type? ______________________________ 
Have you had any surgical procedures? Yes / No If so, what type and the year that you had them? 

SKIN DISEASE HISTORY: (Please Circle ALL that apply) 
Acne 
Actinic Keratosis 
Basal Cell Skin Cancer 
Blistering Sunburns 
Dry Skin 

Eczema 
Flaking or Itchy Scalp 
Keloids 
Melanoma 
Poison Ivy 

Precancerous  Moles 
Psoriasis 
Squamous Cell Skin Cancer 
Cold sores/fever blisters 
Other  ______________________ 

Do you wear Sunscreen? Yes / No If yes, what SPF? ___________Do you tan in a tanning salon? Yes / No 
Do you have a family history of skin cancer? Yes / No If yes, what kind? Basal cell, Squamous cell, Melanoma, Other_______ 

Which relative(s)? _______________________________________ 
Do you have a family history of Vitiligo, Lupus, Psoriasis, or Eczema? Yes / No Which relative(s)? __________________ 
Do you have a family history of Cancer, High Blood Pressure, Diabetes, Heart Disease, Kidney Disease, or Liver Disease? 

Yes / No Which relative(s)? _______________________________________ 
REVIEW OF SYSTEMS: (Please Circle ALL that apply) 
Problems with healing 
Problems with scarring 
Fever or chills 
Night sweats 
Unintentional weight loss 

Hay fever symptoms 
Problems with bleeding 
Blurry vision 
Sore throat 
Chest pain (right now) 

Abdominal pain 
Bloody urine 
Bloody stool 
Joint aches 
Muscle weakness 

Headaches 
Seizures 
Cough 
Wheezing 

MEDICATIONS: Please enter all current medications including over the counter medications (this includes vitamins, birth control pills,
Ginseng, Gingko Biloba, etc.) 

  

Do you take antibiotics prior to procedures? Yes / No 
ALLERGIES: (Please list all allergies)  
SOCIAL HISTORY: 
Are you pregnant/ lactating? Yes / No 
Date of last menstrual cycle. ________________ 
Do you have a history of smoking cigarettes? Yes/No Do you currently smoke? If so, how many packs per day? ______ 
Do you drink alcohol? Yes / No If so, how frequently? _______________________________
Do you have any pets? Cats, Dogs, Birds, None, Other _______________________________________________________ 
What  is  your  occupation?  _____________________________________________________________________________ 
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