
                 

        Specialists in : Diseases of Skin ,Hairs, Nails, Mucous Membranes, Allergic conditions, Sexually Transmitted Disorders, 
cosmetic Dermatology, Laser Hair  removal, Laser Dark spot removal, Laser Leg vein removal, Laser Tattoo removal, Laser 

Photo rejuvenation, Lip  Enhancement, Chemical  Peels, Fillers, Botox, Hydrafacial, Coolsculpture, Slender Wonder 
Programme, Accent & Dermatosurgery. 

NAME (AS PER ID):  

D.O.B:                                                                                AGE:   

SEX:  

PHONE NUMBER:  

EMAIL:  

DATE:  TIME:  

HOW DID YOU LEARN ABOUT THIS CLINIC?  

ID/PASSPORT NUMBER:  

RESIDENTIAL ADDRESS: STREET/CITY: 

NAME OF COMPANY YOU WORK WITH:                            WORK ADDRESS:  

OCCUPATION:            SELF EMPLOYED            EMPLOYED 

NAME OF INSURANCE COMPANY:  

POLICY NUMBER:  

MODE OF PAYMENT:1)           PERSONAL      COMPANY       INSURANCE 
     2)      CASH                       CHEQUE               CREDIT CARD            MPESA 

AUTHORIZATION 

1) I hereby agree to pay for all charges should my insurance company fail to pay. 
2) I will not hold the doctor/staff responsible for any eventuality out of treatment. 
3) I hereby consent to photographs that will be taken for record purposes. 
4) All the information contained herewith is to the best of my knowledge. 

Signature of Patient/Parent/Guardian……………………………………………………………………………… 

FILE NO: 

Dr. Pancholi & Associates 
Yaya Centre 4th Floor 
P.O Box 76002 – 00508  
Nairobi, Kenya 
Tel: +254 715691144 
Park Suites, Ground Floor 
Tel: +254 702963983 
Email: receptionist@skinkenya.com 

mailto:receptionist@skinkenya.com
http://www.skinkenya.com/


 
MEDICAL HISTORY 

WHAT BRINGS YOU IN TODAY?  

 

HOW LONG HAVE YOU BEEN SUFFERING?   

WHERE IS THE PROBLEM LOCATED?   

HAVE YOU HAD A SIMILAR PROBLEM BEFORE?  

IF YES WHICH DOCTOR DID YOU SEE AND WHAT TREATMENT WAS CARRIED OUT: 

 
DO YOU HAVE ANY ALLERGIES?.....................................................................................   

IF SO WHICH MEDICATIONS?  

DO YOU SUFFER FROM ANY OTHER ALLERGIES? Kindly list:  

PLEASE LIST ALL MEDICINES YOU ARE CURRENTLY TAKING (INCLUDING VITAMINS AND HERBS) 

 

DO YOU OR HAVE YOU EVER HAD:  

SKIN CANCER OR ANY OTHER CANCER? PLEASE SPECIFY…..........................................   

BLEEDING PROBLEMS? PLEASE STATE..........................................................................  

ITCHING PROBLEMS/ECZEMA?.....................................................................................  

DIABETES/HIGH BLOOD SUGAR/THYROID/HIGH BLOOD PRESSURE?.....…………………… 

ANY OTHER HEALTH PROBLEM?                        

 

Clinical Notes 

Diagnosis: 

 

Treatment: 

 

Products: 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO YES NO 

YES NO 


