Ultherapy® Consult Record

Patient Name: Date:

Medical and Surgical History

Age: Weight: Ibs. Height: Gender: |:| M |:| F

Active Severe or Cystic Facial Acne* [Jves [Ino Mechanical or other implants [ Jves [Ino
Open facial wound or lesion* [Jves [INO in the treatment area**

Metal stents in the treatment area** [ Jves [INnoO Active or local skin dlsease' en [dves [Ino
Implanted electrical devices** [ Jves [INnoO that may alter wound healing

Pregnant or lactating*** [Jves [JNO Autoimmune Disease*** [ Jvyes [INnO
Migraines*** [Cves [no Epilepsy™** [ves [Ino
Bell's palsy*** Clves [no Herpes or Cold sores*** [ Jves [INnoO
Hemorrhagic or bleeding disorders*** [Jves [Ino Diabetes™*** [lves [no

List any chronic illness:

Undergone the following cosmetic procedures in the brow or lower face and neck area:

Facial skin tightening procedure treatment within the 1ast 1 Year.......cc.cooeirece s [ Jyes[_Ino
Treatment name: Location treated: Date of last treatment
Filler (i.e. Juvederm® or Sculptra® ) within the last 3-6 MONtNS...........coooveeemevveeeereeees e e sreese s eneens [ Jves[]NnoO
Product name: Location treated: Date of last treatment
Neurotoxin (i.e. Botox® or Dysport®) within the 1ast 3-6 MONTNS.........cc..oveveeeveeeeeeeeee e ceseee e enee s [ Jves[]NnoO
Product name: Location treated: Date of last treatment
Ablative resurfacing laser treatMeENt .................ccvoiiii et ettt st s e et es st ste s e ateraee s [ Jyes[_Ino
Treatment name: Location treated: Date of last treatment
Non - Ablative resurfacing laser treatMeENt ..............c.ocoooi oo iiiicie e ettt st sttt st s nna e [ Jyes[_Ino
Treatment name: Location treated: Date of last treatment
Dermabrasion or deep facial PEEIS............coc e s e et s en e [ Jves[]NnoO
Treatment name: Location treated: Date of last treatment
Lipoplasty in the face Or NECK FEZIONS..........c..ooiiirtiiniire ettt et st st et st b e bes e st s e e senes [ Jves[]noO
Treatment name: Location treated: Date of last treatment
Facelift or blepharoplasty or Brow lift.................ccooviiii it st et er e bbb s e [ Jyes[_Ino
Treatment name: Location treated: Date of last treatment

Are you currently taking the following prescription medications:

Accutane Within the [ast 12 MONTNS.......cc et st se st s es s eears e sesesaes st enssnean [ Jves[]NnoO
ANnticoagulants Or ANtiPlatelet ArUES......coiviiii ittt ettt st s e s e e s e seesesses s enesressesessasaes [ Jves[]NnoO
Immunosuppressant drugs |:|YES |:|NO

List all medications or supplements below. Be sure to include all prescription or non-prescription medications
If you are not taking any medications or supplements please check here: |:|

Date Date last
Medication Disease/Reason Dose Frequenc
/ q v started taken
*Ultherapy® is contraindicated for use F011-002 Rev:C

** Ultherapy® is not recommended for use directly over this
*** Ultherapy® has not been evaluated for use in this scenario



Ultherapy® Consult Record

As every patient is different, the clinical factors listed below are intended to assist your clinician in forecasting your clinical response to
Ultherapy. Please score each clinical factor listed below. Upon examination of your responses, your physician will discuss your options
for achieving optimal results with Ultherapy.

Age: <35y/o 35-49y/o 50-64 y/o 65+ y/o
Smoking History: Never smoked Ex-smoker Light smoker Heavy smoker
Health: No health issues Minor health issues Chronic health issues
Sun exposure: Never use sun screen Occasionally use sun screen Always use sun screen

Skin Laxity:
Excess skin or hooding on the eyelid; eyelid droopiness
Volume:

Presence of fat deposits under eyes; infra-orbital puffiness
Skin Quality:

Fine lines, crepiness/wrinkling, and/or poor elasticity

Skin Quality:
Fine lines, crepiness/wrinkling, and/or poor elasticity
Volume:

Presence of fat deposits in lower face, loss of jaw definition,
and/or excessive sub-Q fat

Skin Quality:

Fine lines, crepiness/wrinkling, and/or poor elasticity

What are your treatment goals:

Additional findings:

Patient Signature: Date:
Ultherapist Signature: Date:
Physician Signature: Date:
*Ultherapy® is contraindicated for use F011-002 Rev:C

** Ultherapy® is not recommended for use directly over this
*** Ultherapy® has not been evaluated for use in this scenario



Ultherapy® Consult Record

Clinical and treatment notes:

Ultherapist Signature: Date:
Physician Signature: Date:
*Ultherapy® is contraindicated for use F011-002 Rev:C

** Ultherapy® is not recommended for use directly over this
*** Ultherapy® has not been evaluated for use in this scenario



