
MONTE O. HARRIS, MD 

 
5530 Wisconsin Ave., Suite 612  ▪  Chevy Chase  ▪  MD ▪  20815  ▪  (301) 951-9292 

 
 
MR./MS./MRS./DR. __________________________________________________________  Date: ___________________ 
   First  M.I.  Last 
 
HOW DID YOU HEAR ABOUT US? 
________________________________________________________________________________________________________ 
 
WHAT IS YOUR OBJECTIVE FOR YOUR VISIT ? _________________________________________________________ 

________________________________________________________________________________________________________

________________________________________________________________________________________________________ 

 
PHONE NUMBERS 
 
HOME: _________________________  MOBILE: _________________________ 
 
WORK: _________________________ EMAIL:   _________________________ 
 
ADDITIONAL INFORMATION 
 
ADDRESS: ___________________________________________________________________________________            
  STREET  APT/SUITE CITY  STATE  ZIP CODE       
 
DATE OF BIRTH: _________________________ OCCUPATION: _________________________ 
 
ETHNIC ORIGIN: _________________________  
 
MEDICAL INFORMATION 
 
LIST ALLERGIES:  ______________________________________________________________________________________ 

LIST ALL CURRENT PRESCRIPTIONS (INCLUDING ASPRIN): ________________________________________________ 

________________________________________________________________________________________________________

________________________________________________________________________________________________________ 

LIST ALL CURRENT NUTRITIONAL AND VITAMIN SUPPLEMENTS: _________________________________________ 

________________________________________________________________________________________________________

________________________________________________________________________________________________________ 

DO YOU HAVE A HISTORY OF BRUISING OR BLEEDING PROBLEMS: ________  ARE YOU PREGNANT?  _________ 
 
PLEASE LIST ANY SIGNIFICANT MEDICAL PROBLEMS: ____________________________________________________ 

________________________________________________________________________________________________________

________________________________________________________________________________________________________ 

LIST ALL PREVIOUS SURGERIES (INCLUDING COSMETIC): _________________________________________________ 

________________________________________________________________________________________________________

________________________________________________________________________________________________________ 

 
SKIN CARE 
 
HOW DO YOU CURRENTLY TAKE CARE OF YOUR SKIN? (i.e. brand names, manufacturers, etc) 
 
MORNING: _____________________________________________________________________________________________ 
 
EVENING: ______________________________________________________________________________________________ 
 
 

 


