
 1 

 
 
 
 
 

 
 

 
 

Health History and Treatment Goals 
 
 
 

Name:         Today’s Date:      
 
Address:              
  Number  Street    City  State  Zip  
 
Date of Birth:     Gender identity/preferred pronoun(s):      
 
Primary Phone:            Home     Cell      Work    Preferred 
 
Secondary Phone:        Home     Cell      Work     Preferred 

Emergency Contact:        Phone:       

Email:                
 
We occasionally send office email updates (up to four times per year at most), please allow us to keep you 
on that list.  You may opt out any time.      
        OPT IN   OPT OUT 
  
Who may we thank for referring you?          
     
If you are currently being treated by a doctor for something specific, please explain:     
 
              
 

              
 
              
 

 
Are you pregnant now?       YES   NO   
 
Do you have any known active malignancy (cancer)?  YES   NO   
            
Are you on any medications that make you photosensitive?     YES   NO   
 
Do you have any known lymphatic system problems like lipedema or lymphedema?   
 

 
YES   NO   

Best Light:  Laser Fat Reduction 

Best Light Laser Fat Reduction, LLC  
Jenny Rock, LMT, Certified Advanced Rolfer™ 

8505 SW Creekside Place, Suite 210 
Beaverton, OR  97008 

503-890-9365 
jenny@BestLightLaser.com 

www.BestLightLaser.com 
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Exercise (Types and Frequency):           
 
              
 
              
 
              
 
Caffeine: Quantity    Frequency    
 

Alcohol:   Quantity    Frequency    
 

Water:  Quantity    Frequency    
 
 
              
 
What are your treatment goals?  
 
              
 
              
 
              
 
What is your primary area to be treated?  Secondary?  More? 
 
              
 
              
 
              
 
              
 
If you have anything to add, or questions, please put that information here (we will go over this): 
 
              
 
              
 
              
 
              
 


