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Print Name: ______________________________________Date of Birth: __________________________ 
 
Address:  ______________________________________________________________________________ 
                  No. & Street                                    City                    State                 Zip Code 
 
Phone:  Home _____________________ Cell ______________________ Work _____________________ 
 
Email Address: _______________________________ Referred By: _______________________________ 
 
Emergency Contact: _______________________________________ Phone: _______________________ 
 
1) Are you now or have you been under the care of a physician with the last two years     Yes____ No ____ 
If yes, please list condition, physician’s name and phone number. _________________________________ 
______________________________________________________________________________________ 
 
2) List all medications you are currently taking, or took within the last 5 days including over the counter  
products such as aspirin or ibuprofen, eye drops or other ocular medication: _________________________ 
______________________________________________________________________________________ 
 
3) What products do you use for skin care: ___________________________________________________ 
 
4) Have you recently undergone a skin peel or laser treatment: If yes, when _________________________ 
 
5) Do you currently have any tattoos: If yes, how old are they __________did you have any healing 
problems or skin sensitivity: _______________________________________________________________ 
 
6) Allergies: Check all that apply. Describe any reactions below.  Lanolin ___ Bacitracin Ointment ___   
Latex rubber ___ Metals ___ Foods ___ Novocaine ___ Lidocaine ___Tetracaine ___Benzocaine ___     
Neomycin or Polymyxin B Ointment ___ 
 
Other Allergies: ______________________________________________ Reaction: __________________ 
_____________________________________________________________________________________ _ 
 
7) Please list past surgeries: _______________________________________________________________ 
If you are planning cosmetic or other surgery in the near future, describe: ___________________________ 
______________________________________________________________________________________ 
 
8) Do you have or have you had any of the following. (Please circle Yes or No) 
 
LIPS                              Date of Treatment 
Cold sores, fever blisters, herpes around the mouth Yes No  
Collagen Injections, Fat Transfer, Gortex Implant   Yes No  
Cancer, tumors, growths Yes No  
Describe 
 
EYES / EYEBROWS                                                                                                        Date of Treatment 
Contact Lenses Yes No  
Dry Eyes Yes No  
Thyroid Abnormalities Yes No  
Alopecia Universalis  (Total) or Areata (Local) Yes No  
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Pull out lashes, or eyebrows compulsively (Trichotillomania) Yes No  
Glaucoma Yes No  
Blurred Vision Yes No  
Eye Make-up Sensitivity Yes No  
Injectibles such as Botox®, Restylane®, etc., Yes No  
Eye surgery or injury Yes No  
Are you using or have you used Latisse ™ in the past 30 days Yes No  
Describe: 
 
SKIN                                 Date of Treatment 
Bruise or bleed easily Yes No  
Sun tanning (Outdoors, Sunlamp, or Tanning Bed) Yes No  
Treatment for Acne  Yes No  
Healing problems  Yes No  
Cancer, tumors, growths Yes No  
Currently using Retin A, Glycolic Acid or other AHA products Yes No  
Scars – Raised , white or discolored (describe location below) Yes  No  
Describe:   
 
GENERAL                               Date of Treatment 
Diabetes Yes No  
Hemophilia or other clotting disorders Yes No  
High or low blood pressure Yes No  
Circulatory problems Yes No  
Currently on blood thinners or anticoagulants such as Aspirin, 
Coumadin, Ibuprofen, Alcohol 

Yes No  

Mitral value prolapse or valve implants Yes  No  
Fainting spells or dizziness Yes No  
Respiratory problems such as Asthma, shortness of breath Yes No  
Heart palpitations or irregular heart beat Yes No  
Hepatitis, HIV or undergoing treatment such as chemotherapy that could 
affect healing? 

Yes No  

Describe 
 
 
 
 
 
 
 
 
This history has been reviewed with a Technician, and my questions have been satisfactorily answered.  I have 
also received and reviewed a copy of the Pre- & Post Procedure Information. I understand them and agree to 
follow them.   
 
 
CLIENT SIGNATURE: ______________________________________ DATE: _____________________ 
 


