Client Information § Medical History
In order to provide you with the most approprinte treatment, we need you to complete
the following questionnaire. AL information is strictly confidentinl.

PERSONAL #ISTORY

Client Name: | Today's Date:
Date af Birth: Aye: Ouu;mtim:
Home Address: ' &ity:

State: Zip Code: E-Mail:

Cell Phone: ( ) tHome Phone: )

Other Phone: (___)_
Emergency Contact Name § Phone:

Do you requs ZML17 sunbathe or use tanning salons? How ofth

MEDICAL EH;ISTO&&
Are you cu rrantly under the care af A }ahvsiciwn? YES NO

lf yes, far what?

Do you have any of the following medical conditions? Please check all that apply:

Cancer 1f so, whens: )
Dinbetes Hepntitis

?Hgfv Blood Pressure Hormone Imbalance

Herpes Thyroid Tmpalance

Arthritis | Blood Clotting Apnormalities
Frequent Cold Sores TARing Plood thinning medications
HIVIAIDS vther than aspirin

Kelvid Scarring - Any Active infections

Skin Diseases/SKin Lesions Pacemaker, any imfzmm{ devices,
Seizure Disorder ;min pustngs oF stimulators

Do you have any other health problems or medical conditions? Please list: ___




Have you ever had an allergic reaction? Please List any/all renctions you have had
fmfam and describe the reaction you experienced,
NONE
Food
Animal Protein

Aspirin
Antibiotics

Lidocaine

Hy drocortisone
Hydroquinone (skin bleaching agent)

Medication reaction
Other:

MEDICATIONS
The following medication questions Ave to screen for potentinl issues with blood
clotting which can occur with certain medications.

WhAE oral medications are yous ;arasmtly mkmg? Birth Control Pills Hormones
Antibiotics Tﬂyrm{ Medication Steroids Autoimmune medications
Others:

Do yyous take any medications fa% heart conditions? N0 1155

Are you on any medications for anxiety or depression? Mood altering medications?
NO
YES

Do you use any topical mediCALions or Creams Are You cu rrently usmgf Retin A
A’nt&wt}cs Glyeolic Acif  Salicylic Acid  Other (Please List):




~

VW[»M herbal supplements do you vse requ lmly.? NONE

g‘_jy}{I_@OLDQI& HISTORY (Femanle Clients Onl#)

Ate you prequant ot trying to fecome preqnant N0 YES
Are you Ereﬂ;ﬁeac{ingf No  YES

Are you using cmtmce}atim? No YES

Do yjou have anTuD?  No - YES N ame/brand:

I certify that the preceding meqical, medication, and personal history statements are
true and correct. I Am Awnre tAAE it i my res;ymsi}ilitv to inform the doctor or other
health professional of my current medical or health conditions and to update this
history. A current medical history is essentinl for the careqiver to execute Approprinte
tremtment procedures.

Signwtu re: . . Date:




