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CONSULTATION FORM

CLIENT INFORMATION:

Name: Date:

Date of birth: Age
Address:

: — [] Female [] Male [ |Non-Binary

City: State: Zip:

Phone: Email:

Emergency Contact: Phone Number:

How did you hear about us?

Would you like to be added to our email list for news and exclusive offers? [ | No [ ] Yes

MEDICAL HISTORY

Please mark any of the following conditions you may currently have.

Alopecia HIV/AIDS Sunburn
Blood Thinners Pregnancy Seizures
Bleeding Disorders Recent Chemical Peel Use of Alpha, Hydroxy Acid
Chemotherapy Recent Scar Tiessue Use of Acutane, Renova or Retin-A
R tS
Eczema/Rashes coent Surgery Ultra-Sensitive Skin
Fillers/ Botox Recent Permanent Makeup .. .
Varicoise Veins
Hepatitis Skin Cancer

Any other condition?

If you ticked any boxes, please give further details

Do you have any allergies? [ ] No [ ] Yes
If yes, please list all:

List all medications you take, including vitamins, herbal supplements, aspirin, hormones and topical:




DERMAL FILLER & NEUROTOXIN CONSULTATION FORM

Are you currently taking blood thinning medication? [ ] No [ ] Yes
If yes, please explain:

Are you currently pregnant or trying to get pregnant? [ ] No [ ] Yes
If yes, please explain:

Do you have any implants? [ ] No [ ] Yes
If yes, please explain:

Have you had any Botox/ Dermal Filler treatments recently? [ ] No [ ] Yes
If yes, please state when & explain:

Have you had any adverse reactions to any previous treatment ]No [] Yes
If yes, please explain:

Have you exfoliated or applied any products to your face in the last 24 hours? []No [] Yes

If yes, please state which products:

Have you had any allergic reactions to any of the following?

[[] Asprin [] Lidocaine (Anesthetic) [ ] Eggs
[ ] Neurotoxin [] Collagen D Hydrocortisone

COSMETIC TREATMENT OR SURGERY HISTORY
[ ] Dermal Fillers
|:| Neurotoxins

[ ] Other

By signing below, you agree to the following:
I have completed this form truthfully and to the best of my knowledge. I agree

to waive all liabilities toward my medical members and the employer for any

injury or damages incurred due to any falsification of my medical history

Client Name (Printed) Client Name (signature)

Date
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