Client Information & Medical History

Client Name DOB

Home Address Gry

Home Phone Work Phone

Emsfl Address

How were you referred to us?

Whnchofthefolluwmgbmdesmbaymrahn type? (Please check box bYtypemlmbcr)
DlAlmysbums,nevettans

Ol I Always burns, sometimes tans
DIII Sometimes burns, always tans
IV-Rarely burns, always tans
mak:ndypignmmdskm
VI Rlack gkin

Medical Hisrory

Are you currently under the care of a physzician?

If yes, for what

Are you currently under the care of a dermatologist?

If yes, for what

mmhv:ahMyofmmwhmhmapadmtshnndp@nﬁbyw

Do you have any of the following medical conditions? (check boxes)

Frequent cold somsEl_HlVlAlDSEI_ Mmﬂmﬂ

G o i || Sebore discnes] | fabemoite bl
Thyroid mbebemee] | Hlood dlocrting sbasrmalicies| |  Any sctlve sfsction|
Do you have any other health problems or medical conditions? Please List

Have you ever had an allergjc reaction to any of the following? (check boxes)
Food|:|_ hl:xEI_Aspﬁin MD HydmmrﬂsrmeD_

Hydroquinone oraldnblmchingngcan_Othcrs




Medications

What oral medications are you presently taking? Birth Control Pills
Hormanes——— Others
Are you on any mood alering or anti-depression medicarion?
HaveyouevansedAmnﬂY/N If yes, when did you last use ir?

What sopical medicarions or creams are you cmrrently using? RetinA |_| Others
What herbal supplements do yon use regularly?
History

Have you ever had laser hair removal? Y/N
Have you used any of the following bair removal methods in the past six weeks?
Shaving| | Waxing| | Flrvrolysis| | Phacking| | Twerzing] |
singing| | Depllarprica
Have you had any teoent earming or stn exposure that changed the color of your ekin? Y/N_|
Have you recently used any mlf:tanninglntinnsortratmmts?
Doyouformthickornisdscamfmmmtsorbnm?

Do you kave Hyperpigmentation (darkening of the skin) or Hypapigmentarion (ightening
ofthesldn)ormﬂsahphysimltrmma?lfym,plusedmcﬁbe_

For our Female Clients:
mmmntormwmmﬂmmhwm
Altyonlsingwncnczpdon?

I certify thar the preceding medical, personal and skin history starPments are true and correct. [ am aware
thar it is my responsibility so inform the techmician, esthetician, therapist, doctor or nurse of my current
medical or health conditions and to update this hissory. A carrent medical history is essential for the
caregiver to emscute appropriate treatment procedures.

Signature Date
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