
Client Information&: Medical History 

Personal History 

ClicntName _______________ DOB ______ _ 

Homc.Admess ____________ City _______ _ 

ZipCode ____ EmergmcyC�:aatact._. ..... ___________ _ 

Home Phone Worlc Phone ---------- ----------

EmdlAddraa ___________________ _ 

How were you referred to usl 
------------------

Which of the following best� your skin typel (Please check box by type number) 

I A1waJs bums. never tans 
II Always b� sometimes tans 
m Somrtimes bums. always rans 
N Rarely bums. always tans 

VBrown. moderatelypigmentm skin 

 

VI Black skin 

Medical History 

Are you cum:ntlyunderthe care of a physician? ____________ _ 

Ifyes.forwbat ______________________ _ 

Are you cum:ntlyundcrthe care of sa dermatologist? __________ _ 

Ifyes.forwhat ______________________ _ 

Do you have a histOJ:y of erytbema abignc. which is a persistent skin rash produced by prolonged or re:pcatcd 
exposure to moderatdyintensc heat orinfnm:d irrittirionl ________ _ 

Do you have any of the following medical ('O]lditionsl (check boxes )

Omcer __ Diabctes __ High blood pm;sure __ Hapes __ Atthritis __

Frequent cold sores __ HIV/AIDS __ KeloidScarrlng __ Hepatitis __ 

Skin disease/Skin lesions Seizure disorder __ Hormone imbalance __ 

Thyroid hnbalanr:e __ Blood clotting abnormalities __ Any active infection __ 

Do you have any other health problems or medical conditionsl Please List ____ _ 

Have you ever bad an allergic reaction t.o any of the following? (check boxes)

Food __ I.atcx __ Asphin lidocainr __ Hydrocortisone __ 

Hydroqainone or skin bleachingagents __ Others _______ _ 



Medications 

What oral medications are you presently taking? Buth Control-Pills 
------

ll'fl[ama•D.t1..-ni-=s-=i1_-_______ 0tbers ___________ _ 

Are you on any mood altering or anti-depression mcdication? 
---------

Have you eva-usedAccotane? ___ If yes, when did you Jast DSC it? ____ _ 

What topical medic:ations or creams are you cmre.ntlyusing? RednA_ Others __ 

What herbal supplements do you use regularly? ___________ _ 

History 

Have you ever had laser hair removal? 
---

Have you used any of the followtng hair n:moval methods in the past six weeks? 

Shaviog __ Wuing, __ Elcctrolyais __ Plucking 

Stringing Depilatories __ 

Twa2ing __ 

Have you had any rttent tanning or sun exposure that changed the color of your skin?_ 

Have you recently used any sdf-raontng lotions or treat:ments? __ 

Do you form thick or raised scars from cuts or bums? __ _ 

Do you have Hyperpigment:-tion ( darkening of the akin) or Hypopigme:otatiOll (lightening 

of the skin) ormarksafterphJsical trauma? ___ If yes. pkaae describe ___ _ 

For our Female Clients: 

An= you pregnant or trying to bttomepregnant? ___ Aicyou breastfeeding? __ _ 

Aic you using contraception? _____ _ 

I certify that the prrcedtng rnedkaJ, personal and akin history st:atnom'6 are nue and cotreet.. I am aware 
that it is my responsibility to inform tbr rrcJmician, csthmclan. therapist, doctor or JlUlSC of my current 
medical or health conditions and to update this history. A cm:renr medical 1ust.ory la essentiaJ for the 
caregiver to execute appropriat.e treanuent proceduns. 

Signature _______________ naie.,__ ______ _ 
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