/ enSations Mcdical Services .Spa, LLC

~Medical History —_
Fcrmancnt Ma[(cup

Thank you for taking a few minutes to complete this important form. Your responses will help us to better meet your
needs. All information will be held in the most professional and strictest confidence.

Name: Today’s Date:
Email Address: Birth Date:
FL Address:
City: Zip:
Cell #: Home #: Alt. #:
Alt. Address:
Referred by:
Procedure(s) Desired:
Race: Caucasian African American Asian Hispanic Other
Male: Female:
1 Do you have any allergies (including allergies to metal)?.......c.ovviiiiiiiiiiiiiiiiiiiii i eeaes Yes No
2 Have you ever had @ tattoo?. . ..c.oeeireii i e e e e et e et et eaneeaaeeeneenneaneeenneenes Yes No
3 Have you every had a permanent make-up/cosmetic procedure done before?.........cccccevviiiiinnt. Yes No
4 Y I Yo TU [ | =1 o= o N Yes No
5 Are you pregnant, trying to become pregnant or currently nUrsing?.........cccevveviiiiiiiienineneennen. Yes No
6 Have you ever had a cold sore, fever blister or canker SOre?.......cocevveiiiiiiiiieiiernineerenneeennns Yes No
7 On a regular basis do you consume any thing with caffeine?..........ccoeiiiiiiiiiiiiiiiiiiiiiiiiinns Yes No
8 Do you consume any alcoholiC DEVEragey. . ... uuernueireritteeitreeitteeiineeeaeeeeanneeeanneesanneeeenneens Yes No
9 Any history of skin disease, disorders or skin Sensitiveness?.......ccviviiiiiiiiiiiiiiiiiiiiiiiiiieeaeens Yes No
10 Do you have trouble stopping even a small cut from bleeding?..........cooiiiiiiiiiiiiiiiiiiiiiiiinnnne. Yes No
11 DT Yo U o U 1 E == U | Yes No
12 Do you ever faint or feel faint?. .. .o i i i e e e e e e aaaas Yes No
13 have you ever had seizures or CONVULSIONS?. ... ..uiiriieiriiteiiereieereeeeeenneeraaneeeennnesennsnnnes Yes No
14 Do you have a tendency to shake or tremble?.......ccoiiiiiiiiiiiiii i e e Yes No
15 Do you have a nervous tendency to pick at your skin or cuticles, pull your brows,

eyelashes or hair, bite the inside of your cheeks or any other nervous habits/tendencies?............ Yes No
16 Do you have a tendency tO WOITY @ LOt2. .. .ueiiiiiii e eeieetereteeeineeeenneeeeanaesennnesannneenns Yes No
17 Are you thirsty more than usual lately?.....o..ueiiiiiiiiiiii i i e e e e e eeeaees Yes No
18 AT YOU @ SIMOKEIZ. . .t ee ettt ettt teenteeeneeeenaeeeanneeesnnesesnnesssnneessnnsesennnssssnnsssnnsssnnnes Yes No
19  Are you a regular user of sleeping pills, marijuana, tranquilizers, pain killers, etc.?.................... Yes No
20 In the last 12 months have you had any eye SUrgery?.......uieeeiiiiieeiiiiieeieereneeeenneeeanneeeennes Yes No
21 Are you going through any life style changes at this time?.........ccoiiiiiiiiiiiiiiiiiiiiiiiiieeiees Yes No
22 DO YOU WEAE GlaSSES7. . e tnuttettieeeeeteeeereneraneraeeeaneeaeeaaeeanneeaneseessneennesnnessnssnnssnnsenesnnaenes Yes No
23 DToRY(e TN/ gt olo] ] &= Lot ol (=) 1= 2 Y S O PP Yes No
24 DO yoU have 1eNS IMPLants?. . ..cue ittt ee et eert et et eerteeateeneeeneeeeeeneeananaeanneaneeannsennennes Yes No
25 Are you considered legally bliNd?......cooieiiiiiiiiii i it e i e e eeeeeeeaaeeeanaeeaanneesannes Yes No
26 DO YOU €VEr SEE AOUDLEY. . ... eeteteetieet ettt e eateette e e eaeeaeenaaeaneeneeenaesneenneennsennennes Yes No
27 Do you ever see colored halos around lights?.....coeuuiiiiiiiiiiiiiiiiiii i errteeieeeeneeennnns Yes No
28 Do you ever have pain or itching around Your €Yes?........ceiueiiiiiiieiiiiiiiiraieeerereeraeranennnes Yes No
29 Are you susceptible t0 @ye iNfeCTiONS?. ... uiiiit i e et ettt eeneeeeneeeeaaeaaanns Yes No
30 Have you ever been told you have glaucoma?.......cooueiiiiiiiiiiiiii e e e e eeenees Yes No
31 Do you have any other eye problems?. .. ... .veiiiiiiiiii i it ei et eeeineeeeneeaanneeeanneens Yes No



32. Do you have high blood PressUre?.......ee.eerereet et eeteeeteiteieeeieeeaneeaeeenneenneenesenesennennes Yes No

33. Do you ever get pains or tightness in your Chest?.....ccuviiiiiiiiiiiiiiiii i eeieeereee e ceeanas Yes No
34. Does every little effort leave you short of breath?........cceeiiiiiiiiiiiii e Yes No
35. DO YOU haVe @ PaCEMAKET . . e iittieiitttteitteeeieeeeeraeereneeeeerneesenneeeesnaseesnesonseeesnsesennneennns Yes No
36. Do you have a heart MUIMUIZ. ...ttt ettt e e eeneeneanenas Yes No
37. Have you ever been told you have a heart problem of any Kind?.........ccovviiiiiiiiiiiiiiiiiiiniieennns Yes No
38. Do you ever use aspirin or any other blood thinners?.........c..coeeiiiiiiiiiiiiiiiiiiiiiiiiiiieeeees Yes No
39. Do you experience respiratory problems of any Kind?.......ccooiiiiiiiiiiiiiiiiiiiiiiiiiiireiieereieeenns Yes No
40. Do you have asthma and or use an inhaler?........cooiiiiiiiiiiiiiiii i e i e e eernaeeanaaes Yes No
41.  Have you ever been told you have any blood disorders or diseases?..........cccceveiieiniinineenneenennen. Yes No
42. Do you have any motor dysfUNCEION?. ... .iiieiiiiit i e eie e eeeeeeeeeeeeenaesennaeeaanneens Yes No
43. Do you go through periods of deep depression, anxiety or hopelessness?........c.ccevvvevieieniennnennen. Yes No
44. Do you have any hyper-pigmentation or lack of pigmentation areas?........cccvvvevieiieeiinneiennnnnnn. Yes No
45. Do you or any of your family members have keloids (raised scar tissu€)?.........ccoveeiieineininnennen. Yes No
46. Do you have any birthmarks or moles in the procedure area?..........ccevviiiiiiiiiiiiiiieiiiiinenneennns Yes No
47. Do you have any port Wine StaiNs?.........eiueiuiiniitie i ittt eeetenteereeeaneeneanens Yes No
48. Do you have any scar tissue in the procedure ar€a?........covveeiiiieiieiineereieeteeieeerereeeeeneseeenneens Yes No
49. Have you ever been tested for HIVZ. ...t ettt e e eeeee Yes No
1510 R 0 To BV 1Tl -\ (oo 1< o - VPP Yes No
51. Do you have MVP (mitral valve Prolapse)?.....ccueeeeeineieeieiieieiieeit ettt ereeineaeeneeaeeneenneaens Yes No
52.  Have you ever had any plastiC SUMGEIY?. .. .uiue ittt eeieeeeeeiteaeeeneeaneesneeaneeneeenneenns Yes No
53.  Are you presently Under @ dOCtOr’ S Care?. .. cuiiueiiiiittiiiitieeieeteieeteeiteeeaiaeeranneeeaneeseenneeaanes Yes No
54. Have you ever taken the drug ACCULANE?. ... .ciiuiiiniii i e it it eeeeeaeeeneenneeanaennees Yes No
55.  Have you ever experienced any reaction to Novocaine or similar products?.........ccccoeevviiiinnnnnnn. Yes No
56. Do you sun bathe, use tanning equipment or participate in outdoor activities?..........c.ccccevveininnn Yes No
57. Do you ever use teeth bleaching ProduCts?......cvveiiiiiiiiiiiiiiiiiiiiiii i e et eeieeeeeieeeeaaaens Yes No
58.  Are you considering or do you give blood on a regular basis?.........cceeeeeiiiiiiiiiiiiieiiieiiieiiieeenenns Yes No
59. Do you take MUILIVITAMINS?. ... e ittt e i e ettt et eeenaeeeeaeeeaaaesanneeaanneseannees Yes No
60. Do you have any implants or replaCcements?. ... .eeeiereieieietieiteeiteeieeieeeneeeneenneenneesneeenaennens Yes No

If you answered YES to any of the questions, please refer to the # and give explanation on the following lines:

Please list ALL medications (prescription and over the counter) you are currently taking and have taken within the past 12 mons.

Please list any allergic reactions you have to medications:

Please list your facial skin care products (brand and type):

ALL INFORMATION HEREIN IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.

Client’s Signature:




