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Confidential Client History & Consent Form

Date:

Name: D.O.B.:
Address: Ciry: St:_Zip:
Home Phone: Cell Phone:

E-mail Address:

Emergency Contact: Phone:

How did you hear about us (i.e. website, friends name, newspaper, ad, facebook, etc)?

Please list any questions or concerns that you have with your skin and/or the reason for your visit:

Which skincare and cosmetic products are you currently using?

r)Have you been under the care of a physician, dermatologist, or other medical professional
within the past year? oNo oyes

(lfyes, explain)

z) Any recent surgery, including plastic surgery/ oNo oyes

(lf yes, explain)

3) Do you smoke? oNo oyes

4) Do you follow a restricted diet? oNo oyes

5) What is your srress level? oHigh oMediurn olow
6) List any medications or vitamins you are tal<ing regularly

7) Do you wear contact ienses? oNo oyes

B) Have you been exposed to the sun or a tanning bed within the Iast 4g hours? oNo oyes

9o) Do you use or have you ever used Adapalene Hydroxl Acid, Glycolic Acid, AHA, Accutane,
Retin-A, Renova, Deferin, Salicylic Acid or Accutane? oNo oyes

If yes, please explain:



ETERNAL BEAUTY

allergic reaction to any of the following?

Sunscreens

(please circle any that apply)

Fragrance Shellfish Latex

Other: If yes, please explain:

Are you allergic to any rnedications?

l0) Have you ever experienced claustrophobia? ONO o Yes

I l) Do you have a pacemaker. filter or any rnedical device irnplanted? ONO oYes l3) Have you had any of the
following health conditions in the past or present'i

Headaches

Hepatitis

Fever blisters/cold sores

Immune disorders

HIV/AIDS

Poor circulation

Insomnia

Skin diseases/skin lesions

ri Any acti\e inlections
Eczema

Scar easily
Female Clients Onlv

l4)Are ),ou taking an1, oral contraccptives? oNO ,,Yes

l5)Arc you prcgnant or trying to becomc prcgnant? oNo o Yes l0) is the datc olvour last

menstrual cvcle'1..- 

-

update this history. I'hc treatntcnts I rcccivc herc arc voluntarl,and I rclease Iiternal Beautl Mcclical Aesthetics and rny esthetician

il or:r Iialriirrv arrti rs:rrirre lilll rcspa)ns)l)tiity rhcreLrr

I conscnt l0 photos heing used fbr ofllce use/advertising. ONO oyes

Have you ever experienced an

Cosmetics Medicine

Cancer

Hormone Imbalance
High/low blood pressure

Hysterectomy

Spinal injury
Diabetes

Heart problern

Varicose veins

Arlhritis
Asthma

Epilepsy

Food Iodine

Client signature
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MEDICAL AESTHETICS

We respect your privacy. Please indicate your communication preferences:

1. May we release your health information to your Primary Care doctor or
other doctors you are involveil in your care? yes No

2. What is the best way for us to call you reguuding your visit?
. Can we call you at? Home Work
o Can we text you? yes No
o Can we email you? yes No

Cell

Please provide email:
3. If I am not at home or do not answer my cell phone Eternal Beauty Medicat

Aesthetics may leave a message on my answering machine or voicemail:
o To refurn your call
o Leave medical information such as:

o Appointment time
o Lab or X-ray reports
o Medication information

Yes

Yes
Yes
Yes

No

No
No
No
No

leave or give

Phone

o General medical instructions yes
4. I give Eternal Beauty Medical Aesthetics permission to

medical information to the following family or friends:
Name Relation

NOTE: No information will be released concerning un
father, or any other person who feels they should be entitled to any information concerning our
patient- If you wish to release information, the name of the person MUST be provided on this
form. It will be your responsibility to keep this list current. You may remove or names at any
time. Signature and date are required at each revision.

$ignature Date


