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Aesthetic Booking Information
Please complete form and bring it to your first consultation
Date______________________

Surname _________________________________________________

First names________________________________________________

DOB dd/mm/yy ___________________________________________

Address ___________________________________________________

___________________________________________________________

Mobile No_________________________________________________

Home No__________________________________________________

Email _____________________________________________________

Occupation ______________________________________________

How did you hear about us ________________________________

Main area(s) of concern – what would you like to be improved?_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical History – past or present conditions. Please answer yes or no, and use the space at the end to give details where you have answered yes.
Are you or is it possible that you may be pregnant?   

Yes/No

Are you breastfeeding?






Yes/No

Do you have any history of abnormal (keloid) scars?

Yes/No
Do you have any history of abnormal skin pigmentation

Yes/No

(lighter or darker) following surgery?
Tanning (or tanning products) in the last 4 weeks?


Yes/No

Cold sores (past or present)?





Yes/No

History of easy bruising?






Yes/No

Active skin infection?






Yes/No

Moles that have recently changed, itched or bled ?

Yes/No

Asthma?








Yes/No

Allergies? 








Yes/No
Skin sensitivities to cosmetic or medical applications?

Yes/No
Previous skin cancer?






Yes/No
Thyroid disorder?







Yes/No

Nerve or muscle condition?      





Yes/No

Autoimmune condition (e.g. rheumatoid arthritis, lupus etc)? 
Yes/No

Blood disorders?







 Yes/No

Hepatitis? 








 Yes/No

HIV?









 Yes/No

Heart conditions? 







 Yes/No

Diabetes? 








 Yes/No

High blood pressure? 






 Yes/No

Previous skin disorders?





   
 Yes/No

Fainting or syncope with previous procedures?


 Yes/No

Previous skin photosensitivity?





 Yes/No

Any regular medication taken (please list at the end)?

 Yes/No
Do you take steroids?






 Yes/No

Do you take regular aspirin? 





 Yes/No

Further information
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I certify this information is complete and accurate

Signature ___________________________________________________________

Internal use only

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
