PERMANENT/SEMI-PERMANENT CLIENT INFO & MEDICAL HEALTH FORM

CLIENT NAME: DATE OF BIRTH:
ADDRESS:

PHONE: EMAIL:

Referred By: Occupation:

Primary Physician Name & Phone Number:

Please list any medications you are currently taken and/or have taken in the past 6 months:

DO ANY OF THE FOLLOWING CONDITIONS / SITUATIONS PERTAIN TO YOU? YES NO

Allergic to latex, metals, hair dye, lidocaine, paints, crayons, glycerin, cosmetics
Any other known allergies? Please list:

Have you received chemotherapy treatment within the past 6 months?
If yes, please enter date of final treatment:

Do you suffer from Hepatitis, or other risk factors for blood borne pathogen exposure, or any other
communicable disease?



Do you suffer from a medical skin condition such as Keloids or hypertrophic scarring, psoriasis, or any
current open wounds or lesions?

Do you use Retin-A, Glycolic Acid, Vitamin C or other exfoliants?
If yes, please list:

Are you currently on steroids or anti-inflammatory medications?
If yes, please list:

Are you currently under a physician’s care for any condition?
If yes, please describe:

Primary Physician’s
Name:

Address:

Phone:

Is there anything else | need to know about your health or healing that could complicate this
procedure? If yes, please list here:

| HEREBY CERTIFY THAT ALL STATEMENTS CONTAINED WITHIN THIS DOCUMENT HAVE BEEN READ,
UNDERSTOOD, AND ANSWERED ACCURATELY, AND ARE TRUE TO THE BEST OF MY KNOWLEDGE

CLIENT NAME (Printed):

CLIENT SIGNATURE: DATE:

TECHNICIAN SIGNATURE: DATE




