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Confidential Medical History Form

This questionnaire will form part of your confidential clinical records. If you are unsure of any answers, or have any other questions, please do not hesitate to ask prior to treatment.
Is there any possibility that you are pregnant? 


Yes (  No (
Are you breast feeding? 





Yes (  No (
Do you suffer from any allergies to foods, medicines, 
 Insect bites or any other reactions? 



Yes (  No (
Have you ever had an anaphylactic reaction?


Yes (  No (
Are you currently seeing a doctor or clinic? 


Yes (  No (
Are you receiving treatment for any medical condition? 
Yes (  No (
Are you taking any other medication or supplements?

Yes (  No (
Do you carry a warning card? 




Yes (  No (
Are you prone to fainting? 





Yes (  No (
Do you bleed and bruise readily? 




Yes (  No (
Have you recently had any surgery? 



Yes (  No (
Are you undergoing any dental procedures? 


Yes (  No (
Do you suffer from Herpes Simplex (cold sores)? 

Yes (  No (
Do you suffer from seborrhoeaic dermatitis, rosacea, 

psoriasis, keloid or hypertrophic scarring 

or any other skin conditions?




Yes (  No (
Have you had chemical hair treatments in last 24 hours?
Yes (  No ( 

Are you planning chemical hair treatments in next 24 hours?
Yes (  No (
Have you undergone any chemical, mechanical or laser skin 
resurfacing in the last six weeks? 




Yes (  No (
Have you ever had any facial cosmetic injectables? 

Yes (  No (
If yes, please complete the below:

Date:__________________Treatment:__________________________

Comments:___________________________________________________________________________________________________________________________________________________
Do you smoke?
Yes (  No (                           Units of alcohol per week:______________
In the last 2 weeks have you had intense exposure to the sun on holiday or made use of sunbeds and do you plan to in the next 2 weeks?
______________________________________________________________________________
SIGNATURE____________________    DATE_______________
PRINT NAME____________________   D.O.B._______________


