Skin Health LLC client consultation card
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Name______________________________________________  D.O.B____________________________

Address______________________________City__________________State______Zip_____________

Phone/Home______________________work_________________________cell____________________

Please Circle best number for appt confirmation.
E- Mail address________________________________________________________________________ 
How did you hear about us? _____________________________________________________________

If Friend Who___________________________________________(for our referral program)

Are you currently a Patient of Dermatology and Skin Health________________________________ 

Please list any allergies that you might have________________________________________________

Please list any current prescription, over the counter medications, or supplements you are currently taking________________________________________________________________________

Are you, or could you be, currently pregnant?  YES    NO. If so, how many months?             


Have you ever had any of the following: Please put an X to all that Apply

Hormone Imbalance     _____



Systemic Disease        _____

Thyroid condition        _____



Varicose Veins              _____

Skin Infections              _____



Heart Disease              _____

HIV/Hepatitis                _____



Spinal Injury                  _____

Diabetes                         _____



Epilepsy
           _____

Cancer

           _____                                                        Severe Back pain          _____

Vertigo

           _____



Recent Surgery             _____

Arthritis                          _____



Other

            _____

Do You…….. Please Put an X to all that apply

Smoke                                                _____

               Wear contact Lenses   _____

Have a metal Implant                      _____

                Have a Pacemaker       _____

Have High/low Blood Pressure  _____


Exercise Regularly       _____

Suntan/tanning beds
               _____
                                Anxiety Disorder          _____

Please circle if any apply:

Do you use Accutane, Retin A, Renova, Avage, Differin, Tazorac, or other chemical exfoliant?

What skin care products do you currently Use____________________________________________

Do you tend to be claustrophobic________________________________________________________

What are your goals for today’s treatment ________________________________________________

I have completed the above information and certify that I do not have any other health conditions or allergies. 
WAIVER AGREEMENT CONTRACT

I hereby consent Skin Health LLC to perform discussed treatment(s) procedure(s) on me and in consideration of their doing so I hereby release and forever discharge Skin Health LLC from all claims, demands damages action or cause of action arising out of the performance of discussed treatment(s). 
Signature____________________________________Date_______________________

Parent or Guardians signature_____________________________________________
