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PERSONAL INFORMATION

DATE 





LAST NAME 





 FIRST 





M.I. 



STREET ADDRESS 




 CITY 


 PROV 
       POSTAL CODE 



HOME PHONE 
   



 WORK PHONE 


 CELL PHONE 





EMAIL 







WE CONFIRM APPOINTMENTS. DO YOU WANT US TO 
○ TELEPHONE
or
○EMAIL
DO YOU WISH TO BE NOTIFIED OF SPECIAL PROMOTIONS OR RECALL APPOINTMENTS?
○ YES
○ NO

○ YES, BY PHONE AT 





 OR EMAIL AT 








○ NO, I DO NOT WANT TO BE TELEPHONE OR EMAILED 

DATE IF BIRTH (MONTH/DAY/YEAR) 


 AGE 

 
SEX
○ MALE

○ FEMALE

WHERE DID YOU HEAR ABOUT US? (PLEASE BE SPECIFIC)

○ MAGAZINE 


 ○ INTERNET 


 ○ REFERRAL 








○ NEWSPAPER 





 ○ OTHER 







I AM INTERESTED IN (PLEASE CHECK ALL THAT APPLY):

○BOTOX


○RESTALANE / PERLANE/JUVIDERM 

MEDICAL HISTORY

1. ARE YOU CURRENTLY BEING TREATED FOR ANY CONDITIONS? IF YES, PLEASE SPECIFY.

2.     ARE YOU CURRENTLY TAKING ANY MEDICATION, INCLUDING HERBAL PREPARATIONS, MEDICAL PATCHES OR ASA? IF YES, PLEASE SPECIFY.

3.     DO YOU HAVE ANY ALLERGIES? IF YES, PLEASE SPECIFY.

4. HAVE YOU EVER USED (OR ARE CURRENTLY USING) RETIN A OR GLYCOLIC ACID? IF YES, PLEASE SPECIFY.

5.      DO YOU HAVE ANY TATTOOS OR PERMANENT MAKEUP IN THE AREA TO BE TREATED? IF YES, PLEASE SPECIFY.

6.
ARE YOU CURRENTLY PREGNANT?












7.     HAVE YOU EVER HAD RESTYLANE, PERLANE, ARTECOLL, DERMALIVE, DERMADEEP, SILICON, SCULPTRA OR BOTOX INJECTIONS IN THE AREA TO BE TREATED? IF YES, PLEASE SPECIFY.
17.
DO YOU HAVE ANY PARTICULAR SKIN SENSITIVITIES?











Please sign below to indicate all the information on this form is accurate and complete.

SIGNATURE 






 
DATE 
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