Patient Consultation
Please Print:

Name _____________________________

Natural Hair Color: Black ___ Brown ___ Blond ___ Gray ____ Other___

Past or present illnesses if any:

Present Medication ( Accutane, Antibiotics, Aspirin, Antiviral, Iron Supplements, Gold therapy, coumadin drugs which may cause photosensitivity this includes herbal supplements)

List Medications and Dosages: ______________________________________________

Check if a patient has history of the following:

___ Psoriasis                                           ____ Laser Resurfacing

___ Skin Cancer                                     _____ Chemical Peel
___ Keloid/ hypertrophic scars             _____ Contraceptives
____ Herpes                                           _____ Infection at site
____ Vitiligo



   _____ Implants/injectables/permanent make up
_____ Hairy Moles                                ______ Aspirin

Area (s) to be treated: _____________________________________________________
Have you had any recent tanning or direct sun exposures, self tanners, spray tans that changed the color of your skin? Yes ___ or No ___

Do you have any tattoos? If so please list location: ____________________________

Are you pregnant? Yes ___ or No ____ LMP _______
Have you had any of the following hair removal methods in the pas six weeks?

____ Shaving _____Waxing ____ Electrolysis ___ tweezing ___ threading                  ____ Depilatories _____ other

I here by agree that the information listed above has been reviewed and presented with my clear understanding of what this procedure involves. All of my questions have been addressed to my satisfaction.

Patients Signature ___________________      Date: __________________          

Patient Print ________________________                    

Witness: __________________________     Date: __________________          

