
  

 

Name:  _______________________________________________________   Date:  ______________2011 
Address:  ______________________________________________________________________________                                                                                     
.                                   Street                                   City                            State                               Zip              
Cell Phone:  (          )_______-___________________    E-mail:_____________________@___________ 
Referred By:  _________________________________    Do you or have you ever smoked?    Yes     No       

TO AVOID UNFORESEEN COMPLICATIONS, PLEASE ANSWER THE FOLLOWING                   
Yes   No   Have you had any alcohol, aspirin or blood thinning products within the last 7 days?                      
Yes   No   Do you have history of cold sore, herpes, or fever blisters?                                                              
Yes   No   Are you sensitive to Latex?                                                                                                                
Yes   No   Have you ever had a reaction to products with a petroleum base?  (e.g. Vaseline or A&D Oint.)        
Yes   No   Have you had a chemical or laser peel?  If so, when?  __________________________________   
Yes   No   Do you have problems healing?                                                                                                           
Yes   No   Are you currently undergoing radiation or chemotherapy?                                                                
Yes   No   Are you currently using Retin-A or “Alpha Hydroxy” skin care products?                                        
Yes   No   Do you wear contacts?  If yes, they must be removed for eyeliner procedure.                                                              
Yes   No   Have you had permanent make-up procedures before?  Any Problems?__________________ 
Yes   No   Are you allergic to any topical antibiotic preparations or desensitizers?  (Polysporin or Caine)   
Yes   No   Do you wear pacemaker?                                                                                                                   
Yes   No   Are you presently taking any medications, including immunosuppressive, such as steroids      
Yes   No   Are you allergic  to any skin care products?  If yes please name: __________________________ 
Yes   No   Is there any history of skin diseases or remarkable skin sensitivities?                                                
Yes   No   Are you currently taking Vitamins A, D, C and/or E in any form?                                                     
Yes   No   Are you pregnant or nursing?                                                                                                                  
Yes   No   Are you required to take antibiotics during dental or invasive medical procedures?                         
Are you under a doctor’s care?  ________________________  Doctors Name:  ______________________  
What condition(s) are you being treated for?  _________________________________________________   
Have you taken any medications today (please list, including herbal remedies)?  _____________________  
______________________________________________________________________________________  

 PLEASE CHECK ANY OF THE FOLLOWING WHICH PERTAIN TO YOU                                             
___  Heart Conditions ___  Epilepsy/seizures ___  Hyper-pigmentation ___  Allergies to make-up  
___  Hepatitis  ___  Aspirin consumption ___  Accutane  ___  Autoimmune prob.     
___  Anemia  ___  Hypo-pigmentation ___  Fainting  ___  High BP                      
___  Low BP  ___  Keloid Scars  ___  Fever Blisters ___  Cold Sores                              
___  Bleeding prob. ___  HIV  ___  Lupas  ___  Depression             
___  Skin Cancer  ___  Rosacea  ___  Bruise/swell easily ___  Cosmetic Surgery 
___  Surg. On eyes ___ Glaucoma  ___ Eye infections ___  Shingles near eye 
___ Diabetes  ___ Sinus Problems ___  Migraine headaches ___  Tendency to bleed       
___  Ocular herpes ___  Cancer  ___  Stroke/chest pains ___  Tendency to scar                                                                                                                                

Please explain:__________________________________________________________________________ 
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Medical Profile For Permanent Make-up 
 

 


