Medical History Form 


Mr / Mrs / Ms / Miss  

Last Name: ____________________________   First Name: ___________________________
Address:  ____________________________________________________________________
Email: _____________________________________  May We Email You Information?  Y / N
Which is the best number to reach you on? (______)_______-__________ (Cell / Home / Work)
Alternate Number: (______)_______-_________  (Cell / Home / Work) 
Date of Birth: M____ D____ Y____  Gender: M / F / Other______________________________  Occupation:___________________________________________________________________
In case of an emergency, whom may we contact? ( Please provide full Name) _______________ _____________________________________________________________           
Phone #: (______)_______-___________ (Cell / Home / Work)
Relationship to you: ____________________________________________________________

How did you hear about us: ______________________________________________________

Do you have a family physician?    Y / N    
If yes Name:__________________________________________________________________
Frequency of visits: ____________________________________________________________ 
How do you rate your overall health?  ______________________________________________
Have you been hospitalized or had surgery in the past 12 months?    Y / N  
If yes please indicate date: M___ D____ Y____  
Reason for hospitalization / surgery? ______________________________________________
Existing or Recent Illness? ______________________________________________________
Are you taking any medications or herbal supplements? (Please list all medications and reason for each) ________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________

Do you use tobacco or tobacco products?  (List Product Used) ____________________________________________________________________________
If yes, how often?  _____________________________________________________________

Please list all allergies:  _________________________________________________________
Have you ever had an allergic reaction to a product applied to your skin?  Y / N  
If yes, which products or ingredients?   _____________________________________________



Have you had any of these health conditions in the past or present? 
(Please check all that apply and provide additional information) 

	HIV
	Anxiety / Depression 

	Hepatitis
	Mental Health Concern /  History of Addiction 

	Herpes Virus 
	Epilepsy / Seizures 

	Sexually Transmitted Disease 
	Shortness of Breath / Chronic Cough 

	Cancer	
	 Bronchitis / Emphysema 

	TB
	Asthma

	Heart Condition / Heart Disease 
	Arthritis

	Chronic Congestive Heart Failure
	Eczema / Psoriasis 

	Stroke 
	Melasma 

	High / Low Blood Pressure 
	Hypersensitivity 

	Pacemaker or Similar Device

	Acne 

	Internal Pins / Wires / Artificial Joints / Metal Implants 
	Infectious Disease 

	Hypothyroidism / Hyperthyroidism
	Muscular Diseases (M.G., E.L., Als) 

	Diabetes
	Phlebitis / Varicose Veins 

	Allergy to Cow's Milk Protein 
	Other 




Additional comments or concerns:  ________________________________________________

Have you had recent sun exposure?  Direct sunlight / artificial tanning bed / self tanner
List all aesthetic procedures or cosmetic injections performed within the past 6 months:
____________________________________________________________________________
When was your last aesthetic procedure? ___________________________________________
Describe your skin and your skin care regime:  _______________________________________
What skin care products are you currently using:______________________________________

Do you use Accutane, Retinol, Tretinoin or prescription Vitamin A on your skin? Y / N
If yes, please specify: ___________________________________________________
Are you currently under the care of a dermatologist?  Y / N

Do you have a specific skin condition that you wish to correct? 
___________________________________________________________________________

What do you hope to accomplish during your treatment today? 
____________________________________________________________________________

Women only, are you breastfeeding?  Y / N   
Are you pregnant or planning to become pregnant ?  Y / N   
If yes to being pregnant, when is your expected due date? _____________________________   

Before and after pictures may be taken to review the progress of your skin.  May we use these pictures for the purpose of social media advertising without revealing individual identifying characteristics or name?  Y / N 

I certify that the information above is true and correct.  I understand that it is my responsibility to inform the staff performing my treatment, at Clinique De Mode, of my current medical or health concerns, which are essential for proper treatment, outcome, and results. 
I understand that the information provided is confidential and will not be shared with anyone that is not directly involved with my treatment at Clinique De Mode. 

I hereby give my consent and authorization voluntarily and release this establishment and its agents of any claims that I have or may have in connection with the treatment. 
I have been informed of the procedure, possible side effects, contraindications, as well as pre and post care and I understand that result may vary on an individual basis and no results are guaranteed.


Client Name (Please Print) _________________________  Signature ___________________
Name of Nurse / Physician _________________________  Signature ___________________

Date ______________________



 












I hereby confirm that there has not been a change in my medical history since my last visit. 
I have read my original consent for my service _________________________________ and have no questions or concerns.  I agree to follow my post treatment care as suggested by _____________________________________________________________. 

_____________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date
______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date

______________________________ ___________________________
Signature                                             Date


