Client Questionair Form 
	Full Name:
Address:

Phone:

	Date of birth

	Gender  F  FORMCHECKBOX 
 M  FORMCHECKBOX 
 
	Age

	1
	YES
	NO
	Are you pregnant or nursing?
	27
	YES
	NO
	Do you consume aspirin or pain killers daily?

	2
	YES
	NO
	Have you had any alcohol, energy or caffeine drink in the last 24 hours?
	28
	YES
	NO
	Are you under treatment for depression?

	3
	YES
	NO
	Have you ever had cold sores or fever blisters?
	29
	YES
	NO
	Do you currently wear fake lashes?

	4
	YES
	NO
	Do you have any allergies to latex?
	30
	YES
	NO
	Are you sensitive to petroleum-based products?

	5
	YES
	NO
	Have you had a laser or chemical peel or beautifying surgeries/treatments within last 12 months?
	31
	YES
	NO
	Do you have Botox or other beautifying injections?

	6
	YES
	NO
	Have you ever had any permanent cosmetics or tattoos applied? If Yes, specify when and where.
	32
	YES
	NO
	If you have permanent cosmetics or tattoos did you have any problems with healing after they were applied?

	7
	YES
	NO
	Do you bruise easily?
	33
	YES
	NO
	Are you undergoing radiation or chemotherapy treatment?

	8
	YES
	NO
	Is your skin oily with enlarging pores?
	34
	YES
	NO
	Are you now, or have you ever been on the acne treatment Accutane?

	9
	YES
	NO
	Do you wear contact lenses?
	35
	YES
	NO
	Are you wearing a pacemaker?

	10
	YES
	NO
	Are you allergic or sensitive to any metals, 
for instance, metals used for jewelry?
	36
	YES
	NO
	Do you take prescription drugs?

	11
	YES
	NO
	Do you have any problems healing from small wounds?
	37
	YES
	NO
	Are you anemic/have iron deficiency?

	12
	YES
	NO
	Have you ever use Latisse or other lash/brow growth product in the past 3 months?
	38
	YES
	NO
	Do you have a history of skin sensitivities?

	13
	YES
	NO
	Do you use tobacco? If you use tobacco you may heal slower and this affects the timing on scheduling a touch-up appointment, if applicable.
	39
	YES
	NO
	Do you have any medical condition that has resulted in a medical professional requiring you to premeditate with an antibiotic prior to a dental or other invasive procedure?

	14
	YES
	NO
	Do you have any heart conditions?
	40
	YES
	NO
	Do you have allergies to topical makeup?

	15
	YES
	NO
	Are you diabetic? If so, Type 1 or Type 2?
	41
	YES
	NO
	Do you have dry eyes?

	16
	YES
	NO
	Do you have any autoimmune disorders?
	42
	YES
	NO
	Do you intentionally tan - direct sun or tanning bed?

	17
	YES
	NO
	Are you sensitive or allergic to skin care cosmetics/ingredients, hand creams or body lotions?
	43
	YES
	NO
	Do you personally have any history of cancer?

	18
	YES
	NO
	Do you have your lips injected with filler materials?
	44
	YES
	NO
	Do you have a history of stroke or heart attack?

	19
	YES
	NO
	Are you going soon for any plastic surgery or beautifying procedure? What kind? When?
	45
	YES
	NO
	Do you have problems being anesthetized for a dental procedure?

	20
	YES
	NO
	Do you hyper pigment? (Tendency to develop dark spots on the skin from wounds or sun)
	46
	YES
	NO
	Do you hypo pigment (lack of pigment on the skin)?

	21
	YES
	NO
	Do you tend to develop keloid or hypertrophy scars?
	47
	YES
	NO
	Are you allergic to hair dyes or makeup cosmetics?

	22
	YES
	NO
	Do you scar easily from minor skin injures?
	48
	YES
	NO
	Do you have glaucoma or any other eye disease?

	23
	YES
	NO
	Do you have any seizure related conditions?
	49
	YES
	NO
	Do you have arthritis?

	24
	YES
	NO
	Do you have a tendency to faint or become dizzy?
	50
	YES
	NO
	Do you have a high or low blood pressure?

	25
	YES
	NO
	Do you bleed excessively from minor cuts?
	51
	YES
	NO
	Do you have sinus problems?

	26
	YES
	NO
	Do you have prosthetic implants?
	52
	YES
	NO
	Do you have any type of hepatitis?


If you answered "Yes" to any questions above, use the space below and the reverse side of this form to provide an explanation. Correlate your explanations to a specific question number - Please list ALL of medical conditions and medications. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________

I understand, have read and completed this questionnaire truthfully. I agree that this constitutes full disclosure, and that it supersedes any previous verbal or written disclosures. I understand that withholding information or providing misinformation may result in contraindications and/or irritation to the skin from procedures received. I am aware that this is my responsibility to inform the technician of my current medical or health conditions and to update this history. The procedures I receive here are voluntary and I release Om Spa, LLC and/or technician from liability and assume full responsibility thereof. 

Client Signature: _____________________________________Date: ________________________
