Health Questionnaire

Occupations
1 .
“ Profession: Sportsactivitieshobbies |
Do you expose yourself to the sun? Yes O No O Outside act. O Tanning bed O Selttanning spray O
- Self-tanner O
General Hygiene Habits

How oftan do you visit beauty salons?
Do you have specific concems regarding your skin ?
Which beauty producis do you use at home? From which brand?

O Cleanser: O Night cream: (O Bady (milk/gel/bath)
© Day cream: O Lips/eyes: (O Exfoliant:
QO Lation: O shaving: O Mask:
O Makeup: O Aftershave: O Other:
Epilation-Specific:

Have you ever undergone electrctysis treatments? Yes (O No QO

On which part of the bogy? Forhowlong?— Date of last session!
Have you ever undergone laser/IPL ireatments?  Yes O No O

On which part of the body? Forhowlong7— Date of last session:
Have you had-a sudden pilosity cutbreak on the treated region(s)? Yes Q) No QO

For how long: Where 7 Reason?.

Temporary Methods Used :

O Wax QO Deccloration O sugar O sanding
O Shaving O sissors O Depilatory cream O Tweezers
O Eiecrric Epilator QO Threading © Home light-based epilator

Frequency: Last epilation!

I, the undersignad, declare that | have answered the questions above 1o the best of my knowledge and that | release from liability the salon, its manager
and all its personnel from ary damage or incident that may occur during treatment. It is my. Sofe resposibifity to inform the technician or practitionsr of any
change in my situation,

Client’s signature Date:
Dates Changes Initials | Dates Changes Initials | Dates Changes Initials
vesQ No QO ves O No O Yes O No O
Yes O @) ves O No O Yas O @)
YesQ | QO YesO | N O vsQ | NeO
YesQ | NnoQ YesQ | NeO Yes@ | NeO
YesQ | No O YesQ | NeQO Yes@© | No O
vesQ | MO vesQ | Ne QO YesO | No O
YesQ | neQO YesQ | NoeQ vesQ | NoQO
YesQ | QO YesQ | NoQO YesQ | NoQO
Yes O Ne O Yes O No O Yeso No O
YesQ | Ne QO YesQ | NoQO wsQ | N O

Each client mugt write down their initials in the provided space at each visit in order to confinm that the infarmation provided previously is still valid,
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Health Questionnaire

File #:

General information

Surname: Name:

Genger: OMale O Female Date of Birth:

Address: City: Postal Code

Phone (res./cell) - {work) : Referred by:

Are you being subjected to a madical follow-up? Yes QO No O

Name ¢f doctor: Medical provider

Do you suffer from allergiesfintolerances ? Sun-related ? YesO No O

Past or upcoming surgical interventicns | General anagsthesia: Yes O No O

Are you pregnant? Yes O No O  Last pregancy Menopause Yes O N QO

Do you foliow 2 particular dietary regimen?: Yes O No O Do you believe you have a well-balanced diet?: ves(Q No O_
Do you take medication? Yes O No O If so, specify:

© Hormones O Antidepressant QO steroids | Do you use/eat/ 7

QO Contraceptive pili O Anticoagulant O Naturopathy drink:

O Contraceptive implant O Anti-histamine (O Homeopathy O Alcohol O Spicy food

O Caortisone O Asgirin O Sedatives O Coftee/Tea O Ghocolate

O Antinflammatory O Accutane QO Diuretics QO Tobacco O Fast Foad

O Antibiotics QO Gold salts QO brugs O Water (8 glasses/day)

O Protein supplements Other

Do you have:

| O Tatioos O Keloids O Psoriasis O saline implants O Cachlear implant O Metal inclusion

(O sScars O Scavies O Hues O Contact leases O Dental implant Qo

O Piercings OE&czema QO vitiligo O Retinal prosthesis O Pacemakar O Regular menstrual cycle
Do you suffer or did you suffer from: .

O skin diseases QO Osteoporosis O Mononucleosis OH

O Prolonged bieeding QO Arthrosis O Burnout O Gancerfremission

O Haemophilia O Arthriti O Claustrophobia (O skin cancer

QO Anemia O water retention O Qvarnian disorders (O Diabetes (type 1 and 2}

(O Heart conditicns QO Raynaud's disease © Potycystic ovary syndrome O Hypoglycemia

QO Arterial disorders O Infactious diseesa O Adrenal gland problems O Nervous disorders

Q High cholesterol O immune disorder © Thyraid disorders O Epilepsia

QO Anerioscierosis O Tuberculosis O Constipation O Ankylosis

QO Girculatory problems O Respiratary problems O Intestinal problems O Fibromyalgia

O Phiegitis (Thrombophlebitis) O Asthma O Kidney disease (O Loss ot sensitivity

QO Varicose veins O Bronchitis QO Herpes QO Paralysis

QO Varicositis © O Emphysema O Hepatitis A/B/C O Musculoskaletal issues

O scoliosis QO Ghronic exhaustion Q~ADs

Other .

Did you ever undergo:

O Chemical peeling O Betox or dermal fillers QO Laser resurfacing

O Mechanical dermabrasion O vitamin A {retincid acid) (O Rejuvenation techniques

@ AHA / BHA / PHA O Hydroquinone O Themocoagulation

Please provide any additional information that you deem appropriale regarding your health and/ar medical history:




