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MEDSPA AT BADHAIRDAY

CLIENT PROFILE & HEALTH HISTORY

Last Name: First: Middle:
Email Address: Birth Date: Age: Sex:
| | | | Male[d Femaleld
Street Address: Home Phone: ( ) Mobile Phone: ()
Work Phone: ()
Please Circle Prefered Contact Number
P.O. Box: City State Zip:
Occupation: Employer:

Ethnicity: Caucasian[] Hispanicl Asian[] African American[_] Middle Eastern[] Mediterranean] Other[]

How did you hear about Us? |

Emergency Contact:

Relationship: Phone:

ARE YOU ALLERGIC TO SOY? YESo NOc

Do you have any other Allergies: |

Do you have any history of allergies to medications in the "caine" family (i.e. Lidocaine, Novacaine, Etc.) YESO NOO

Please Check All That Apply:

Are You Pregnant? [ Breastfeeding? [0  Date of Last Menstrual Preiod? __/  /  Alcohol? 0 How Many Per Week?
Suffered a Stroke? [ Smoker? O How Many Per Day? Date of Last Aspirin, Advil, Excedrin, Etc? __ /  /
OlAnxiety OAsthma OlAutoimmune Disease [1Bleeding Disorder [Blood Diseases [Bruise Easily

ClCancer CDiabetes CJEndocrine Disorder OGlaucoma CHeart Dsease CHepatitis

ClHerpes ClHypertension CIHigh Cholesterol OHIv OHRT Olinfections

ClJaundice OLiver Disease ClLow Blood Pressure ~ [IMelasma COMenopause CINeurological

OPsoriasis OPulmonary Disease [1Renal Disease OSeizures CIShingles O Tattoos

OThyroid Disorder [Vitiligo IBlood Clots CHistory of Eanting Disorders OOther

Current Medications, Vitamins, or Herbal Renedies: |

Are you being treated for any Medical Conditions? If yes, please list:

Surgical History: |

Primary Care Physician: | [Phone Number: |
Check Area/Areas of Intrest: [1Botox [lFillers [1Skin Rejuvenation
[1Other Skin Care (Microdermabrasion/ Chemical Peels)

CLaser Hair Reduction Area(s): |

I am willing to be contacted by The MedSpa at Bad Hair Day?,
or its agents about opportunities to be interviewed by the media about my treatment and results. OYes [ No

/] [

Patient Signature

Date Kelly King, MD Date



