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This file will be kept strictly CONFIDENTIAL. It is important to answer questions fully and adequately to insure you will receive adapted treatments, taking in consideration particularities of your skin and of your health. Thank you for your collaboration

HEALTH RECORD

   Height: __________________________________
Weight: ____________________________

Are you subject to frequent weight change?____________________

   Are you on a diet or nutritional detoxification? ____________
Since when? ____________________
Amount of weight loss: ____________________

       Do you wear glasses? ________________________________________________________
Contact lenses? ______________________________________________

      Known allergies:​​​​​​​​​​​​​​​​​​​​​____________________________________________________________________________________________________________________

Did you or will you undergo any operations?_____________________________________
Dates:_____________________________________________

_________________________________________________________________________
__________________________________________________

_________________________________________________________________________
__________________________________________________

   Known or suspected diseases or illness: __________________________________________________________________________________________________

Hepatitis B: ______________________________ 
Hepatitis C: _____________________
 HIV infected:____________ 
HIV virus:_________

   Presence or suspicion of tumor:__________
No __ Yes ___Details: __________________________________________________________________________

Known state or danger of thrombosis: No __Yes ___Details: _______________________________________________________________________________________________________________________________________________________________

        Pain:
No_____
Yes ____ Area(s): _____________________________________________________
Heart condition:
No _____Yes__________
Fever: _________________________________________________________________ ________________ ________________________  ______                                                                                 Heart pacer: No __ Yes________
Inflammation: No ___ Yes ___ Area(s):___________________________                   Blood circulation disorders: ______________________________________________________________________

Do your legs feel heavy: No ____Yes _______________________ 
  Varicose veins: No ​​__Yes ~______________________________________________________________________

       Morning oedema (area(s): No ​​__ Yes ________________________
         Blood pressure: hyper: _____ hypo:_________________________
   Feel chilly easily: No __Yes _____________________________  
Hands & feet often feel cold: No __ Yes ___________________________

    Painful menstrual periods: No __ Yes _______________________ 
   Hormone problems: No ___ Yes ______________________          

  Are you in your menopause: No ___ Yes ___________________________________
     Thyroid problems: No ___ Yes _______________________________

Pregnant:
_________ ___________How many months: _______________________ ________________________________
        Suprarenal problems: No ___Yes _______________________________
  Copper I.U.D.: No ___Yes ___________________________________________ 
     Ovarian problems: No ___ Yes ________________________

  Metal inclusions: No ___Yes _____________________________ 
   Tuberculosis: No ___Yes ____________________________________
  Nervousness: No ___ Yes ________________________________ 
   Diabetes: No ___ Yes _______________________________________
  Anxiety: No ___ Yes _________________________________
   Do you heal quickly? No ___Yes ______________________________
  Nervous breakdown: No ___ Yes __________________________ 
   Asthma: No ___ Yes ________________________________________
  Haemophilia: No ___Yes _______________________________ 
   Hepatic disorders (liver): No ___Yes _____________________________
  Spasmophilia: No ___ Yes ______________________________ 
   Hypesthesia: No ___ Yes __________________________________________

Epilepsy: No___Yes_______________________________________________ 
    Other problems:______________________________________________

EAR, NOSE & THROAT INFECTIONS
EXCESSIVE PERSPIRATION


Sinusitis: No ___ Yes _________________________________
Hands: _____
Feet:___
Underarms:_______

   Otitis: No ___ Yes ____________________________________

  Frequent sore throat: No ___ Yes ____________________________
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HEALTH RECORD (cont’d.)

Dental infections: No __Yes ____________________________________ Dental apparatus: No __ Yes ___________________________________

Constipation: No __Yes _______________ 
Colitis: No __ Yes _______________ 
Flatulence: No __ Yes _______________________

Osteoarthritis: No __ Yes __ Region: _______________________________________ 
Neuritis: No __Yes _________________________

Herpes labialis: No __Yes ____________ 
Herpes genitalia: No __ Yes ________ 
Mycosis: No __ Yes ________________________

Pityriasis versicolor: No __ Yes _____________________________________

Other dermatitis:________________________________________________________________________________________________________________

Are you or have you undergone a treatment:
Vitamin A acid: No __Yes __
Date treatment ended:___________________________


Chemical peeling: No __ Yes __
Date treatment ended:___________________________

Other type of Peeling: ______________ 
        Date treatment ended:___________________________

Actual medical treatment:___________________________________________________________________________________________________________

Drugs: Birth control: ____________ 
Soporific (sleeping pills): ____________ 
Other:________________________________________________________

Other illness:_____________________________________________________________________________________________________________________

WAY OF LIFE:

Active:
___________________________________________________ Sedentary:____________________________________________________________

Do you normally sleep well?
No __ Yes __
How many hours average?___________________________________________________

Do you feel rested when you wake?
No __ Yes __

Are you subject to insomnia?
No __ Yes __

Do you exercise regularly? No __ Yes __
Which one(s)?_____________________________________________________________

Are you active in one or more sports? No __ Yes __
Which one(s)?_____________________________________________________________

Do you smoke? No __ Yes __
If so, how many cigarettes a day?_______________________________________________________

Do you drink alcoholic beverages? No __ Yes __
    If so, how much per week? ________________________________________________________________________________________________________________________

Do you skip meals? No __ Yes __
If so, how many per week?_____________________________________________________________

HOW MANY TIMES A WEEK DO YOU EAT?

Pastries:________________
Meat. __________
Fruits: ____________________

 leguminous plants:________________________

Candies: _______________________________
Fish: ___________
Green vegetables:________
Pasta: ____________________________________________________________________

Chocolates: __________________________
Cheese:__________
Other vegetables:________
Potatoes: _________________________________

Dairy products: ____________ 
Cereal, bread: ____________________________


HOW MANY TIMES A DAY DO YOU DRINK?

Water: __________________
Aperitif: _________________
Tea: _____________________

Milk: __________________
Beer: _______________________
Coffee: __________________

Fruit Juices:____________
Wine. _______________________
Infusions:________________


Cola: _____________________

I, the undersigned, recognize the importance of the accuracy of the information provided to ensure the smooth running of the aesthetic treatments I will be receiving.

 Consequently, I confirm this information to be exact.

Customer’s signature:_________________________________________ Dated at______ __________________ 20______

