
Medical History

Name:________________________________________  DOB: ___/___/_____   Sex:  M   F     Gender: ______
Have you received any skin tightening treatments in the past?  YES   NO
Date of last treatment: ___/___/___  Type of treatment: _____________________________________________
Were you happy with the results? ________ If not, why? ___________________________________________
Are you currently under the care of a physician?      YES      NO      If yes, what condition(s) are you being treated for? ________________________________________________________________________________
Physician Name:____________________________________________________________________________
Medications/Supplements:____________________________________________________________________
Allergies to any of the following:
· Antibiotic Ointments
· Anesthetic (epinephrine, lidocaine, other medications ending in “caine”)
· Latex Protein
· Metal allergies. Please list: ________________________
· Other allergies: ________________________________________________________________________
_______________________________________________________________________________________

Female Client Medical History

In Menopause:   				YES  		NO 		
Hormonal Imbalance:			YES		NO
Pregnant or Possibly Pregnant:		YES		NO
Hormones (topical/oral/injected):		YES		NO

Medical History Expanded

Do you have or have a history of the following:

☐Cancer					☐Organ Transplant			☐Anemia			
☐Dermatitis/Eczema			☐Heart Condition			☐Jaundice
☐Psoriasis/Keratosis			☐Hepatitis				☐Viral Infections
☐Vitiligo/Lupus				☐Keloid Scars			☐Autoimmune Disease
☐Bleeding Disorder				☐Kidney Disease			☐Diabetes
☐Moles in procedure area			☐Botox/Fillers			☐Blood Thinners
☐Scars in procedure area			☐Cold Sores				☐Currently sick
☐Acne in procedure area			☐Accutane				☐Eye Disorder/Disease
☐Tobacco/Vaping/Marijuana		☐Immunodeficiency			☐CPAP Machine
☐Respiratory problems                             ☐Problems with scars healing        ☐Lymphatic problems   
                                                            
                                                  ☐None of these apply
Technician Notes: ________________________________________________________________

Skin Type

Please circle your skin type based on the following scale and personal experience:
If you are in the sun at 3pm for 30 minutes with NO SPF do you………

 I	Always burn, do not tan (Pale white skin, blue/green eyes, blond/red hair)
II	Burn easily, tan poorly (Fair skin, blue eyes)
III	Tan after initially burning (Darker white skin)
IV	Burn minimally, tan easily (Light brown skin)
V	Rarely burn, tan dark easily (Brown skin)
VI	Never burn, always tan dark (Dark brown or black skin)
Ethnicity: _____________________________________________
[bookmark: _heading=h.gjdgxs]Do you have oily, dry, or combination skin? ____________________________________________________


Other

Are you in generally good health?    YES     NO
Do you feel mentally and physically fit to have the PlasmaLift procedure done?    YES     NO
Do you have any travel plans to warm/sunny places within the next 2-3 weeks?    YES     NO

Any information that might be helpful to your technician regarding your medical history, current health, or allergies?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Vitals (for technician)
Blood Pressure: _______/________                                                     Temperature: _________


I understand the importance of my accurate and complete medical history. I understand that withholding any medical information may be detrimental to my health and safety during and after the procedure. I understand that if there is any change in my medical history, it is my responsibility to report this to my technician before initial and/or any further/subsequent treatments. 


Client Signature: _________________________________   Date: _____________________

Printed Name: ___________________________________
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