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IIMELESS

MEDICAL SPA & WEIGHT LOSS





CLIENT INFORMATION

PATIENT NAME: ________________________________________________________________________DATE:____________________

DATE OF BIRTH __________________   AGE_________    ⁭ MALE       ⁭ FEMALE 

ADDRESS: ________________________________________________________________________________________

CITY_______________________________________________ STATE_____________ ZIP CODE: ________________

HM PHONE: _____________________WK PHONE:___________________CELL PHONE:______________________

E MAIL ADDRESS: ______________________________________________ OCCUPATION: ____________________

EMERGENCY CONTACT: __________________________PHONE:_________________ RELATION:_____________

HOW DID YOU HEAR ABOUT US? _________________________________________________________________
What procedures are you interested in? (Please check all that apply)

⁭
BOTOX:   Reduces fine lines and wrinkles safely and effectively.

⁭
FILLER INJECTIONS: Long lasting injectable filler that helps fill lines and wrinkles.

⁭
LASER HAIR REDUCTION: Effective, long lasting hair reduction with little or no discomfort.

⁭
PHOTO REJUVENATION: Treats diffuse redness, veins, brown spots and sun damage.  Also helps with tone and texture.

⁭
LIPODISSOLVE: Excellent nonsurgical treatment for sculpting body areas not reduced by diet and exercise.

⁭
MICRODERMABRASION: Skin resurfacing system to help reduce the appearance of acne, fine lines, rough texture and superficial hyperpigmentation.

⁭
FACIAL & PEELS: Personalized treatment to address specific skin concerns.

⁭
CUSTOM SKIN CARE: A customized skin care regime designed for your specific skin needs.
⁭
CO2 RESURFACING: Unique resurfacing tool that promotes skin rejuvenation while treating a variety of applications including uneven tone and texture, sun damage, acne scarring, benign lesions and scars.
⁭
VASCULAR TREATMENT: Eliminate unwanted facial and leg veins.
⁭
LASER GENESIS: Helps tighten the skin, minimize pores, increase collagen production to help with fine lines and wrinkles and target and treat diffuse redness or Rosacea.
What are the cosmetic improvements/ expectations you wish to have from this procedure? 
_________________________________________________________________________________________________
Which of the following describes your skin? (Check all that apply)

⁭
Very oily skin
⁭
Oily skin
⁭
Combination Skin (Oily “T” zone with dry to normal cheeks)

⁭
Flakey and/or dehydrated surface
⁭
Normal
⁭
Dry/dehydrated
⁭
Congested (blackheads and/or breakouts)
⁭
Acne (severe comedic or cystic acne)
Please further describe your skin:
	⁭ Thick
	⁭ Thin
	⁭Firm
	⁭Mature
	⁭Wrinkled

	⁭ Acne Scars
	⁭Active Acne
	⁭Blackheads
	⁭Whiteheads
	⁭Cysts

	⁭ Large Pores
	⁭Sun Damage
	⁭Uneven or Blotchy
	⁭Patchy Dry Areas 
	⁭Facial Veins 

	⁭ Rosacea
	⁭Keratosis
	⁭Hyperpigmentation (brown spots)
	⁭Hypopigmentation (white spots)
	


Describe your wrinkles:  
      ⁭ Mild    ⁭Moderate   ⁭Severe 

Do You Wear Contact Lenses? ⁭Yes     ⁭No
      Are They In Now? ⁭Yes     ⁭No

Do You Smoke?

      ⁭Yes     ⁭No
      How Long? _________________
What hair removal methods do you use?
⁭Tweeze  

⁭Depilatory     
⁭Waxing 

⁭Electrolysis    
⁭Shave  

Are you now using Retin-A, Renova, or Differin? 

⁭Yes     ⁭No 
If so, how long? ____________________________________________________________________________
Have you ever used the drug Accutane?
 


⁭ Yes     ⁭ No

When? ___________________________________________________________________________________
Are you taking oral contraceptives or hormone replacement?    ⁭Yes     ⁭No
What kind? _______________________________________________________________________________
History of an autoimmune disease?  



⁭Yes     ⁭No
Do you have any implants/ injectables/ permanent cosmetics?    ⁭Yes     ⁭No 

If so, please list.____________________________________________________________________________
History of keloids/ hypertrophic scars?  



⁭Yes     ⁭No
Are you currently taking any of the following?
	⁭Advil or Motrin
	⁭Aleve
	⁭Excedrin

	⁭Iron Pills
	⁭Blood Thinner
	⁭Anticoagulant

	⁭Any Other: _________________________________________________


Please list all medications and/or vitamins you are  currently taking: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever had cold sores, fever blisters, and/or herpes simplex?      ( Yes     ( No   
If so, when was your last breakout?  _____________________
General medical conditions (Check all that apply):

	⁭ Melanoma
	⁭Cancer
	⁭HIV
	⁭Hemophilia

	⁭Lupus
	⁭Seizures
	⁭Thyroid
	⁭Hepatitis

	⁭Epilepsy
	⁭Tuberculosis
	⁭High Blood Pressure
	⁭Genital Herpes

	⁭Herpes Simples Rash
	⁭Vitiligo
	⁭Bruising
	⁭Psoriasis

	
	⁭Eczema
	⁭Dermatitis
	


Are you pregnant or nursing?  
⁭Yes     ⁭No
Have you any specific allergies? 
⁭Yes     ⁭No

To what? _________________________________________________________________________________

Have you had any of the following?
	⁭Laser Resurfacing
	⁭BOTOX Injections
	⁭Dermal Fillers

	⁭Laser Vein Removal
	⁭Laser Hair Removal
	⁭Tattoo

	⁭Permanent Makeup
	⁭Chemical Peels
	⁭Microdermabrasion

	⁭Photo Facial
	⁭Liposuction
	⁭Sclerotherapy

	⁭Plastic Surgery ______________________________________________


List and date any surgeries you’ve had: ____________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________

List your current skincare products and regimen: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IF YOU ARE INTERESTED IN LASER HAIR REMOVAL PLEASE FILL OUT THE REMAINING PAGE.
FITZPATRICK SKIN TYPING

Please answer the following questions by circling the number which best describes you.  Your clinician will total the score during the consultation.

	My eye color is: 

LightBlue…………………0


Blue/Green……………….1


Green/Gray/Golden……....2


Hazel/Light Brown……….3


Brown…………………….4
	The color of my skin that is not normally exposed to sun is:



           Pink to Reddish…………..0

           Very Pale…………………1

           Pale with Beige Tint……...2

           Light Brown……………...3



	My natural hair color at age 18 was:

Red……………………….0
Blonde……………………1


Light Brown……………...2


Med to Dark Brown……...3


Dark Brown/Black……….4

When was the last time the area to be treated was exposed to sun natural or artificial:


Longer than 1 month………1


Within last month………….2


Within past two weeks…….3


Within the week…………...4


	If I go into the sun for
an hour or so without sunscreen and have not been out in the sun for weeks, my skin will:


Burn, Blister, Peel………........0


Burn, little/no color change….1

 
Burn, tan in few days…….......2

 
Pink, then tans quickly……….3

Just tan………………………..4


Just gets darker……………….5


My skin is so dark, can’t tell…6




Total Score: ______
If your score is:

Your skin type is:
 Notes:
    
  0-3



 I
     
  4-7



II

    
 8-11



III

                                       
12-15



IV

                                        
16-19



V
    
20-24



VI

If your skin type is V or VI, you may need to receive a “spot test” prior to treatment.
--------------------------------------------------------------------------------------------------------------------------------------------------

FOR TECHNICIANS USE ONLY

CLIENT CONCERNS: ______________________________________________________________________________

RECOMMENDATIONS: ____________________________________________________________________________

CONSULTANT NAME: ________________________________________PHOTO TAKEN: ______________________
FOLLOW UP:_______________________________________________________________________________________________
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