CONFIDENTIAL CLIENT MEDICAL PROFILE

Stk & SAcE StupIo
1212 FARMERS LANE SUITE 4, SANTA Rosa CA, 95405

NAME: DATE:

ADDRESS:

EmaIL: PHoNE #:

DAaTE oF BirTH: REFERRED ByY:

To AVOID UNFORESEEN COMPLICATIONS, PLEASE ANSWER THE FOLLOWING QUESTIONS:

Y N  AREYOUOVER THE AGE OF 18?

Y N Do YOU HAVE ANY HISTORY OF THE HERPES VIRUS (COLD SORES OR FEVER BLISTERS) ON OR AROUND THE
PROCEDURE SITE?

Y N  ARreYOouALLERGIC TO LATEX?

Y N  ARE YOU CURRENTLY UNDERGOING RADIATION OR CHEMOTHERAPY?

Y N  ARE YOU CURRENTLY TAKING ANY MEDICATIONS? IF YES, LIST IN SPACE PROVIDED AT THE END OF THE FORM.

Y N  ARE YOU ALLERGIC TO TOPICAL ANTIBIOTIC NUMBING CREAMS OR DESENSITIZERS?

Y N IS THERE ANY HISTORY OF SKIN DISEASES OR REMARKABLE SKIN SENSITIVITIES? [F YES, LIST IN SPACE PROVIDED AT
THE END OF THE FORM.

Y N  ARE YOU PREGNANT OR NURSING?

Y N  ARE YOU REQUIRED TO TAKE ANTIBIOTICS DURING DENTAL OR INVASIVE MEDICAL PROCEDURES?

Y N  AREYOU ALLERGIC TO ANY ANTIBIOTICS? IF YES, LIST IN SPACE PROVIDED AT THE END OF THE FORM.

Y N DIb YOU WORK OUT TODAY?

Y N  HAVE YOU CONSUMED ALCOHOL TODAY?

Do You, OR HAVE YOU HAD, ANY OF THE FOLLOWING:

[]
[]
[]
[]
[]
[]
[]
[]
[]

Hepatritis/Jaunpice/HIV

DiABETES

KEeLoIDs

AcCUTANE TREATMENT

ALOPECIA

AUTOIMMUNE DISORDERS

SCARS IN TREATMENT AREA

HEMOPHILIA OR OTHER BLEEDING DISORDER
CARDIAC VALVE DISEASE

[ ] Borox/FILLERS IN PROCEDURE AREA WITHIN THE PAST 6

MONTHS:

PLEASE CONTINUE ONTO BACK PAGE



PLEASE EXPLAIN ANY CHECKED QUESTION AND LIST ANY OTHER MEDICAL CONDITIONS OR ALLERGIES:

I ACKNOWLEDGE THAT ANY INFORMATION CONTRIBUTED BY ME IS TRUE, TO THE BEST OF MY KNOWLEDGE AND THAT PRESENT
CONDITIONS OF THE AREA THAT HAS BEEN TREATED OR WILL BE TREATED IS STATED ON THIS RECORD. | FULLY UNDERSTAND
THAT SILK & SAGE STUDIO ONLY PROVIDES BEAUTY SERVICES, THERE IS NO MEDICAL TREATMENT INVOLVED.

I REALIZE WITH ANY BEAUTY SERVICES THERE MAY BE CERTAIN RISKS WHICH MUST BE UNDERSTOOD. | WILL BE FULLY
RESPONSIBLE FOR ANY AND ALL RESULTS WHICH MAY ARISE FROM THIS BEAUTY SERVICE. | DO HEREBY AGREE TO HOLD

__ Morcan LorEz _ (NAME OF PRACTITIONER) AND SILK & SAGE STUDIO, THEIR EMPLOYEES AND AGENTS & ALL OTHER
PARTIES ASSOCIATED WITH THE LISTED ADDRESS, FREE FROM ANY AND ALL CLAIMS OR SUITS FOR DAMAGE, INJURIES OR
COMPLICATIONS RESULTING FROM ANY BEAUTY SERVICE PROVIDED BY ___ MORGAN LOPEZ____ (NAME OF PRACTITIONER)
AND SILK & SAGE STUDIO. | UNDERSTAND THAT ANY SPOT REMOVAL/SKIN REVISION WORK PERFORMED MAY RESULT IN
MINOR SCARRING AND/ OR LOSS OF NATURAL SKIN PIGMENT (INITIAL).

THE NATURE AND PURPOSE OF THE BEAUTY SERVICE, THE RISKS INVOLVED AND THE POSSIBILITY OF COMPLICATIONS HAVE
BEEN FULLY EXPLAINED TO ME. | UNDERSTAND THAT NO GUARANTEE OR ASSURANCE HAS BEEN GIVEN BUY ANYONE AS TO THE
RESULTS THAT MAY BE OBTAINED.

PRACTITIONER MAKES NO ATTEMPT TO, OR CLAIMS TO, PRACTICE MEDICINE. SOME INDIVIDUALS WILL HAVE COMPLICATIONS
RELATED TO PERMANENT MAKEUP APPLICATION. THESE COMPLICATIONS ARE USUALLY MILD AND LAST ONLY A FEW DAYS.
HOWEVER, EXTREME COMPLICATIONS ARE ALWAYS A POSSIBILITY. IF YOU ARE HEALTHY AND THERE ARE NO VISIBLE REASONS
RESTRICTING YOU FROM RECEIVING A TATTOO, YOU MUST APPROVE OF THE DESIGN AND COLOR BEFORE THE APPLICATION OF
YOUR PERMANENT MAKEUP.

CLIENT NAME (PRINTED): DATtE:

CLIENT SIGNATURE:
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