Confidential Medical Profile

Name: ______________________________________________
D.O.B.: _____________________________________________
Address: _______________________________________________________________
               _______________________________________________________________
Phone Number: ________________________________
Date of Procedure: ______________________________

Type of procedure requested:		□ Eyebrows         □ Eyeliners          □ Lips
These conditions may affect the rate of recovery from your procedure, please indicate if you currently have or have ever had any of the following:
	☐Diabetes		
	☐Hemophilia			
	☐Scarring (Keloid)
	☐HIV or other immune system disorders 
	☐Pregnancy, nursing, or breast feeding 
	☐History of epilepsy, narcolepsy, or seizures 
	☐History of skin diseases, lesions, or sensitivity to soaps, lotions, or disinfectants 
	☐History of allergies or adverse reactions to pigments, dyes, or other skin sensitivities 
List all medications you are currently taking: 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Primary Physician’s Name: _______________________________
[bookmark: _GoBack]Primary Physician’s Phone: _______________________________

By signing below, I acknowledge, understand, and agree that:
· Nola Microblading does not practice medicine, does not accept health insurance, and have made no representation to the contrary.
· The information provided on this form is accurate and complete to the best of my knowledge. Nola Microblading is not responsible for complications or problems arising from any incorrect or omitted information.
· Some individuals will have complications related to semi-permanent make up application. These complications are usually mild and last only a few days.  However, extreme complications are always a possibility. I accept these risks and agree to hold Nola Microblading and its’ employees and contractors harmless for same. 
· The staff at Nola Microblading will use the information provided above to assess my suitability for the proposed micropigmentation services.

______________________________________________                     _____________________
Client signature (or guardian if under 18 years of age)                           Date

FOR OPERATOR/MANAGER TO FILL OUT
Description of service: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Pigment: __________________________________
Ink Manufacture: ___________________________
Lot numbers: ______________________________
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