
Client information: (Please print clearly)

N a m e :

Address: _

P r o v i n c e :

B i r t h d a t e :

City:

Posta l Code: E m a i l :

Home phone: Work phone: Cell phone:

Person to contact in case of emergency:

Relationship: P h o n e :

How did you ilnd out about us:

Medical History:
1. Are you under medical treatment now?
2. Have you ever-received Gold Therapy?
3. Have you ever had laser treatment[s) in the past?

4. List any Medications you are currently taking.

5. List any allergies you may have.

6. Do you have or have ever had any of the following:

O t h e r

How do you tan?

How do you heal?

Very Good □

Very Good □

G o o d □

Good □

N o t a t a l l □

S l o w □

Y e s N o
□ □
□ □

□ □

Y e s N o Y e s N o
A u t o I m m u n e D i s e a s e □ □ H i s t a m i n e R e a c t i o n □ □

C o l d S o r e s □ □ HIV/AIDS □ □
Dermatitis / Eczema □ □ Keloid (thick) Scars □ □
D i a b e t e s □ □ Latex Allergies □ □

Hemophilia □ □ Seizures / Epilepsy □ □

Hepat i t i s □ □ Pregnant n □

S k i n S e n s i t i v i t i e s :
C h e m i c a l s □ □
C o s m e d c s □ □
F a b r i c s □ □

S e l f Ta n M e t h o d □

U n d e r M e d i c a l C o n t r o l □



Apple Wellness Center

Ta t t o o ' s To B e T r e a t e d
F i r s t T a t t o o S e c o n d T a t t o o T h i r d T a t t o o F o u r t h T a t t o o

Location of Tattoo

Age of Tattoo

Type of Tattoo:

P r o f e s s i o n a l

H o m e m a d e

I n d i a I n k

O t h e r

□ □

□ □
□ □

□ □

□ □
□ □

□ □

□ □

Patient's Signature D a t e


