
The SKIN Spa of Powell 
Medical Services 

Medical History 
 
 

______________________      ___________________________         ________ 
Last Name           First Name                               Middle 
 
 
_____________________      ______________________     ________________   
Home Phone                     Cell Phone                                       Work Phone 
 
 
_____________________________         _______________          ___________   
Address                   City              Zip Code 
 
 

 
Personal History 

 
Yes 

 
No 

  
Yes 

 
No 

  
Yes 

 
No 

 
Acne/Skin disorders 

   
Hepatitis/Yellow Jaundice 

   
Recent weight change 

  

 
Contact Lenses 

   
Excessive scarring 

   
Dentures, false teeth 

  

 
Glaucoma/Cataracts 

   
Hernia 

   
Caps or bridges 

  

 
Dry eyes 

   
Frequent or severe headaches 

   
Low blood sugar 

  

 
Herpes or Cold Sores 

   
Head injury w/unconsciousness 

   
Diabetes 

  

 
Sinus Trouble 

   
Dizziness/ fainting spells 

   
Mononucleosis 

  

 
Thyroid Problems 

   
Kidney/urinary tract problems 

   
Chicken pox/Malaria/Tuberculosis 

  

 
Heart Problems/murmur 

   
Gynecological problems 

   
Cancer 

  

 
High/Low blood pressure 

   
History of blood clots 

   
Bleeding/excessive bruising 

  

 
Bleeding/blood disorders 

   
Sexually transmitted diseases 

   
Counseling/Mental Health Treatment 

  

 
Respiratory Problems 

   
History of legs swelling 

   
Any medical disability 

  

 
Epilepsy/convulsions/seizures 

   
Arthritis or back trouble 

   
Do you use recreational drugs 

  

 
Problems w/ local anesthesia 

   
Think or are pregnant 

   
Do you use alcohol 

  

 
Problems w/ gen. anesthesia 

   
Blood thinners 

   
Do you use tobacco 

  

 
 

Please explain the answers marked YES above: 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 



ALLERGIES:         Drugs _____________________________________     __________________________________ 
 
Other __________________________     _______________________________   ____________________________ 
 
 

Medication Dose Times per Day 
   
   
   
   
   
   

 
 
 
I hereby declare that all information provided on this form is complete and true to the best of my knowledge. 
 
 
 
______________________________________________                     ____________________________________ 
SIGNATURE             DATE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Consent Form 
 

I voluntarily consent to allow Dr. Norman Schultz or his nurse, to perform the services I have 
chosen.  I understand any and all risks that the doctor or his nurse has explained to me.  I 
agree that I have disclosed all health information to my knowledge that might be pertinent to 
my service.  I am aware that the practice of laser is not an exact science and I acknowledge 
that no guarantees have been made to me as to the result of my service. 
 
I understand that photographs will be taken to verify my service and these images will be 
stored in a secure manner and are for verification purposes only.  I understand that a 
representative may come to me and request to use my photograph.  I will either willingly agree 
or disagree to this request. 
 

□ I acknowledge that I received a copy of this consent form. 
 
 
___________________________________                 ____________________________________ 
SIGNATURE           DATE 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


