


Part 3: Aesthetic Practitioners Record (To be completed by practitioner)

L.A. & Prep used Total Volume Used (ml) 

Dermal Filler Product Any other notes

Expiry Name Printed

Batch No Signature

Part 2: Medical History: To be completed by client/model. Please answer all the below questions, please cross out as appropriate:

PLEASE MARK AS APPROPRIATE YES NO

Are you currently in good health?

Are you currently under a specialist doctor’s care?

If so, for what reason?

Do you take/use ANY medication, herbal/ natural supplements or topical 
creams on a regular basis?

Please list:

Have you had any cold sore breakouts (oral herpes) in the past year?

Do you have a history of Keloid Scarring?

Do you suffer with Acne, or have you taken medication for Acne in the past 
6months?

Do you have ANY current or chronic medical illness, including: Myasthenia 
Gravis, Amyotrophic Lateral Sclerosis or
any other Neuromuscular disorders?

Do you have an autoimmune disease?

If so please list:

Do you suffer from heart problems or take blood thinning drugs?

Have you ever had eyelid or facial surgery?

If so, when and in which area(s)?

Have you previously received ANTI WRINKLE injections / DERMAL FILLER 
injections?

When:  Area treated:

Any previous adverse reactions:

For Women - Are you, or could you be pregnant?

Are you breast feeding?


