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PATIENT FORM

NAME: _____________________________________________________________________

DOB: ______________________________________________________________________

ADDRESS: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EMAIL: _____________________________________________________________________

PHONE NUMBER/MOBILE: _____________________________________________________

MEDICAL CONDITIONS:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICATION: _______________________________________________________________


ALLERGIES: _________________________________________________________________

WASP/BEE STING ALLERGY: ____________________________________________________

COVID VACCINE: _______________			BOOSTER: ________________________

PREGNANT/BREAST FEEDING: ___________		SMOKER: _________________________

PREVIOUS TREATMENTS: ______________________________________________________





INTERESTS/CONCERNS: Please tick 

Anti-wrinkle treatment 
Acne scarring
Weight management
Buttock enhancement
Fat dissolving
Skin Pigmentation
Incontinence
Skin analysis
Deep cleanse
Broken capillaries
Hollow under eyes
Crepey skin
Skin tightening
Teeth grinding
Gummy smile
Excessive sweating
Migraine

Cancellation fees and late arrivals

1. Please note that we operate a 48-hour cancellation policy 

We kindly ask that if you wish to cancel or reschedule your appointment, that you give us at least 48 hours’ notice. Any deposits / consultation fees paid for treatments will be lost if 48 hours is not given.

This policy is in place out of respect for our patients and team. Cancellations with less than 48 hours’ notice are difficult to fill.

Please do NOT attend the clinic for an appointment if you are unwell. If you are unsure, please call and discuss.

If for any reason you are running late to your appointment, please call/text us on 01 9602277/085 8728262

Accommodating late patients is often impossible without disrupting every other patient scheduled that day. Please be aware in the unfortunate event you are late; we cannot guarantee that your treatment will be performed that day. Lateness of 10 minutes or more will require rescheduling your appointment for another day and the loss of your deposit/consultation fee.




No Shows

In the event you do not show up to your appointment, you will lose the deposit paid to secure the appointment and you will be required to give a deposit for your next appointment. If you miss three consecutive appointments without contacting the clinic, you will be unable to schedule future appointments.


Prescriptions and Medications

2. Prescriptions are issued by the doctor and will ensure you have sufficient medicine until your next review, with repeats if necessary. Please check with the pharmacy before contacting the clinic.

3. By Law a prescription is valid for 6 months from the date on the prescription

4. No prescriptions can be created without a review with a doctor.



Please sign here to agree to the above terms and conditions:

Name…………………………………………………………………………………………….

Signature……………………………………………………………………………………….

Date…………………………………………………………………………………………
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