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Microcurrent Health Questionnaire/Consent Form 

Prior to receiving microcurrent, I have been candid in revealing any condition that may have a bearing on this procedure, such as: 

• Pacemaker • History of Seizures 

• Epilepsy • Metal Plates  

• Pins in the area of treatment • Open sores/lesions/ broken or irritated skin 

• Active Acne/ Eczema/Psoriasis/Rosacea • Diabetes 

• Phlebitis/Thrombosis 

. 

• Pregnancy/Recent Child Birth 

 

Please note: This form must be complete and signed by the client wishing to begin a course of treatment. All treatments will be 

performed by fully trained operators using the recommended skin care products. 

All the questions will be answered truthfully by me _________________________ (client name) and I understand that the above 

conditions may be contraindications to receiving treatment.  Kelly Tracy-Holly dba Endless Beauty SkinCare and her medical 

collaborator will therefore NOT accept any liability for injury or damages as a result of false information provided or being excluded. 

 

Name: ______________________________________________________________     Date of Birth:__________________________ 

Address: ____________________________________________________________________________________________________ 

Best Contact Phone Number: _______________________________   Email address: _______________________________________ 

How did you hear about Endless Beauty SkinCare: __________________________________________________________________ 

 

1. Do you have any serious illness: yes/no  

If yes, please explain: __________________________________________________________________________ 

2. Have you had any recent surgeries with general anesthetic? yes/no 

If yes, please explain: __________________________________________________________________________ 

3. Do you have a pacemaker? yes/no 

If yes, please explain: __________________________________________________________________________ 

4. Are you under any physical or psychological treatment? yes/no 

If yes, please explain: __________________________________________________________________________ 

5. Have you ever had cosmetic injections or Microdermabrasion? yes/no 

If yes, please explain: __________________________________________________________________________ 

6. Do you suffer from vericose veins? yes/no 

If yes, please explain: __________________________________________________________________________ 

7. Have you ever had laser treatments or Thermage? yes/no 

If yes, please explain: __________________________________________________________________________ 

8. Are you pregnant or trying to get pregnant? yes/no 

If yes, please explain: __________________________________________________________________________ 

9. Are you Epileptic or do you experience seizures? yes/no 

If yes, please explain: __________________________________________________________________________ 

10. Do you have any metal implants? yes/no 

If yes, please explain: __________________________________________________________________________ 
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11. Have you suffered from any skin conditions? yes/no 

If yes, please explain: __________________________________________________________________________ 

12. Do you suffer from water retention? yes/no 

If yes, please explain: __________________________________________________________________________ 

13. Do you have any hormonal imbalances that you know of? yes/no 

If yes, please explain: __________________________________________________________________________ 

14. Do you suffer from a Thyroid condition? yes/no 

If yes, please explain: __________________________________________________________________________ 

15. Do you smoke? yes/no 

If yes, how many per day?: _____________________________________________________________________ 

16. Are you undergoing or have you had chemotherapy or radiation treatment? yes/no 

If yes, please explain: __________________________________________________________________________ 

17. Do you have low blood pressure, colds hands or cold feet? yes/no 

If yes, please explain: __________________________________________________________________________ 

18. Do you drink coffee/tea/alcohol/soft drinks? yes/no 

If yes, how many ounces of each per day?: _________________________________________________________ 

19. How many ounces of water do you drink per day? ___________________________________________________ 

20. Are you taking any medications or supplements? yes/no 

If yes, please list all that you are taking and dose: ___________________________________________________ 

21. Do you follow a skin care routine? yes/no 

If yes, which products are you using?: ____________________________________________________________ 

22. Do you have any known ALLERGIES? yes/no 

If yes, please list: _____________________________________________________________________________ 

23. Do you consider your skin sensitive? yes/no 

If yes, please explain: __________________________________________________________________________ 

24. Have you ever had an adverse reaction to electrical treatments before? yes/no 

If yes, please explain: __________________________________________________________________________ 

 

 

Client name (Print): _______________________________________ 

Client name (sign): ________________________________________ 

Date: _________________________ 

 

 

Aesthetician: ____________________________________________ 

Date: _________________________ 
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NeurotriS Microcurrent Treatment - please be aware of the following information and possible risks. 

Please initial: 

• ___ I understand that the use of Botox®, Juvederm®, Restylane®, and any other injectable must be disclosed 

prior to treatment. 

• ___ I understand that reactions are rare, but may include nausea, dizziness, weakness, and possible skin 

reactions including redness and/or other irritations. 

• ___ I understand that some clients report slight tingling sensations, flashing of the optic nerve, and/or a metallic 

taste in the mouth during the procedure. 

• ___ I understand that while the goal of this treatment is to improve the vitality of the skin, no specific guarantees  

of the result can or have been made. 

• ___ I understand that it is imperative to my health that I disclose all of the information requested in the Client 

Health Questionnaire Form. 

• ___ I have cited all conditions and circumstances regarding my health history, medications being taken, and any 

past reactions to products or medications. 

• ___ I understand that additional conditions could occur or be discovered during the procedure which could affect 

my ability to tolerate the procedure. 

• ___ I consent to “before and after” photographs for the purpose of documentation, potential advertising and 

promotional purposes (only with permission at conclusion of series.) 

• ___ I understand there are certain contraindications that would preclude me from receiving microcurrent 

treatments, including epilepsy, active cancer, open wounds, pacemaker use, phlebitis, pregnancy, thrombosis. 

I understand that if  I have any concerns, I will address these with my skin care specialist. I give permission to my 

skin care specialist to perform the microcurrent procedure we have discussed, and will hold him/her and his/her 

company and medical collaborator harmless and nameless from any liability that may result from this treatment. I have 

accurately answered the questions above, including all known allergies, prescription drugs, conditions, or products I am currently 

ingesting or using topically. I understand my skin care specialist will take every precaution to minimize or eliminate negative reactions 

as much as possible. In the event I may have additional questions or concerns regarding my treatment, I will consult the skin care 

specialist immediately. I agree that this constitutes full disclosure, and that it supersedes any previous verbal or written disclosures. I 

certify that I have read, and fully understand, the above paragraphs and that I have had sufficient opportunity for discussion to have 

any questions answered. I understand the procedure and accept the risks. I do not hold the skin care specialist, whose signature appears 

below, responsible for any of my conditions that were present, but not disclosed at the time of this procedure, 

which may be affected by the treatment performed today. 

 

Client Name (Printed) _________________________________________________________________ 

Client Signature ____________________________________________            Date: _______________ 

Skin care specialist__________________________________________            Date: _______________ 

 


