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2597 Schoenersville Rd. 301A & B			               		           610-866-6663
Bethlehem, PA 18017           	   		                                                      www.glow-aesthetica.com

Contact Information

Name___________________________________________________________________________________________________
Date of Birth_____________________________________________________________________________________________
Address_________________________________________________________________________________________________
_________________________________________________________________________________________________________
Home Phone____________________________________________________________________________________________
Cell Phone______________________________________________________________________________________________
Email___________________________________________________________________________________________________
Preferred method of contact (circle one)    home phone     cell phone      email
Who may we thank for referring you? ____________________________________________________________________

When was your last BOTULINUM TOXIN A treatment? ______________________________________________________
What area(s) was treated? ______________________________________________________________________________
Where was it done? _____________________________________________________________________________________
Have you ever had any allergic or adverse reactions to previous BOTULINUM TOXIN A treatments? YES / NO
If yes, please explain____________________________________________________________________________________

When was your last FILLER treatment? ___________________________________________________________________
What area(s) was treated? _____________________________________________________________________________
Where was it done?____________________________________________________________________________________
Are you pregnant or nursing?     YES / NO
Have you ever had any allergic or adverse reactions to previous FILLER treatments?    YES / NO
If yes, please explain___________________________________________________________________________________

Please list medications you are currently taking. _________________________________________________________
_______________________________________________________________________________________________________
Please list allergies you may have. ______________________________________________________________________
_______________________________________________________________________________________________________
Please list any medical problems you may have_________________________________________________________


All payments are expected at time of treatment. Forms of acceptable payment include cash, check, VISA, and MASTERCARD.I certify that the above information is true and correct to the best of my knowledge.


Signature						                                                                        Date
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