Consultation Sheet DATE

Client Name Date of Birth
Address Gender Male Female
Tel No — — Cel No — —
E-mail
Grld. CNETICETIC BY—EREBF T ED )2
1 Have you had any beauty treatment for your eyes before? gg;ﬁ@i;?f}‘gfgiﬁ /g[’?;jg 9% %af,)?fm Yes No
If Yes, please give details: Eyelash Extension / Eyelash Curling / Eyelash Tinting / Others( )
o) If you experienced any problems, troubles, or abnormalities during/after the treatment(s), please give details. Yes No
ZOBIC, BB NS JIUDRE LTOSERRRERI TIREL,
Do you have any allergies including eye allergies?
3 Yes No
BErlE. BORBEESHT, FULE—DBOFIN?
4 Have you had treatments for respiratory problems including asthma or bronchitis? Yes No
IS - REENE CHREROARES I LI ENBOETH ?
Do you have dermatitis / eczema?
S Yes No
HERIEBOFETH ?
Do you have a sty or conjunctivitis at this moment?
6 Yes No
R, BOBSLPREBNEEDERDBDETH ?
Do you have any skin troubles around your eyes at this moment?
7 _ Yes No
R, BEORBEOREICOS IILhidhETh ?
8 Do you have any health problems at this moment? Are you in your period? Are you currently pregnant or nursing? Yes No
. HHEARR. FEEER, HHER, BARTIH ?
9 Have you had any cosmetic surgeries in your eye area, or LASIK surgery, or permanent eye makeups in the last 6 months? Yes No
Or are you planning to get one in the near future?  grpssup, L—yvy. Ji—vxy bxromB% 6 s AUAICLE, FLlE. S%. TZFENBOETN?
Are you planning to have a MRI/CAT-SCAN in the near future?
10 Yes No
MRI~ CAT-SCAN DBEDFEEHDEITH ?
Do you have any inverted eyelash(es)?
11 . S Yes No
WEEDFOERGHOFTH ?
Have you had treatment for cataract/glaucoma?
12 Yes No
BN RAEOARERII T ENBDETH ?
Have you had treatment for dry eye syndrome?
13 v v eve sy Yes No
RS 74 EBMEN, AREZIIENBDETH ?
Do you notice a swelling around your eyelids after you wake up from sleep?
14 - Yes No
BREICESCOBNERUZTEFEHDETH?
15 Are you allergic to adhesive on bandages, tapes, patches or to any cosmetic items? Yes No
HEBORERIDLERTHINET EEHDETN?
Do you sweat easily? Or do you consider your sweating excessive?
16 . ; Yes No
FENEPTNERLIT EFHDETH ?
Do you feel eyestrain from your daily activities?
17 . Yes No
HBEPEREET. BERETIIEEBDETH?
18 Do you use computer and/or other electrical devices for a long time on a daily basis? Yes No
BEMCIVE1—5—05 Ty MRS E ERERERLETH ?
Are you experiencing sleep deprivation?
19 Yes No
EREEORRERCE TN ?
Do you drive a car, motor cycle, and/or bicycle?
20 o Yes No
B E—Y—YAI. BEEOBEETHIEFHDETH ?
Are you currently using any eye-drops or eye wash items?
21 - o ) Yes No
. IR (RERA) ©IIRE CAIREH) HEEBALTLFEIN?
Do you have any eye-makeup on today?
22 Yes No
SHE PAAIELTVETH ?
Did you use eyelash curler today?
23 _ Yes No
SHE. PASvyah—ILEDHLELED ?
Do you have mascara or eyelash extensions on today?
24 e . Yes No
B, FOFICRANSPIIRTHES>TONET ?
Are you wearing contact lenses now?
25 AVHT PV RIEEBLTVETD ? Yes No

*We might not be able to provide our service depending on your answers.
*Please communicate with the technician immediately if you feel any discomfort/pain during/after the procedure.
BT DOEEIC &> TIFHERESETD T BIBENG D E T MR, Mg CTRBPREER U SEBYBECRONCHBASE L EEL,

?H)é\@ ®mthU ka Ze Compiled under the supervision of Ms. Emiko Yamaguchi. (Matsukaze official educator)




