Consultation Sheet

Consultation Technician DATE
Client Name Date of Birth
Address Gender Male Female
Tel No — — Cellular — —
E-mail
1 Have you had any beauty treatment for your eyes before? g’g,ﬁ;ﬁ%g.’;‘ig‘;E’E{Qﬁﬁ?}i;%f}?%ii%?f“‘-’ Yes No
If Yes, please give details: Eyelash Extension / Eyelash Curling / Eyelash Tinting / Others( )
) If you experienced any problems, troubles, or abnormalities during/after the treatment(s), please give details. Yes No
ZORIC, BE/RE S IIHFREEUBEFRRERZ T REEL,
Do you have any allergies including eye allergies?
3 v v alere ey & Yes No
HIFfcld. BEOEEZEZSHT. 7UILF—DHbEITH ?
4 Have you had treatments for respiratory problems including asthma or bronchitis? Yes No
IHR - [REXREEWRBROEREZ (ST EDBDFITN ?
Do you have dermatitis / eczema?
S . Yes No
RERIFSHDFIN?
Do you have a sty or conjunctivitis at this moment?
6 - o Yes No
BRIE. BOBHSVIPIERNGEDIERD SO FTH ?
Do you have any skin troubles around your eyes at this moment?
7 L Yes No
HE. BEOABEDEEICOS JILhHbFEITN?
8 Do you have any health problems at this moment? Are you in your period? Are you currently pregnant or nursing? Yes No
RTE, AR, FFEEP, HRP. 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? BROEBER, L—vo, /=YY MXA0%EE 6 rAMAICUE, FER, St THFENBOETN?
Are you planning to have a MRI/CAT-SCAN in the near future?
10 Yes No
MRI~ CAT-SCAN DEEDFEFHDFIH ?
Do you have any inverted eyelash(es)?
11 Yes No
BEFEDIFOERFHOFIN ?
Have you had treatment for cataract/glaucoma?
12 v & ) ) Yes No
BN RABORRESR I EDSDFETH ?
Have you had treatment for dry eye syndrome?
13 v v eve sy ~ i ) ) Yes No
RSA 74 LEMEN, RBEZEZIIENSDFEIH ?
Do you notice a swelling around your eyelids after you wake up from sleep?
14 v € vourey y P P Yes No
BT (CEDcDENZRUDIELEHDEITH ?
15 Are you allergic to adhesive on bandages, tapes, patches or to any cosmetic items? Yes No
HABORESCEERTH RN ERBDETH ?
Do you sweat easily? Or do you consider your sweating excessive?
16 FEDEPTVNERLITERFHDFIN? Yes No
Do you feel eyestrain from your daily activities?
17 s - Yes No
TR PEBEET. REREETDIELEHDFITH?
18 Do you use computer and/or other electrical devices for a long time on a daily basis? Yes No
HENICIVE1—9—PF Ty MRS EZRBEERLFITN ?
Are you experiencing sleep deprivation?
19 — e I L No
Do you drive a car, motor cycle, and/or bicycle?
20 B, E—9—Y4A). BGREDELETHILEHDEIN? Yes No
21 Are you currently using any eye-drops or eye wash items? Yes No
BT, IR (RERAD WHRE CHIRED BEZEFEALTVETN?
Do you have any eye-makeup on today?
22 SHIEE. PAALIZLTVETH? Yes No
Did you use eyelash curler today?
23 SHIF. PASyyaA—)lEDhVE LD ? Yes No
Do you have mascara or eyelash extensions on today?
24 I[E. FOFICYRAASPIIRTHESOTVNEIN? Yes No
Are you wearing contact lenses now?
25 avssLYTEEELTUETA? | Y ES 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.
MBI DEEC &> TR EBUID T DHEDB O FT i, FETEICTREPREER U SELE(EODICBHASE L ZEL,

mé@ @matsuque Compiled under the supervision of Ms. Emiko Yamaguchi. (Matsukaze official educator)



