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Post Treatment Instructions 

Please follow the instructions as indicated. If any abnormal or persistent 
symptoms are experienced, please contact this office. 

Office Phone # (206) 248-1339 
Dr. Kenner’s after hour’s phone # (206) 295-1793 

 
Extraction 
1. Do not rinse mouth today. Tomorrow, rinse mouth gently every 3 to 4 hours 
(especially after meals) using one quarter teaspoon of salt to a glass of warm 
water. 
Continue rinsing for several days. 
 
2. Some bleeding is to be expected following extractions. If persistent bleeding 
occurs, place gauze pads over bleeding area and bite down firmly for one-half 
hour. Repeat as needed. 
 
3. __Tylenol 325mg-650mg every 4 hours 
 __Advil 400mg every 4 hours 
If any other medication has been prescribed, take as instructed. 
 
4. Swelling and stiffness in the affected area is normal and should not cause 
alarm. 
 
5. An ice bag or a cold, moist cloth should be applied against outside of face 
around affected area for 5 minutes on and 10 minutes off for one hour. 
 
6. Keep tongue and fingers away from socket area. 
 
7. A liquid or soft diet is advisable during the first 24 hours. 
 
8. Small, sharp bone fragments may be felt through the gums during healing. 
These generally break away or work themselves out, however if they become 
annoying, they can be removed. 

CLIENT INFORMATION & MEDICAL HISTORY

For Botulinum & Dermal Filler Treatment

In order to provide you with the most appropriate treatment, we need you to complete the 
following questionnaire. All information is strictly confidential.

PERSONAL HISTORY

Client Name _______________________________________________Today’s Date ________________  
 
Date of Birth _______________     Age __________ Occupation ________________________________

Home Address_______________________ City____________________ State___Zip Code __________

Home Phone (      ) _______________________Work Phone ( ) _______________________________   
 
Emergency Contact Name and Phone  ____________________________________________________   
 
How were you referred to us?  ____________________________________________________________  
 
Do you regularly sun bathe or use tanning salons? ____________ How often? ____________________  
 
MEDICAL HISTORY

Are you currently under the care of a physician?        Yes  No
If yes, for what: __________________________________________________________________________   
  ____________________________________________________________________________________  

Do you have any of the following medical conditions? (Please check all that apply)

Cancer  Diabetes High blood pressure Herpes  Arthritis  

Frequent cold sores   HIV/AIDS    Keloid scarring  Skin disease/Skin lesions  

Seizure disorder   Hepatitis   Hormone imbalance  Thyroid imbalance   

Blood clotting abnormalities   Any active infection

Do you have any other health problems or medical conditions? Please list: 

  ____________________________________________________________________________________



Have you ever had an allergic reaction?  (List any and all that you have had and describe the reaction 
you experienced)  Food   Animal Protein   Aspirin  Lidocaine    Hydrocortisone    
Hydroquinone or skin bleaching agents  Others: __________________________________________   

________________________________________________________________________________________   

________________________________________________________________________________________  

MEDICATIONS
What oral prescription medications are you presently taking?   Birth control pills   Hormones   

Others (It is required that you list all of them):  ______________________________________________  

________________________________________________________________________________________  

________________________________________________________________________________________

What antibiotics do you use to treat infections? ______________________________________________  

________________________________________________________________________________________ 

Do you take any medications for heart conditions?  ___________________________________________  

________________________________________________________________________________________ 

Are you on any mood altering or anti-depression medication? _________________________________  

________________________________________________________________________________________ 

What topical medications or creams are you currently using?   RetinA , Others (Please list): 

________________________________________________________________________________________ 

What herbal supplements do you use regularly? _____________________________________________ 

HISTORY
For our female clients:
Are you pregnant or trying to become pregnant?   Yes  No    

Are you breastfeeding?  Yes No

Are you using contraception?   Yes   No

I certify that the preceding medical, medication and personal history statements are true and 
correct. I am aware that it is my responsibility to inform the doctor or other health professional of 
my current medical or health conditions and to update this history.  A current medical history is 
essential for the caregiver to execute appropriate treatment procedures.

Signature __________________________________________ Date: _______________________  


