DATE:

NAME:

DATE OF BIRTH:

ADDRESS:

CONTACT NUMBER

EMAIL ADDRESS:

OCCUPATION:

Does your job require you to be outdoors for extended periods of time?

___NO ___YES, explain:

Have you been under the care of a physician, dermatologist or other medical professional

within the past year?
___NO ___YES, explain:

Any recent surgery, including plastic surgery?
___NO ___YES, explain:

Any skin cancer?
___NO __ YES, explain:

Have you had any piercings, tattoos, or permanent cosmetics?
___NO __ YES, explain:

FEMALE CLIENTS ONLY:
Are you taking oral contraceptives?
__NO ____YES, specify:

Any recent changes to or from your contraceptive treatment?
___NO ___ YES, If so, what and when?

Are you pregnant or trying to become pregnant?
__NO YES

Are you lactating?
NO YES

Any menopause problems?
___NO ___YES, specify:




HEALTH HISTORY

Have you had any of these health conditions in the past or present?
(Please circle all that apply and provide additional information in the space provided)

Cancer Herpes Fever Blisters

Hormone Imbalance Frequent Cold Sores Metal bone pins or plates
Systemic Disease Immune Disorders Phlebitis, blood clots, poor
High Blood Pressure HIV/AIDS circulation

Spinal Injury Lupus Blood clotting abnormalities
Thyroid Condition Heart Problem Psychological treatment
Hysterectomy Diabetes Varicose Veins Insomnia

Headaches (chronic) Arthritis Keloid scarring

Hepatitis Asthma Skin Disease/Skin Lesions
Herpes Eczema Any Active Infection
Frequent Cold Sores Epilepsy Immune Disorders HIV/AIDS

Seizure Disorders

Has your physician discussed concerns about raising your body temperature?
NO YES, specify:

Are you in good health overall?
NO YES

Do you smoke?
__NO YES

Do you follow a restricted diet?
___NO ___ YES, specify:

Do you follow a regular exercise program?
__NO YES

What is your stress level?
___SEVERE HIGH __ MODERATE LOow

Do you feel your stress levels may be affecting the health of your skin?
NO YES

List any medications that you take regularly:
___NO ___ YES, specify:

List any over the counter medications (including vitamins, herbal supplements,
aspirin, etc) you take regularly:
___NO ___ YES, specify:

Do you wear any metal implants or wear a pacemaker?
__NO__YES

Do you suffer from sinus problems?
NO YES

Have you ever experienced claustrophobia?
__NO __YES




1) When was your last facial treatment?

SKIN HISTORY

2) Which of the following best describes your skin type? (Please circle one type number)

| Creamy complexion - Always burns easily, never tans

Il Light Complexion -Always burns, tans slightly

1l Light/Matte Complexion Burns moderately, tans gradually
IV Matte Complexion -Seldom burns, always tans well

V Brown Complexion- Rarely burns, deep tan

VI Black Complexion -Never burns, deeply pigmented

3) Have you had chemical peels, laser or microdermabrasion in the last month?

___NO ___YES, specify:

4) Have you experienced Botox, Restylane or Collagen injections?

___NO ___YES, specify:

5) Do you use Retin-A, Renova, Adapalene Hydroxyl Acid or Retinol/vitamin A derivative

products?
___NO ___ YES, specify:

6) Have you used an acne medication?

___NO ___YES, specify:

7) Have you recently used any self-tanning lotions, creams or treatments?

___NO ___YES, specify:

8) Have you used any of the following hair removal methods in the past six weeks?

Shaving

Waxing

Electrolysis

Plucking

Tweezing

Threading
Depilatories (creams)

What concerns do you have?
circle any that apply

FACE LIPS

Breakouts/Acne Dehydrated
Blackheads/Whiteheads Cracked/Chapped
Excessive oil/Shine Discoloration
Rosacea Lack of Volume
Broken Capillaries Fine Lines/Furrows
Redness/Sensitivity

Discoloration/Spots

Uneven Tone/Texture

Sun Damage

Wrinkles/Fine lines

Dull/Dry skin

Flaky skin

Dehydrated

Erﬁemg Skin
Cellulite

Varicose Veins
Excema/Psoriasis
Redness/Sensitivity
Sagging/Loose Skin
Discoloration

Skin Tags

What does your current regimen include?

circle any that apply

Cleanser Eye Serum
Toner Eye Cream
Exfoliant SPF Moisturizer
Mask Other SPF
Moisturizer Neck Cream
Serum Body Lotion
Special Treatment  Body Scrub
Night Cream Face Oil

EYES

Dehydrated
Wrinkles/Fine Lines
Puffiness

Dark Circles
Undereye Bags
Irritation/Itching
Loose/Sagging Eyelid

ALLERGIES

circle any that apply
Cosmetics
Medicine
Food
Animals
Sunscreens
lodine
Pollen
AHAs
Fragrance
Shellfish
Latex
Drugs

HOW FAST DO YOU WANT TO SEE RESULTS?

mark on the scale, 10 is the fastest

123456789 10

HOW COMMITTED ARE YOU TO ACHIEVING RESULTS?

mark on the scale, 10 is very committed

123456789 10



I understand, have read and completed this questionnaire truthfully. | agree that this
constitutes full disclosure, and that it supersedes any previous verbal or written disclo-
sures. | understand that withholding information or providing misinformation may result
in contraindications and/or irritation to the skin from treatments received. The treatments
I receive here are voluntary and | release this institution and/or skin care professional from
liability and assume full responsibility thereof.

CLIENT NAME:

CLIENT SIGNATURE:

SERVICE PROVIDER:

DATE:



