

[image: ]                         CLIENT INFORMATION FORM
Date:________/___________/_________
Contact Information
Full Name: _________________________________________________________________________   Date of Birth __________________________________
Address: _______________________________________________________________________________            APT#_________________________________
City______________________________________________         State:__________________________         Zip Code:_______________________________
Phone: ______________________________________________            E-mail address: ____________________________________________________
Gender __________    Age: _____________     Single: _________            Married: _______     Divorced: ________     Widow (er): ________

Emergency Contacts
Name: ____________________________________ Phone#: ______________________________   Relationship to you____________________________ 
Name: ____________________________________ Phone#: ______________________________   Relationship to you____________________________ 

Work Info
Occupation: __________________________________        Does your job requires that you work outdoors? ____No  ____Yes
How often are you exposing to sunlight? ___________________________________   Sun exposure Hours_____________/Day

· How did you found us?_______________________________     Referred by: ______________________________________________

About Your Skin Care
1. What are your skin concerns? _________________________________________________________________________________________________
 Check marks below any of the listed conditions that you currently have.
 SKIN        ____Active Acne         _____Acne Scars         ____Black/white heads        ____Oily skin (No acne)       _____Rosacea        ____Redness      ___Broken Capillaries     ____Sun spots/liver spots      ____Uneven Skin tone       ____ Sun damage   ____Dry   ____ Wrinkles/fine lines   ___ Flaky Skin   ____ Dehydrate skin   Other__________________________________
EYES   ____ Puffiness/eye bags   ____ Wrinkles/Lines   ___ Dark circles   ___Sun Spots    Other _______________________
2. Have you ever had Chemical Peels, Laser, or Microdermabrasion, Botox, Fillers, or Collagen injections? _____
If yes when? _________________________________________            What service?_________________________________________________________
3. Have you ever had a facial or body treatment before? ______No         _______ Yes
When?_________________________       What type of treatment?_______________________________________________________________________
4. Do you have any skin problems in your body? _____Yes  _____ No  Specify: ___________________________________________________

Medications
5. List any medication you currently taking? _____________________________________________________________________________________
Reason for medication?_____________________________________________________________________________________________________________
6. Do you use Retin-A, Renova, Accutane, Benzyl Peroxide, Adapalene Hydroxyl Acid, or Retinol/vitamin A derivative products? ___________ If yes describe: _______________________________________ How often?___________________________________________
Reason for taking any of the above._________________________________________________________________________________________________

Your Skin Care Products
7. Check mark the skin care products that you currently using.
Cleanser______________________      Scrub/Exfoliant__________________        Toner_________________      Mask________________________
Serum_________________                 Eye cream ___________________          Moisturizer ______________________  SPF____________________
8. Have you recently had any self-tanning lotions, creams or bed tanning treatment?_________________________________________
If yes please specify what type of tanning____________________________________        When?_________________________________________

Allergy’s Information
9. Are you allergic to any medication?______________________________________________________________________________________________
10. Have you had any allergic reaction to any of the following?
Cosmetic products ________________________________                              	Food/Fruits____________________________________ 
Animals____________________________________________                                	Plants:__________________________________________
Latex_______________________________________________                                 	Drugs___________________________________________
Other__________________________________________________________________________________________________________________________________

Female Clients Only
11. Are you taking oral contraceptives?________________________  Other hormonal Birth control type?___________________________
12.Do you have a menstrual cycle?________________                     Regular or irregular?_____________________________________________
13. Any recent changes to or from your contraceptive treatment?_______________________________________________________________
If yes specify the change______________________________________________________________________________________________________________
14. Are you pregnant? _____________________             Planning to get pregnant soon?_______________________________________________
15. Are you currently breastfeeding? ___ YES    ____ NO
16. Any menopause problem?_______________________________________________________________________________________________________
17. Are you currently on any hormone therapy?__________________________________________________________________________________

Male Clients Only
18. What is you current shaving system?  ___ Wet Shave      ____ Electric Shave   ____ Both
How often do you shave?_______________________  Do you experience irritation after shaving?__________________________________
What type of irritations?  ___Ingrown hairs   ____Redness    ___Sensitivity    Other:_____________________________________________

Future Appointments/Follow Ups contact.
[bookmark: _GoBack]What is the best time to contact you?__________________AM or PM    Day of the week?_____________________  Call or Text?

I understand, have read, and completed this questionnaire truthfully. I agree that this constitutes full disclosure, and that it supersedes any previous verbal or written disclosures. I 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 I release this institution and/or skin care professional from liability and assume full responsibility thereof.


Client Signature X____________________________________ 			                    	Date:_____________________________________
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