
Name: _________________________________________________  Date: _______________________  

Is this your first facial?        Yes        No 

Please list any allergies or sensitivities:

____________________________________________________________________________________

Have you ever had a reaction to any of these? ( Circle all that apply. )

      Cosmetics          Medicines                          Iodine         Fragrances

      Pollen                               Food              Hydroxy Acids        Sunscreens

Do you have any Major health problems? Please specify below.

____________________________________________________________________________________

Please circle any of the following skin care products you are using at home: 

List any Rx skin products you are using:

____________________________________________________________________________________

Have you ever used Accutane?        Yes        No

Please list any other medications, vitamins, or supplements you take regularly.

____________________________________________________________________________________

circle if you have had any of the following:

       Chemical peels                Microdermabraison                         Resurfacing       Facial Cosmetic Surgery
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My skin is...

          Fair (always burns, never tans)

          Medium-Fair (Usually burns, diffiulty tanning)

          Medium (tans about average)

          Medium-Dark (tans easily, burns sometimes)

          Dark (Brown Skin, only tans)

          Very Dark (Black Skin, never Burns)

Do you ever experience skin breakouts? If so, what type? 

stress-related                  hormonal                  diet-related 

Do you ever experience these conditions?

Flakiness                  Tightness                   Itching           Burning

What is your pain threshold?        Low        Medium        High

Are you claustrophobic?        Yes        No

How much water do you consume daily? ____________________________________________ 

How many caffeinated Drinks daily? ________________________________________________

Do you sunbathe or use tanning beds?        Yes        No

What spf sunscreen do you use on your Face? ________________ Body? _______________

Do you smoke?        Yes        No 

Do you exercise regularly?        Yes        No 

Do you wear contact lenses?        Yes        No

Do you have metal implants, a pacemaker, or body piercings?        Yes        No

Rate your stress level on a 1-5 scale (1=low, 5=high) ____________

Female Clien� Only:
Do you take birth control pills or have an IUD?        Yes        No

Are you currently Pregnant or lactating?        Yes        No

Male Clien� Only:
What is your shaving system?        Electric        Wet shave

Does Shaving irritate your skin?        Yes        No

Do you get ingrown hairs?        Yes        No
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