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Skin Care Intake Form - Confidential Information
Client Name ________________________________________________________________________________​​​​​​​​​​​​​​_____________________________________

Last                        



First                                                    Middle Initial

Client Address _______________________________________​​​​________________________________________ 
Apt/Unit________________________

City_______________________________________________________ 
State_____________________________
Zip_____________________________

Telephone
Home or Cell (__________) __________________________ 
Work (__________) __________________________

Birthday _______________________________________________ Under 21 _____ 21-30 _____ 31-40 _____ 41-50 _____ 51-60 _____ 60+

Occupation ______________________________________________________________________________________________________________________

E-mail Address________________________________________________________@________________________________________________________

Would you like to receive the Spa’s special offers and coupons by email?  YES or NO (Please circle one)
Your Health

Within the last year, have you been under a Dermatologist or Physicians care/surgeries? YES or NO (Please circle one)
If yes, please specify ​​​___________________________________________________________________________________________________

___________________________________________________________________________________________________________________________


List any medications, supplements, vitamins, diuretics, slimming tablets, etc. that you take regularly _________________
____________________________________________________________________________________________________________________________________
Do you smoke? YES or NO (Please circle one)

Do you wear contact lenses? YES or NO (Please circle one)
Do you have metal implants, a pacemaker, or body piercings? YES or NO (Please circle one)
*** Please understand full disclosure of any communicable health condition (i.e., cold, flu, conjunctivitis) is necessary to keep you and our staff healthy.  If any of these conditions are present, we will kindly ask you to reschedule your appointment.

If you or a member of your household has been diagnosed with COVID-19, we kindly ask that you reschedule your appointment AT LEAST ten days beyond your diagnosis and have had AT LEAST three days without symptoms. If you have been exposed to COVID-19, we kindly ask you to receive a negative test before receiving a service.
Your Skin

What are your skin care goals today? _________________________________________________________________________________________
Do you have any skin problems pertaining to your face or body? YES or NO (Please circle one)
If yes, please specify ​​​___________________________________________________________________________________________________

___________________________________________________________________________________________________________________________
What skin care products are you currently using?    _____ soaps _____ cleansers _____ toners _____ moisturizers  







_____ masques _____ exfoliating scrubs _____ eye treatments

What product lines? ____________________________________________________________________________________________________________
Have you ever had chemical peels, microdermabrasion, or any resurfacing treatments? YES or NO (Please circle one)
Do you use Accutane, Retin A, Renova, or any other prescription skin products? YES or NO (Please circle one)
Are you currently using any products that contain the following ingredients? _____ glycolic acid _____ lactic acid 
_____ exfoliating scrubs _____ any hydroxyl acid product _____ vitamin A derivatives

How much plain water do you consume daily? _______________________________________________________________________________
Do you burn easily in moderate sunlight? YES or NO (Please circle one)
Do you ever experience these conditions on your skin? _____ flakiness _____ tightness _____ extreme dryness _____ excessive oil _____ other_________________________________________________________________________________________________________
Have you ever experienced claustrophobia?  YES or NO (Please circle one)
Have you ever had a reaction or have allergies to any of the following? (Please be specific if any apply to you)

_____ sunscreens _____ cosmetics _____ medicine _____ iodine _____ pollen _____ food _____ hydroxyl acids _____ animals _____ fragrance _____ other_______________________________________________________________________________________________________
Female Clients Only
Are you taking oral contraception? YES or NO (Please circle one) Are you pregnant?  YES or NO (Please circle one)
Treatment & Product Record- SERVICE PROVIDER USE ONLY

	Date
	Treatments/products uses/contraindications/notes
	Products recommended/comments
	Therapist

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


