Facial Client Intake Form

Name ______________________________________________________________________________
City _____________________________________ _____State __________ Zip ____________________
Home Phone ___________________________ Date of Birth _____________________ Age _________
Cell Phone ___________________________Email Address ____________________________________
Have you ever had a facial before?     Yes     No       If yes last tx date _____________________________
What type of skin do you have?  Oily Skin     Dry Skin     Combination     Acne Breakout    Normal
What skin care products do you use?  Soap    cleanser    Toner    Masque    Scrub/Exfoliant     Moisturizer 		 Sunscreen, Other __________
Do you have any special concerns pertaining to your face and/or body?   Yes        No

If yes, please explain ____________________________________________________________________

What are your skin care goals? ___________________________________________________________


Have you ever had a reaction to any of the following:  Cosmetics     Medication     Aspirin     Fragrance 
 Sunscreen    sulfur    Iodine    Other _______________________________________________
If yes please explain_____________________________________________________________________
Do you have any allergies?   Yes    No             Environmental                 Products                      Medications
If Yes, Please Explain____________________________________________________________________
Do you burn easily?  Yes      No
Do you use Retin-A?   Yes      No
Do you wear contact lenses?  Yes     No
Have you had a chemical peel before?  Yes     No
Have you ever had Microdermabrasion before?  Yes     No
Have you ever had an electrotherapy beauty treatments?  Yes     No        galvanic      high frequency      micro-current      micro-bio lift     ultrasonic    

If yes, please specify____________________________________________________________________

How much water do you consume daily? ___________________________________________________
How many alcoholic beverages do you consume per week? ____________________________________
How many caffeinated beverages do you consume a day? _____________________________________
Do you smoke?   Yes     No
Are you currently seeing a physician for any specific medical reason including pregnancy?   Yes      No
If yes, please explain ___________________________________________________________________

Do you currently take any medications, vitamins, or supplements?   Yes     No                                                 
If yes, please specify____________________________________________________________________





I have completed this intake and consent form to the best of my knowledge. By signing below, I hereby certify that the information provided is correct. I understand that skincare and esthetics is a health and beauty aid and does not substitute for medical care. I will inform the center and the therapist of any special needs, medical conditions or changes in my health. All information exchanged during treatment session is confidential and is only used to provide the best treatment possible. If I am having or develop any complications during my service, I will promptly discuss this with my therapist. I hereby voluntarily release Renew Wellness Center, Central Florida Massage Clinics and the independent contractor for service from any liability or complications that may occur. By signing below, I agree that I have read the information above and have decided to receive services at my own risk.
CLIENT SIGNATURE___________________________________DATE____________________________                                                                               



