


Z-va Day Spa - Facial Client Intake Form 
 

 

Personal Information: (Please print clearly) 
 
Name __________________________________________________________________________ Date ____________________________ 
 
 
Birthdate: ____________ Age: _______   Anniversary Date: ____________   Occupation _________________________________________    
 
************************************************************************************************************************************ 

 
Medical History: 
 
In order for us to plan a safe and effective facial or tinting session; we need some general information about your medical history. 

Please answer the questions to the best of your knowledge. 
 
1. In the past year, have you been under the care of  a physician, dermatologist, or other medical professional?   Yes     No     

If  yes, please explain: _____________________________________________________________________________ 

 

2. Have you had any recent surgery, including plastic surgery?  (  )Yes  (  )No  

If  yes, please explain______________________________________________________________________________ 

 

3. Have you ever had any skin cancer?  (  )Yes  (  )No 

If  yes, please explain______________________________________________________________________________ 

 

4. Have you had any piercings, tattoos, or permanent cosmetics?     (  )Yes       (  )No       

If  yes, where? ___________________________________________________________________________________ 

 

5. Have you ever had a body spa treatment before?    (  )Yes       (  )No      

If  yes, when? ___________________________________________________________________________________ 

 
6.  Please check any condition you currently have or have had in the past: 

(  ) Headaches (Chronic) (  ) Phelbitis (  ) Keloid Scarring 

(  ) Herpes      (  ) Blood Clots (  ) Systemic Disease 

(  ) Immune Disorders (  ) Poor Circulation (  ) Spinal Injury 

(  ) Lupus (  ) Arthritis (  ) Hysterectomy 

(  ) Heart Problems (  ) Eczema (  ) Metal Pins or Plates 

(  )Blood Clotting Abnormalities (  ) Seizure Disorder (  ) Varicose Veins 

(  ) Skin Diseases/Skin Lesions (  ) Hepatitis (  ) Asthma 

(  ) Any Active Infection (  ) Frequent Cold Sores (  ) Epilepsy 

(  ) Hormone Imbalance (  ) HIV/AIDS (  ) Insomnia 

(  ) High Blood Pressure (  ) Cancer (  ) Psychological Disorders 

(  ) Thyroid Condition (  ) Diabetes (  ) Fever Blisters 

 
Please explain any condition you have marked above:___________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
Continue on next page 
 



We will use the following information to help plan a safe and effective session. 
Please answer the questions to the best of your knowledge. 
 

7.  Do you follow a restricted diet?     (  )Yes     (  )No    

 If  yes, specify: _________________________________________________________________________________________ 
 

8. What is your stress level? (  )High         (  )Medium         (  )Low 
 

9. Please list any prescription or over-the-counter medications you take regularly: ________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 
 

10.  Do you use Retin-A, Renova, Glycolic Acid, AHA, Salicylic Acid, Retinol/Vitamin-A derivative products? (  )Yes     (  )No 

If  yes, describe: __________________________________________________________________________________________ 

Have you used any of  these products in the last 3 months?   (  )Yes       (  )No 
 

11. Have you used acne medication(s)? (  )Yes      (  )No 

If  yes, when and which medications? _________________________________________________________________________ 
 

12. Do you form thick or raised scares from cuts or burns?  (  )Yes     (  )No 
 

13. Do you have hyperpigmentation (darkening of  the skin) or hypopigmentation (lightening of  the skin) or marks after physical  

trauma?  Yes No     If  yes, Describe_______________________________________________________________ 
 

14. List your daily consumption of:   Water ________________  Caffeine_______________  Alcohol ________________ 
 

15. Do you wear contact lenses?     (  )Yes      (  )No 
 

16. Have you been exposed to the sun or used a tanning bed in the last 48 hours? (  )Yes     (  )No 
 

17. How frequently are you exposed to the sun or use a tanning bed? (  )Frequently     (  )Infrequently 
 

18. Do you have a metal implants or wear a pacemaker?  (  )Yes     (  )No 
 

19. Have you ever experienced claustrophobia?  (  )Yes       (  )No 
 

20. Do you suffer from sinus problems?  (  )Yes      (  )No 
 

21. Have you ever had an adverse reaction after using any skin care product? (Circle all that apply) 

 Rash               Irritation               Peeling               Sun Sensitivity               Breakout 
 

22. Have you ever had an allergic reaction to any of  the following? (Circle all that apply) 

 Cosmetics       Medicine              Food                  Animals                         Iodine                  Pollen              AHAs 

If  yes, please explain: _____________________________________________________________________________________ 

Female Clients Only 

23. Are you pregnant?      (  )Yes      (  )No 

24. Are you lactating?       (  )Yes      (  )No 

If  yes, please specify: _____________________________________________________________________________________ 

All Clients 

26. Is there anything else about your health history that you think would be useful for me to know in order to plan a safe and 

effective session for you? __________________________________________________________________________________ 

______________________________________________________________________________________________________ 

 
I, _____________________________ (print name) affirm that I have stated all my known medical conditions, and answered all questions honestly and 
that it is my decision to receive facial services. I agree to keep the esthetician updated as to any changes in my medical profile and understand that there 
shall be no liability on the esthetician’s part should I fail to do so. 
 

 

 
Signature of  client ______________________________________________________ Date ________________________ 
 
 

Signature of  Esthetician__________________________________________________ Date ________________________ 



 

Z-va Day Spa Receipt of Notice of Privacy Practices 
 
This notice summarizes how health data about you may be used and shared and how you can get 
access to this data. This does not include all of the details about our privacy policy.  
 
I. How we may use and share health data about you:  
a) Treatment - To give you medical treatment or other types of health services.  
b) Payment - To bill you or a third party for payment for services provided to you.  
c) Health Care Operations - For our own operations such as quality control, compliance 
monitoring, audit, etc.  
 
II. Disclosures where we do not have to give you a chance to agree or object:  
a) To you  
b) As required by federal, state, or local law  
c) If child abuse or neglect is suspected  
d) Public health risks (for public health activities to prevent and control spread of disease) 
e) Lawsuits and disputes (in response to a court or administrative order) 
f) Law enforcement (to help law enforcement officials respond to criminal activities)  
g) Coroners, medical examiners and funeral directors  
h) Organ or tissue donation facilities if you are an organ donor  
i) To avert a threat to an individual or to public health safety  
 
III. Disclosures where we have to give you a chance to agree or object:  
a) Patient directories - You can decide what health data, if any, you want to be listed in patient 
directories.  
b) Persons involved in your care or payment for your care - We may share your health data with a 
family member, a close friend, or other person that you have named as being involved with your 
health care.  
 
IV. Other uses of health data: Other uses not covered by this notice or the laws that apply to us will 
be made only with your written consent.  
 
V. You have the following rights relating to the health data we keep about you:  
a) Right to inspect your health record and to receive a copy of your health record upon request  
b) Right to amend information in your health record you believe is inaccurate or incomplete  
c) Right to know to whom we have disclosed your health information  
d) Right to ask for limits on the health information data we give out about you  
e) Right to receive communication from us about your health information in alternate ways  
f) Right to a paper copy of the complete Notice of Privacy Practices  
 
I acknowledge that I have received the NOTICE OF PRIVACY PRACTICES of this practice. 
 
Signature of patient or representative_________________________________     Date____________________ 
 
Print patient name___________________________________________ Patient Birth Date___________________ 


