Clear Skin Esthetics
Client Health History & Skin Care Intake Form
	Name:
	
	Date of Birth:
	

	Phone:
	
	Email:
	

	Address:
	
	

	Emergency Contact Name
	
	Emergency Phone
	

	
	
	
	



Skin Type (check one)
____Normal  | ____ Dry   | ____ Oily   | ____ Combination  | ____ Sensitive

Skin Concerns (check all that apply)
____  Acne   | ____ Aging/Fine Lines   |  ____Hyperpigmentation   | ____ Rosacea.  | ____ Sensitivity
____ Large Pores  |  ____  Uneven Texture   | ____ Sun Damage

Current Skin Care Routine
Cleanser: ___________________________________________
Toner: _____________________________________________
Serums/Treatments __________________________________
Moisturizer: ________________________________________
SPF: ______________________________________________
Medical History
Have you experienced any of the following? (check all that apply)
___ Allergies | ____ Diabetes | ____ Autoimmune Disorder | ____ Hormonal Imbalance
____ Skin Disease | ____ Recent Surgery | ____ None
Pregnancy
Are you pregnant or trying to become pregnant?   ____ Yes | ____ No

Consent
I certify that the above information is correct to the best of my knowledge.  I will inform my esthetician of any changes in my health or skincare routine.

☐ I agree to receive SMS messages from Clear Skin Esthetics regarding appointments, reminders, and occasional promotions. Message and data rates may apply. Reply STOP to opt out. Consent is not required for purchase.

Client Signature: ______________________________________  Date:  ___________________

Esthetician Signature: __________________________________  Date: ___________________
