CLIENT CARD
	Date
	«       »
	   
	20____

	Client name
	                          (first)                              (last)

	Birth date
	

	Address
	

	Phone 
	

	Email
	


Youк medical / treatment history

	Describe your skin: ( normal / ( dry / ( T-zone / ( combination (  hypersensitivity  ( thick / ( thin / ( saggy 

( oily / ( acne / ( blackheads/comedones / ( milia ( single pimples / ( scars / ( large pores ( small pores 
( rosacea / ( eczema / ( freckled / ( sun-damaged / ( melasma / ( hyperpigmentation ( hypopigmentation 
( spots / ( dryness / ( uneven / ( wrinkled / ( aging / ( yellow / ( psoriasis / (mature ( dehydrated ( redness ( lack of oxygen / ( broken capillaries / ( peeling / ( dark circles / ( sallow ( bags under the eyes ( the swelling 

( puffiness ( / ( chapped lips 

	Any changes in the skin you want to achieve? ______________________________________________________


	What products do you currently use?
( cleanser / ( tonic / ( face scrub / ( soap / ( mask / ( day cream / ( night cream / ( serum / ( cream for the skin around the eyes / ( body lotion / (  body scrub /  ( foundation / ( powder / ( rouge / ( shadows

	What brands of skin care products do you use?


	What is your home regimen?________________________________________________________________


	Do you wear sunscreen on the face?
	     ( No  ( Yes, SPF №_____

	Do you wear sunscreen on the body?
	     ( No  ( Yes, SPF №_____

	Have you ever had a facial before?
	    «___» ____________20___

	Do you use any products on your skin containing retil-A, retinol, glycolic acid, lactic acid, salicylic acid, hydroxy acid?
	     ( No  ( Yes

	Have you ever received a chemical peel, microdermabrasion, laser skin resurfacing or facial plastic surgery?
	  ( No  ( Yes

«___» ____________20___

	Have you ever used an acne treatment?
	     ( No  ( Yes

	Is your skin prone to formation of scars?
	     ( No  ( Yes

	Have you ever had collagen injections, Botox or other botulinum toxin, Restylane or other fillers?
	     ( No  ( Yes
 «___» ____________20___

	Which of the following medications are you currently using?                                   ( No  
( Tretinoin / ( Retin-A / ( Renova / ( Differin / ( Tazorac / ( Avage / ( EpiDuo / ( Ziana  

	Have you ever used Accutane (Isotretinoin) 
	 ( No  ( Yes

	Have you ever had cold sores?
	 ( No  ( Yes

	Have you ever had any allergic reaction to any of the following?
( cosmetics / ( medicine / ( food / ( animals / ( fragrance/ ( sunscreens                                                     other ___________________________________________________________ ( No    

	List of medications, vitamins and supplements that you are currently taking.



Lifestyle
	Have you recently been tanning or suffered a sun burn? 
	( No  ( Yes

	Does your job require that you work outdoors? 
	( No  ( Yes

	Do you take regular exercise?
	( No  ( Yes

	Do you smoke?
	( No  ( Yes

	Do you wear contact lenses?
	( No  ( Yes

	How much water do you drink per day?
	_______ glasses

	How many hours do you sleep?
	_______ hours

	Do you consider yourself to have a healthy and balanced diet?
	( No  ( Yes

	Do you visit a sauna?
	( No  ( Yes

	Genetic inheritance. Parents’ skin concerns and problems_________________________________________
_______________________________________________________________________________________



Your health
	Date of last period
	«___» __________20__

	Are you pregnant or trying to become pregnant?
	( No  ( Yes

	Are you lactating?
	( No  ( Yes

	Are you taking oral contraceptives?
	( No  ( Yes

	Any menopause problems? 
	( No  ( Yes

	Are you undergoing any hormone replacement therapy?
	( No  ( Yes

	      Do you have any gynecological problems?
	( No  ( Yes

	Are you claustrophobic? 
	( No  ( Yes

	Have you had any recent injuries or surgery?
	( No  ( Yes ________

	Do you have any chronic liver, kidney problems? 
	( No  ( Yes ________

	Do you have any immune problems?
	( No  ( Yes ________

	Present condition: 
( fever / ( contagious or infectious diseases / (  diarrhea / ( vomiting / ( epilepsy / ( diabetes ( cancer / ( swelling / ( sunburn / ( conjunctivitis / ( metal plates/pins/ other_______________

	How often do you defecate?           
	( 2 times a day / ( 1 time a day 

( 1 time every 2-3 days/ ( 1 time a week


Your skin
	      What is your sensitivity threshold?
	( low      ( high

	How do you like your massage performed?
	( soft      (medium     ( hard

	Have you used any of the following hair removal methods in the past 6 weeks?
( shaving ( waxing ( electrolysis ( sugaring ( tweezing ( depilatories 

	( arms ( legs ( brazilian ( upper lip ( eyebrows ( full face

	Natural eye color 
	Natural hair color

	Which of the following best describes your skin type?

	( always burns easily, never tans   (1)

( burns moderately, tans slightly    (3)

( rarely burns, deep tan                  (5)
	( always burns, tans slightly           (2) 

( seldom burns, always tans well   (4)

( never burns, deeply pigmented   (6)


Men’s only

	What is your current shaving system?
	( wet shave ( electric

	Do you experience irritation from shaving
	( No  ( Yes

	Ingrown hairs
	( No  ( Yes


I confirm to the best of my knowledge that the answers I have given are correct and that I have not withheld any information that may be relevant to my treatment. I understand that the information on this form is confidential, and will not be passed on to a third part.
Signature /_____________________________/   Date «____»_________________20___г.

