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therapist name

first st
client address apt/unit
clly zip code telephone O home O work { }
date of consultation birthday = O under 21 02130 03140 O4150 Qoverso
how dig you hear of us?
client histo 0. Have you ever had a body spa treatment capillary activity
1. Amymcum{t)l; or within the last year, ?ferggsrgi’imanmu"om Ono 1 Diyoubameas'ﬂyin lerate sunlight?
under a physician's care? ...... Oyes Ono : H Oyes Ono
2. u undergone any surgery in the last
mnegonths” ...... any ........ Oyes Ono 2. Dowubiush easily when nervous?
Pyl female { ' Qyes Ono
3 fﬁvepguhaéanyofm}!eaﬁhpmhmin ry mmmﬁgm@mmo 3. Doyou have a tendency to redness?
or
pretent Oyes Ono Oyes Ono
g cancer g homoneounhalance 12. Are you pregnant or trying to become
O epilepsy 0 thyzoig A Pregant? ... Oyes Ono | 4. Haveyon ever suffered any sinus problems?
O hemtproblem O varicose veins Oves Ono
O cold sores
sake regularly. y nerve activity
ﬁ}ed!C‘a ) 14. W}lﬁgmmtm 1. Domudrmkmﬂ’ﬁnateéhmmgm{mma.
vilamins: O wet om softdonksi? .....ccoviireoneis Oyes Ono
Howe many daily?
5. Doyousmoke? ...............] Ovyes One 15. Do you ever experience irritation from
Had chemical peels? Ovyes O shaving? Oyes Ono | 2. Doyou takeany stimulants or slimming
‘ _ PSR s PG tablers? Oyes Omo Coccasionally
- UseRetimA? .ooovenvcneenen. . Oyes Omo | 16, Doyou experience ingrown haii?
Emrusadﬂreamedmg,&mlme?())a One Oyes Ono { 3. What level do you consider your pain
Follow a restricted die@? ....... Oyes Ono - mmmmw S ONgh
Exercise regulardy? . ......... L Oyes One - Oii SeCi'e‘ﬁ()ﬂ i
Have regular sleep pattans? .... Oyes Ono ) 4. Have you ever experienced any
Have your bt frostd.highlghtedor it i e he il B e
chemicallplightened? ......... ere N 5. What type of massage pressure do you prefer?
Wear contactlenses? ..........Oyes Ono |2 Doyouexperience skin breakouts? Olight Ofim:
Have metal implants or Oyes Ono O occasionally
pacemaker? «..cceennrnnen... O yes One 8. Haveyou ever had a reaction to any of the

6. 'What temperaiure of water do you use to
cleanse with?

O cool O warm O hot

7. Doyou have any special skin problems
perfainingtoyourface? ..___.. Oyes Ons
I yes, specify

8. Doyou have any special concerns
pertaining toyourbody? ...... Oyes Ono
ifyes, specify

8. What types of skim care products are you
currently using?
Osoap O toner O masque
Odeanser O moistarizer Oscrubjpeel
Oother

moisture hydration
1. How much plain water do you consume daily?

2. Do you take laxatives or diuretics?
Oyes Ono O ocrasionally

3. How many alcoholic beverages doyou consume

weekly?...oeenrns rvirnrenenen D13 O4

4. Doyou ever experience these conditions on
O Fakiness OTightness OObvious Dryness
5. Ifyon sunbathe, do you use a sunscreen |
sunblock on your skin?
Oyes

O odine O AHAs Osunseresns
O other
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update every visit

1. Aveyou currently having or due for your
menstrual period? ............ Oyes Opo

2 }bveyoéhadanyrecentdenmi xrays?

Oyes Ono

3. Haveyon started any new medication?
Ovyes Ono

1f yes, specify

To be complgted by your skin care therapist: Contra-indications to any treatment:

1.

2.

e




