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NEW CLIENT INFORMATION – Facial/Waxing/Tinting

Date:  






Name: 








Cell Phone: 





Address: 








Work Phone:  




City: 





 Zip: 



Home Phone:   





E-mail Address:  






           Occupation:  





How did you hear about the salon? (If friend or family, please list name) 






We feel it is important to have a thorough understanding of our client’s expectations and past experiences with professional skincare treatments.  I’d like to ask you a few questions in order to learn how to properly care for you and your skin.
Client History ~
1. Have you received treatments by an esthetician before? 


· If yes, please answer the following questions.  If no, skip down to # 2
a] When was your last treatment? 




b] Have you been satisfied with past treatments? 

  If not, what seemed wrong?  


2. What made you decide to have a treatment today? 








3. If you could change 3 things about your skin, what would they be?
4.  Do you have a daily and/or nightly skincare routine? 

      If yes, please list below. 

AM:















      PM:    













  

5.  Do you feel your skin is: (circle one)           Dry
     Normal
          Oily
         T-Zone Oily


6. Do you develop an ‘oily shine’ before noon? 



7.  
Do you have an issue with break-outs? 

  If yes, how often? 






Treatment Questions ~
1.  I partially cover your face with a warm towel during the facial treatment, is this going to bother you? 

2. I perform a neck and shoulder massage during the facial treatment; are you ok with me doing this? 

Health History ~
1.  Are you using any of the following prescription topical medications: (Circle if Yes or write NO on line below)                                                  Retin-A   ~   Differen   ~   Renova   ~   ______________
2. Have you had any cosmetic injections or surgery to your face or neck within the past month? 

  If yes, please list: 













  

3. Are you allergic to any of the following: (Circle if any of these are Yes, If not please write NONE below) 
           Aspirin  ~  Iodine  ~  Any Essential Oils  ~  Pumpkin  ~  Papaya  ~  Pineapple  ~  Roses 
            _____________________
If you are allergic to anything else other than what is listed above, please indicate on line below:   

4. Do you have, or have you had any of the following? (Please write  “N” for NO and “Y” for Yes)
   Hysterectomy 

       Pace Maker  

     Cancer (presently, or within the last 6 months) 

     Hepatitis

       Currently Pregnant &/or Nursing 

      High Blood Pressure 

     Immune disease/disorder 

  Diabetes

    Skin disorder/disease 




                                                     Cold Sore/Fever Blister ________
5. Please list any and all prescription and/or over the counter medications you’re currently taking
      and  what condition you’re taking them for.   
* * If you don’t know the medication name, please indicate the condition that you are taking the medication for.* *
Thank you for taking the time to complete this form.  Please sign below to indicate you have answered all questions yourself, and the answers are truthful.

Signature:  







Date:  







Print Name:  






 
Esthetician Name:  





