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PATIENT INTAKE  
 

Name: _____________________________________________________ Date:  __ __ / __ __ / __ __ 

Address: ___________________________________________________________________________ 

City: ____________________________________State:   _________Zip: _______________________ 

Home Phone: ________________Work Phone: _________________Cell:  ______________________ 

Email: _____________________________________________________ DOB: __ __ / __ __ / __ __ 

Emergency Contact: __________________________________________ Phone:  ________________ 

How did you hear about us? ___________________________________________________________ 

Your personal skin evaluation: 

Skin Type: Normal Oily       Dry Combination   Other:________________ 

Condition: Texture      Sun Damage      Acne      Pigmented     Other:________________ 

Specific areas of concern:_____________________________________________________________ 

Have you ever had any of the following conditions? (Check all that apply) 

 

 

List all current medications/supplements:                 Allergies (medications, food, latex, sulfa): 

___________________________________     ________________________________________ 
___________________________________     ________________________________________ 
___________________________________     ________________________________________ 
 

Primary Physician (Name& Phone Number):_____________________________________________ 
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 Have you ever had or currently using:  Previous Cosmetic Facial Treatments: 

Retin-A or retinoids  Y      N   Chemical Peel   Y   N  Date:________ 
Accutane   Y      N   Botox®   Y   N  Date:________ 
Prescription acne medication  Y      N  Dermal Fillers   Y   N  Date:________ 
Birth control pills/patch          Y     N   Tattoo/Perm Makeup  Y   N  Date:________ 
Steroids    Y     N   Facial Surgery   Y   N  Date:________ 
Insulin/Diabetic medications   Y     N   Microdermabrasion  Y   N  Date:________ 
Cold Sore      Y    N              Cellulite treatments  Y   N  Date:________                  

If yes: Date:___________     Laser treatments  Y   N  Date:________   
Females: Date of last menstrual cycle  Tanning (last 2 weeks) Y   N  Date:________ 
_________/________/_________ 
Pregnant/Lactating?  Due:__________ 
 
Which of the following describes your skin type after 1 hour of unprotected sun exposure? 

_____ Always burns, never tans    Type I 
_____ Always burns, sometimes tans    Type II 
_____ Sometimes burns, sometimes tans   Type III 
_____ Always tans (American Indian)   Type IV 
_____ Hispanic, Asian, Mediterranean, Middle Eastern  Type V 
_____ Black       Type VI 

What medical aesthetic and wellness procedures are you interested in?      

Skin Consultation     Botox®/Dysport®      

Dermafillers     Hydrafacial MD® 

Laser Hair Reduction    Medical Grade Facial Treatments 

Laser Skin Resurfacing/Rejuvenation  Microdermabrasion     

Microneedling (Dermapen®)   B12 Injection 

LED Therapy     HCG Diet 

Chemical Peels     B-Complex 

 

I certify that the preceding medical, personal and skin history statements are true and correct. I am 
aware that it is my responsibility to inform the technician, esthetician, doctor or nurse of my current 
medical or health conditions and to update this history as a current medical history is essential for 
the caregiver to execute appropriate treatment procedures. 

Signature:______________________________________________________ Date:_____________ 

Technician Signature:_____________________________________________ Date:_____________ 


