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COSMETIC AND/OR SKIN CONSULTATION HISTORY 

 

 

 
Please indicate your preferred method of contact:_______________________________________ 
 
How did you hear about us?_________________________________________________________ 
 
We frequently have cosmetic special events and discounts, which are ONLY offered via e-mail. 
Would you like to be contacted via email for special events and cosmetic specials?      ☐Y ☐N 
 
Email address:____________________________________________________________________ 
 

Privacy Policy: We respect your privacy and will not share your information. Our e-newsletter contains a one click unsubscribe, so you may 
leave our list anytime 

 
Join our VIP Text club by texting SKIN to 36000 

 
Current Physician: _________________________________________________________________ 
 
In case of emergency who should be notified? (name and phone)___________________________ 
 
What is the primary reason for your visit? _____________________________________________ 

 
Skin Care Concerns 
What are your areas of concern (check all that apply): 
 
☐Acne 
☐Body hair  
☐Brown spots  
☐Crow's feet 
☐Dark circles under eyes 
☐Dry skin 
☐Enlarged pores 
☐Facial hair 
☐Facial redness or dilated 
blood vessels  
☐Fine lines and wrinkles 

☐Forehead Lines 
☐Freckles  
☐Hyperpigmentation 
☐Leg veins 
☐Lines between the brows 
☐Lines around nose and 
mouth  
☐Lip lines 
☐Liver spots  
☐Oily skin  
☐Rough skin texture 

☐Rosacea 
☐Thin lips  
☐Sagging skin 
☐Skin discoloration 
☐Sunspots 
☐Tired-looking skin 
☐Uneven skin tone  
☐Unwanted fat  
☐Skin Cancer  

 
Have you ever had a body check by a dermatologist? ☐Yes ☐No  If yes, when?________________ 
 
If you are Female answer the following: 
Are you pregnant? ☐Yes ☐No 
Are you trying to become pregnant? ☐Yes ☐No  
Are you lactating or breast-feeding? ☐Yes ☐No 
Do you use oral contraceptives? ☐Yes ☐No 
If Yes, list here: _____________________ 
 

 
Do you have a regular menstrual cycle? ☐Yes ☐No 
Are you Peri- or Post-Menopausal? ☐Yes ☐No 
Do you use hormone replacement therapy? 
☐Yes☐No  
If yes, list here:__________________________     
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Have you ever had or do you have any of the following (please check): 
 
☐  Arthritis 
☐  Asthma 
☐  Autoimmune Disorder 
☐  Bleeding Disorders 
☐  Blood Clots  
☐  Cancer 
☐  Circulation Problems 
☐  Cold Sores/Fever Blisters 
☐  Diabetes (Type ______) 
☐  Easy Bruising 
☐  Eczema 
☐  Fibromyalgia 
☐  Heart Condition 

☐  Hepatitis 
☐  High/Low Blood Pressure 
☐  HIV/AIDS 
☐  Hyperpigmentation 
☐  Infection 
☐  Keloid Scars 
☐  Melasma  
☐  Implants (Types_________) 
☐  Muscle Spasms 
☐  Neurological Disorders 
☐  Pacemaker / Defibrillator 
☐  Permanent Makeup 
☐  Pigmentation Disorders 

☐  Psoriasis 
☐  Melanoma 
☐  Recent Surgery (within 12 
mos) 
☐  Seizures 
☐  Sensitivity to Sunlight 
☐  Stroke 
☐  Sunburn 
☐  Tattoos 
☐  Varicose Veins 
☐  OTHER _____________ 

 
Are you currently taking any of the following (please check): 

        
☐Antibiotics 
☐Antihistamines   
☐Anti-depressants  
☐Blood Pressure Medications  
☐Contraceptives   ☐  
☐Diuretics 
☐Hormones 

☐Sedatives 
☐Steroids   
☐Thyroid Medication 
☐Herbal Supplements or Vitamins 
Please List Here: _______________ 
☐Other ______________________ 
☐Other______________________ 

 
 
Have you ever taken Accutane?  ☐Yes ☐No  If yes, when _______________________________ 
 
Do you have allergies or have you ever had  an allergic or adverse reaction to any medication or product?  ☐
Yes ☐No    If yes, list here:________________________________________________ 
 
Do you smoke?  ☐Yes ☐No    If yes, how many packs per day? ____ For how long? ___________ 
 
Do you drink alcohol?  ☐Yes ☐No    If yes, quantity per week? ____________________________ 
 
Do you wear contact lenses?  ☐Yes ☐No        Do you exercise regularly?  ☐Yes ☐No 
      
How much water do you drink? _______________________ 
 
 
 
Have you ever had an adverse reaction to a laser or cosmetic treatment? ☐Yes ☐No     
If yes, please describe:_____________________________________________________________ 

 
Have you had any products or treatments that you thought were not effective? ☐Yes ☐No    
 
If yes, please describe:______________________________________________________________ 
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Have you used a tanning booth or sun exposure without sunscreen in the last 2 weeks?   ☐Yes  ☐No  
  
Have you used a method of hair removal in the last 6 weeks?   ☐Yes  ☐No   If yes, what method?  
  
 

I have answered the questions contained in this questionnaire to the best of my knowledge. I understand that 

it is my responsibility to inform my practitioner of my past and current health conditions as it pertains to the 

treatment that I am seeking.  

 

 

________________________________________________________________________________________ 

Signature                  Print Name       Date 
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