A UNIQUE TOUCH, INC.

Client Information


SKIN CONSULTATION
Name: ____________________________________________________
  Date of Birth: _________________________
Address: _________________________________________________
City: __________________________________
State: _________   Zip: ______________
       E-Mail: ________________________________________________     Occupation: _________________________________     Referred by: _______________________________________
Home Phone (_______)_________________________    Work Phone  (_______)_____________________________     
Cell Phone    (_______)_________________________    Carrier ___________________ (to receive SMS for appointments)

Preferred Contact:  Receive Email         Receive SMS           (to receive appointment reminders)
In case of emergency: ________________________________________    Phone: (______)____________________
Are you ALLERGIC to any of the following? (circle all that apply & please explain)

Seafood,   iodine,   nuts,   milk products,   medicine,   sunscreens,   latex,   fragrances,   cosmetics,   other __________________________________________________________
Do you have any of the following Medical Conditions?   (check any that apply)

___ Arthritis




___ Epilepsy

___ Asthma




___ Cancer

___ Diabetes




___ High Blood Pressure

___ Heart Disease / Pacemaker

___ Other ______________________________________
Are you using any of the following Medications?  (check all that apply)

___ Accutane / Retin A / Renova

___ Antibiotics

___ Asprin

___ Hormone replacement

___ Prednisone / Hydrocortisone

Please list any additional medications you are taking.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you had any of the following treatments in the past 3 months?

___ Permanent Makeup

___ Tattoo

___ Tanning Bed

___ Chemical Peel or Micro Dermabrasion

Are you pregnant? __________  Do you smoke? __________  Wear contacts? __________

How did you hear about my spa services? ______________________________________________________

*I have read and filled out the above information truthfully.  I understand that withholding information or providing misinformation may result in contraindications and/or irritation to the skin from treatments received.  The treatments I receive here are voluntary and I release this institution and/or skin care professional from liability and assume full responsibility thereof.

___________________________________________


____________________
Client Signature







Date
SKIN CLASSIFICATION:  To be filled out by Esthetician

Normal ___________


Couperose __________

Dry ______________


Acne _______________

Oily _____________


Scars ______________

Combination ________


Fine Lines / Wrinkles __________

Sensitive / Thin _________

Rosacea ___________

Comedones (blackheads) ________
Elasticity (good / poor) _______

Milia (whiteheads) _________

Hyperpigmentation ____________
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