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Please answer the following questions so that I may have a better 
understanding of your general health and lifestyle, enabling me to 
accurately analyze and assess your needs.
Date: ___________________________

Name: ____________________________________ Date of Birth: ____________
Address:________________________________________________________________
________________________________________________________________________

Home Phone: ________________________ Cell Phone: ___________________

E-mail address: _______________________________________________________
How did you hear about Skin Sense? 

_______________________________________________________________________

Employer: _______________________________________________________________________

Occupation____________________________________________________________
What would you like to achieve from your treatment today? 
________________________________________________________________________

For Facials and Skin Care
What areas of concern do you have regarding your: 
Please circle all that apply:
Skin:  

Breakouts/acne       Blackheads/whiteheads       Excessive oil/shine
Rough Texture      Rosacea       Broken capillaries       Sensitivity
Sun damage       Eczema        Psoriasis      Uneven Skin Tone
Wrinkles/fine lines     Dull/dry skin       Flaky skin       Loss of Elasticity
Eyes:

dehydrated         wrinkles           puffiness          dark circles
other__________________________________________________________________
Massage Clients:   See Attachment
Female Clients Only:
Are you pregnant or trying to become pregnant?           _ No _ Yes
General Health:
Illnesses and Chronic Conditions:

_______________________________________________________________________
Allergies: 
_______________________________________________________________________

Are you sensitive to touch or pressure in any area?             _ No _ Yes
Are You Claustrophobic?                                                 _No _ Yes

Please list all medications, supplements, and herbal treatments. Use back if necessary:

________________________________________________________________________

Please use this space or back to include any other concerns or information:
________________________________________________________________________

Future Appointments/Contact:

Please circle contact preference for confirmation of appointments.
                                  Phone        Email       Text Message

Skin Sense is by appointment only, and your appointment is 
time reserved exclusively for you. Whenever possible please providing 
a minimum of 24 hours notice when canceling or rescheduling.
Please understand that arriving late may limit the time available for your treatment. Your timely arrival is appreciated.
I understand, have read and completed this questionnaire truthfully. I agree that this constitutes full disclosure, and that it supersedes any previous verbal or written disclosures. I understand that withholding information or providing misinformation may result in contraindications treatments received. The treatments I receive here are voluntary and I release this practitioner from liability and assume full responsibility thereof.

Client Signature: 
________________________________________________________________________

Date:  ___________________________ 
