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Skin Care History & Consent
		Today’s Date: 


PATIENT INFORMATION
	Patient’s last name: 
	First: 
	Middle Initial:



	Cell Phone #
	Email Address:
	Birth date:
	Age:
	Sex:

	
	
	
	
	


Address: [Address/ P.O Box, City, ST  ZIP Code]


	What results are you seeking?

	Have you received a facial before? Y/N
If yes, what did you NOT like about your last facial, if anything?
	[bookmark: _GoBack]When was your last facial/chemical peel?


	
	
	

	Do you receive facials on a regular basis? Y/N
	What type of work do you do?
	Please rate your stress level from 1-5(5 being highest)

	
	
	



	Do you see a dermatologist? Y/N
If yes who?




	What medication are you currently taking?




	Please circle the following conditions you have or had experienced: 
Hypertension   cold sore   anemia   metal plate   hernia   lupus   diabetes   stroke   irregular pulse   fainting   contact lenses   claustrophobes   cancer   hepatitis   high cholesterol   heart attack   high/low blood pressure   high cholesterol   epilepsy  autoimmune disorder   varicose veins   headaches   seizures   asthma  
	Are you currently having skin treatments? Y/N

If yes, what type of treatments?



	
	
	
	

	Please check if you are presently using or have used in the past any of the following: 
________Benzoyl Peroxide (BP)
________Glycolic Acid (AHA)
________Lactic Acid (AHA)
________Salicylic Acid (BHA)

	Do you exercise? Y/N

Do you take nutritional supplements? Y/N

Do you tend to scar/keloid? Y/N

	Please list any known food or medicine allergies?






	Female Clients only: 
Are you on hormone replacement therapy?

Are you currently taking birth control?

Are you pregnant or nursing?


	Do you tan or out in the sun daily? Y/N

Do you use a sunscreen? Y/N




	Do you have or have had any of the following? 
________Facial Cosmedic Surgery   _______Botox
________Collagen Injections   ______Fillers
________Light treatment   _______Laser treatment
________Microdermabrasion 



	Prescription Products: 
_______ Tretnoin(RetinA) 
_______ Adepalene(Differin)
_______ Tazarotene(Tazorac)
_______ Isotretinoin (Accutane)taken in last 6mo? Y/N
_______Triluma
_______Metrogl                        

	
	
	Any other topical? ________________


Please Check if you are presently experiencing or have experienced any of the following: 
_____ Skin Cancer   _______ Broken Capillaries    _______ Dermatitis   ________ Treatment Reactions   _______ Keloid Scarring   ________ Hypopigmentation 
_____ Acne   Hyperpigmentation   _____ Rosacea
	I understand the information on this form is essential to determine my medical and cosmetic needs and the provision of treatment.  I understand that if any changes occur in my medical history/health I will report it to the office as soon as possible.  I have read and understand the above medical history questionnaire.  I acknowledge that all answers have been recorded truthfully and will not hold any staff member responsible for any errors or omissions that I have made in the completion of this form.

All professional services are charged to the patient.  The patient is responsible for all fees regardless of insurance coverage.  I understand that I am responsible for my bill. I understand that the service I am receiving are elective and can pose a risk to me. I understand these risks and they have been explained to me to my satisfaction and I have had all my questions answered before receiving treatment. 

I, the undersigned, do hereby give my consent for Glow Medical Aesthetics to furnish treatment considered necessary, and proper in diagnosing and/or treating my physical and cosmetic condition(s).
I give permission to Glow Medical to take any photos’ for before and after purposes and won’t be used for any marketing unless I am notified first. I give permission for Glow medical to add my email and phone number to their communication lists.  


___________________________________________               _______________________________________                         
                  Patient Signature / Guardian for minor                                                Staff Signature
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