Aesthetician Intake Form

Name:  ____________________________  Date of Birth: __________________
Address:  _________________________________________________________
Home phone: _____________________     Cell: __________________________
Referred by: _______________________

Allergies: _______________________________________________________
Are you currently using any prescriptions for your face? (If so, please list below) _______________________________________________________________
Have you had or are you currently having facial hair removal? ____________
What facial products are you currently using: __________________________
 _______________________________________________________________
What type of facial treatments have you had/ are having? ________________
________________________________________________________________
How would you describe your own skin? Please include your concerns, if any:
________________________________________________________________
________________________________________________________________

Female Clients: Oral contraceptives? ________________________________
Hormonal replacement therapy? ____________________________________
Pregnant or breastfeeding? ________________________________________

[bookmark: _GoBack]Male Clients: Razor or electric shaving? _______________________________
Do you experience irritation or ingrown hairs? _________________________
