Melissa Mason Lt
Skiv Care Specialist

Client Skin Care History

Nawme: date:

Address:

City: State: Zip:

Email address:

Date of birth: Phone:

Emergency contact: Phove:

Are ou preguavt: yes/vo I yes, how far alovg?

Do you have any of the following health conditions?

O Alds/HIV 0 Heart problems O "Recent surgeries
O Cavcer O Hepatitis o Strokes
O TDiabetes O High/Low blood pressure

O Lupus

Please list any other health conditions not listed above:

Are qou currently using any of +he following?

0 Qlyeolic/alpha hydroxy acid O Hydroguivove

O Accutane O Hormone Therapy
O Topical Vit. C O TPBirth Control

O TRetiv A/Revova O Suwscreev

Other prescription or OTC meds currently using:

Are you using or have you ever used any wmeds for acne? yes/vo

If ves, how long since last nsed?

Do vou suffer from cold sores? vesfuo If ves, do ou take medication? ves/vo

If ves, how long has it beew since you last used medication?

Do you sioke? yes/vo| ] Do vou +au?  yes/vo[ |



Have you had a facial before? ves/vo If yes, whew:

Have vou had electrolysis, laser Wair removal or waxing v the last week  yes/no

If yes, please explain:

What skiv care products are you currently using?

Have vyon ever had a reaction to any of the following?

O cosmetics O pollen o shellfish
O Wwmedications O skin products o latex
O food O essential oils O  aspirin
O awimals O wuts o other
O sumscreens O alpha hydroxy acids
O iodive O fragravce
If yes to any of the above, please explain:
Have vyou had any of the following?
O breakonts/acve O sun damage o flaky skin
O excessive oil/shive O enlarged pores o dehydrated
O rosacea O uweven skin tone o other
O brokew capillaries O wrinkles/five lives
O liver/broww spots O dull/dry skin

Is there any other information T should know about regarding vour skin & health before we begin your
treatment?

Tt is vour respovsibility +o nform Melissa WMason Limt of any pre-existing & all health conditions as well as any chavges in your
skiv or health. Tt is also your respovsibility to inform WMelissa Mason Limt of any discomfort during any sessiow.

T uwnderstand & accept any risks of which T have been
advised, that may be associated with the agreed upon skin treatment. T release Welissa Wason Limt from all liability arisivg
from any ijury &for damage from failure +o inform Melissa WMason Lmt of any pre-existing conditions, limitations, specific
sewsitivities, &for any discomfort during the treatment. T agree +o keep Welissa Wason Lint updated as +o any changes in my
medical file.

Client signature: Date:

Therapist signature: Date:



Treatment & Progress Notes

Client name: dob:

aniversary: spouse:
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