A+ Beauty Salon										     Facial Client Intake and Release of Liability Form
Name:_______________________________ DOB:_________________________                                      Address:____________________________________________________________________________                                    Phone:______________________________ Email:__________________________________________                               Occupation:________________________________ Emergency Contact:_________________________  Conditions you are currently experiencing today?   Stress    Anxiety    Headache   None                                                                             What type of essential oils do you prefer?  Cinnamon   Frankincense   Cedarwood   Sandalwood         Clary Sage    Sweet Orange   Peppermint   Lemongrass   Tea Tree   Lavender   Eucalyptus  
	The following information will be used to help plan safe & effective facial sessions each time you visit us. It is important to answer all questions honestly and to the best of your knowledge. Thank You.
What type of skin do you have?   Normal   Dry   Oily   Combination   Acne
What areas of concern do you have regarding your skin?                                                                              Breakouts/Acne         Blackheads/Whiteheads   Excessive Oil/Shine   Broken Capillaries             Wrinkles/Fine Lines   Redness/Ruddiness           Uneven Skin Tone     Dull/Dry                               Dehydrated                 Sun Damage                        Rosacea                      Sun/Brown Spots
Have you been under the care of a dermatologist within the past year?                                                           If yes, explain________________________________________________________________________
Have you had an allergic reaction to any of the following?                                                                                  Pollen   Food   AHAs   Fragrance   Sunscreen   Latex   Cosmetics   Hydroxyl Acids   Medicine
What kind of products are you currently using?                                                                                                Soap   Cleanser   Toner   Moisturizer   Masque   Exfoliator   Eye Products   Other
Do you currently or have you used in the last 3 months Retin-A, Renova, AHAs or Retinol/Vitamin A derivative products?                                                                                                                                                     If yes, specify________________________________________________________________________
Have you received Botox, Restylane or Collagen injections in the last 6 months?                                            If yes, specify_________________________________________________________________________ 
Do you smoke? _________________
Do you wear contacts? ________________
Is there anything else about your current or previous health history you think would be useful for your esthetician to be aware of to make this a better experience? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


By signing below, you agree to the following:
I understand, have read, and completed this questionnaire truthfully. I understand that withholding information or providing misinformation may result in contraindications and/or irritation to the skin from the treatments received. I am aware that it is my responsibility to inform the esthetician of my current medical or health conditions and to update this history. The treatments I receive here are voluntary and I release this institution and esthetician from liability and assume full responsibility thereof. 

Client Printed Name: _______________________________________________________
Client Signature: ____________________________________________________________ 

