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Client Intake Form

Name: ________________________________________________ 	Date of Birth: __________________ 
Address: __________________________________________________________________________________ 
Preferred Phone: ________________________ E-mail address: ______________________________________ 

How did you hear about us?
__________________________________________________________________________________________ 

What would you like to achieve from your treatment today? __________________________________________________________________________________________ 

Have you been under the care of a physician during the last year? 		YES____​ ​NO____​  
If yes, please specify:  ________________________________________________________________________

Have you ever had any of the following conditions? (circle if applicable) 

Acne						Tumors/growths/cysts 			Melasma 
Arthritis 					Pacemaker/metal or electrical implants 	History of implants Diabetes 					Hepatitis (A, B, or C)				Blood clots 	
Severe headaches/migraines 	    		HIV / Aids 					Bleeding disorder Herpes/Cold sores/Fever blisters 		Abnormal wound healing 			Autoimmune disease Seizures/Epilepsy 				Keloid Scarring 				Vascular Disease Cancer 					Skin Disorders 					Bacterial Infection Chemotherapy/Radiation 			Hypopigmentation (lightening) 		Fungal Infection Thyroid Disease 				Hyperpigmentation(darkening) 		Recurrent Infections Lupus 						Rosacea 					Cosmetic surgery Pregnant/nursing ​ ​ 				Edema (swelling) ​ ​				Broken Capillaries
List any conditions not mentioned above: ________________________________________________________
__________________________________________________________________________________________ 

Do you wear contact lenses or eyeglasses? _______________________________________________________

Do you have an intolerance to heat or cold?​ ______________________________________________________

Do you smoke? 	YES____​ ​NO____​ 		Do you drink alcohol? 	YES____​ ​NO____​

Allergies (food, latex, dairy, seafood, aspirin, medications)? 	YES____​ ​NO____​ 
* Distinguish allergy reaction (shock, hives, swelling) from adverse reaction.
If yes, please specify:  ________________________________________________________________________

Have you received any of the following treatments? (circle if applicable) 
Chemical Peel 				Facial Ultrasound 			Permanent Makeup 
Microderm 				Microneedling 			Laser Treatments 		
Dermaplaning 				Laser Hair Removal			Injectables (Botox, Fillers)		
Intense Pulsed Light (IPL)		Waxing 				Tattoos 		
Professional Facial 			CO2 Laser
Have you had any other treatments? List here: ___________________________________________________
__________________________________________________________________________________________ 

Have you ever or recently used any of the following topical / oral medications? 
Accutane 		Avage 			Topical antibiotics 		Renova 		
EpiDuo 		Hydroquinone 	Differin 			Alpha Hydroxy Acids (i.e. glycolic) Tazorac 		Beta Hydroxy Acids (i.e. salicylic) 			Tretinoin 
Retin A (retinol) 

Current medications (including over the counter): _________________________________________________
__________________________________________________________________________________________ 

Have you ever had a facial treatment before? 	YES____​ ​NO____​ 	 If yes, when __________________ 

Which of the following best describes your skin type? (Please circle one type number) 
I	Creamy complexion		Always burns easily, never tans
II	Light Complexion		Always burns, tans slightly
III	Light/Matte Complexion	Burns moderately, tans gradually
IV	Matte Complexion		Seldom burns, always tans well
V	Brown Complexion		Rarely burns, deep tan
VI	Dark Brown Complexion 	Rarely burns, deeply pigmented

Do you have any special skin problems or concerns pertaining to your face or body?	YES____​ ​NO____​    
If yes, please specify:  ________________________________________________________________________

Do you use sunscreen? 	YES____​ ​NO____​  Sometimes​____​ ​

Current dietary supplements including vitamins, herbs, etc.: _________________________________________
__________________________________________________________________________________________ 

What skin care products are you currently using? (List brand where known) ____________________________
__________________________________________________________________________________________ 

Have you recently used any self-tanning sprays or lotions, creams or treatments? 		YES____​ ​NO____​

Have you used any of the following hair removal methods in the past six weeks? 		YES____​ ​NO____​

Are you undergoing any hormone replacement therapy? 		YES____​ ​NO____​
If yes, please specify:  ________________________________________________________________________


Please circle all current hair reoval methods you currently use:
Shaving 	Tweezing/Plucking		Dermaplaning 		Threading		Waxing
Sugaring 	Laser Hair Removal		Depilatories          	Electrolysis		Epilator	


Women only:
Are you pregnant, nursing, or trying to become pregnant? 		YES____​ ​NO____​

Please indicate services or areas for which you are interested in:
Sun Spots/Brown Spots		Melasma			Wrinkle/Fine lines reduction

Laser/IPL				Laser Hair Removal		Oxygen Facial
Telangiectasia				Spider Veins			Dermaplaning facial
Chemical Peel				Acne				Acne Scarring
Microneedling				Tone/texture			Sagging skin
Rosacea				Hydro-Facial			Preventative Aging
Large pores				Broken capillaries 		Skin Care
Other: ____________________________________________________________________________________

Additional Comments: __________________________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
By signing below, I give my consent for Doll Aesthetics & Wellness to provide appropriate treatments and services. I understand that a separate procedure-specific consent may still be required when appropriate or legally required. I have read, and completed this questionnaire truthfully. I agree that this constitutes full disclosure and supersedes any previous verbal or written disclosures. I understand that withholding information or providing misinformation may result in contraindications, adverse reactions, and/or irritation from treatments received. I understand that my participation in any treatment is voluntary. I have freely and truthfully provided my medical and health information and understand that it is my responsibility to notify my provider of any changes to my health, medications, medical conditions, or other information that may affect my treatment prior to receiving services.
By signing this form, I acknowledge that I voluntarily consent to and authorize the treatments and services I elect to receive at Doll Aesthetics & Wellness. I understand that the nature and purpose of my treatment with pre and post care instructions will be explained to me and that I have the opportunity to ask questions before receiving treatment. I understand that individual results may vary and that no specific outcome can be guaranteed.

Client Signature: ___________________________		 Print Client Name:​ __________________________
Date:​ ____________________________________		 Witness:__________________________________
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