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LAVENDER DAY SPA ~ SKINCARE ~ NEW CLIENT INFORMATION FORM

Name: ______________________________________________________        Birthdate: _________________________

Address: ____________________________________________________        Age: _________           Male  or  Female

City: __________________________  State: ______  Zip: _____________        Occupation: __________________________
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Phone: (H) _______________________  (W) _______________________  (C) ________________________

Referred by: _______________________________________     Preferred Appointment Time:   Mornings   Afternoons   Eves

MEDICAL HISTORY

Have you had any serious or chronic illness, operations, chronic infections or traumatic accidents?  Yes / No

If yes, please explain ___________________________________________________________________________________

Do you have any current medical conditions I should be aware of?  Yes / No  

If yes, please explain ___________________________________________________________________________________

Do you have any heart or circulatory problems?  Yes / No

If yes, please explain ___________________________________________________________________________________

Have you ever had plastic surgery?  Yes / No  

If yes, please describe _________________________________________________________________________________

Do you have asthma?   Yes / No            Do you wear contact lenses?   Yes / No          Are you claustrophobic?   Yes / No

Do you have any skin conditions I should be aware of (ex: warts, fungus, psoriasis, cancer, acne, etc)?   Yes / No  

If yes, please describe _________________________________________________________________________________

Are you allergic to nuts?   Yes / No   Do you have any other allergies?   Yes / No  __________________________________

Have you been exposed to the sun or tanning booth recently?  No / Yes   If Yes, when? _____________________________

Would you consider yourself a “sun worshipper”?   Yes / No   

Do you wear sunscreen?  Always   Sometimes   Never

Are you currently taking Accutane or using Retin-A?  Yes / No   If yes, for how long? _______________________________

Are you currently taking any other medications?   Yes / No  If yes, please list & explain _______________________________

_________________________________________________ ____________________________________________________

______________________________________________________________________________________________________

Have you ever had skin cancer?  Yes / No  If yes, when & what type? _____________________________________________

What product(s) do you use to wash your face? _______________________________________________________________

Do you have any special concerns for your session today? _____________________________________________________

Any other comments? ___________________________________________________________________________________

_____________________________________________________________________________________________________

For Women:

Are you pregnant?  Yes / No  If yes, how far along? __________________  Due date ______/______/______

Are you currently taking Birth Control Pills?   Y / N    If yes, what type of hormone/brand are you taking? ________________

Client Signature: _________________________________________________________  Date: _______/_________/_______

Email address: _____________________________________________@__________________________________
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