Client Profile and Informed Consent
Private and Confidential
Name:_______________________________________ DOB:___________  Age: _____  Gender: _____

Address:______________________________________________________
City:__________________________________________________________  State:_____  Zip:_____________
Phone #:_________________________ Cell#________________   Email: ___________________________

1) Are you pregnant or lactating?  N__   Y__   (If so, you may be limited to certain treatments)
2) Do you wear contact lenses? N__ Y__   (remove contacts if eyes are sensitive)
3) Do you currently have a sunburn/windburn/red face? N__ Y__ Why? _________________________
4) Do you routinely use tanning booths? N__ Y__ (If used within last 3 weeks, no peel treatments possible)
5) Are you currently using Biore® or snore strips? N__ Y__  (Discontinue 5 days before peel treatment)
6) Are you currently using Retin-A®/ Renova®/ Differin®? N__ Y__ What strength?____  How long?_______

   How frequently? _____________Where?​​ ___________​​​    (Discontinue 7 days before & after treatment)
7) Are you currently using Accutane®? N__ Y__ How long? _____ (Discontinue 10 days before & after treatment)
8) Are you currently using Tazorac®? N__ Y__ How long? ___ (Discontinue 10 days before & after treatment)
NOTE: CONSULT YOUR PHYSICIAN BEFORE DISCONTINUING USE OF ANY PRESCRIPTION!

9) Are you currently having micro-dermabrasion? N__ Y__ How long/often?________________________
10) Do you receive collagen or Restylane® or any other injections? N__ Y__ (Peels should precede by 7 days)

11) Do you receive Botox® injections regularly? N__ Y__ (Peels should precede by 7 days)
12) Have you ever had a peel? N___ Y___ If yes, has it been within the last 14 days? N___ Y___

   If yes, what kind of peel? _______________ Describe any reaction: ________________________
13) Have you recently had facial surgery? N__ Y__ Describe:________________________ When?_________
14) Have you recently had laser resurfacing? N__ Y__ What kind?____________________ When?_________

15) Please describe your skin and/or conditions of (check all that you believe or know apply): 
Thick___ Thin___ Saggy___ Firm___ Normal___ Dry___ Oily__ T-Zone/Combination___ Acne___ 
Breakouts___ Scarred___ Large pores___ Small pores___ Cysts____ Comedones ___ Milia___ Rosacea___ 
Eczema___ Freckled___ Sun-damaged___ Wrinkled___ Uneven/blotchy___ Mature___ 
Patchy dryness on (area) ____________ Melasma Mask___ Hypo-pigmented___ Hyper-pigmented___ 
Psoriasis___ Telangiectasia/broken surface capillaries___ Dehydrated___ Warts____
16) Do you consider your skin (check one): Sensitive___ Resilient___ or Not Sure___?

17) Have you ever used any skin or hair products that caused a bad reaction? N__ Y__ Describe:___________

18) Are you allergic/sensitive to (check all that apply): Milk__ Apples__ Citrus__ Grapes__ Aloe Vera__ Latex___ Aspirin__ Perfumes__ Hydroquinone__ Mushrooms___ If any other allergies, what? ___________
19) Are you sensitive to alcohol-based products? N___ Y____

20) Do you smoke? N___ Y___
21) How many alcoholic beverages to you consume per day/week? ___________________________

22) How much water or water based drinks do you consume per day? __________________________

23) Do or have you ever had skin cancer N__Y__ If yes, what type and where? __________________
24) Do you have Herpes Simplex 2 Virus (causes cold sores) N___ Y___ Last breakout? _____

        (If are currently having a cold sore breakout, we MUST re-schedule appointment for your protection)
25) Do you have any type of Hepatitis? N__ Y__ If yes, what medications are you taking? ___________
26) Are you Diabetic? N__Y__ If yes, what medications are you taking? ___________

27) Do you have any communicable skin diseases or viruses we should be aware of (warts, cold, flu?)    _______________________________________________
28) Do you have any metal parts in the head or facial region? ______________________________

29) Please list any other health conditions: ______________________________________________
30) Are you taking any medications at this time? N__ Y__ What? _______________________________
 (Including HRT and birth control. Antibiotics may increase sensitivity)
31) What is your occupation? __________________ Frequent airline travel? N__ Y__ How often?___________

32) Do you participate in outdoor activity or sports? N__ Y__ What? _______________________

33) What is your hereditary background (IE; Hispanic, European)? _____________________________
34) Eye color: Blue___ Green___ Hazel___ Grey___ Light Brown___ Medium Brown___ Dark Brown___

      Hair color: Blonde__ Red__ Lt. Brown__ Med. Brown__ Dk. Brown__ Black__ Grey/Silver__ White__
     Skin tone: Pale/White__ Light__ Medium__ Reddish__ Freckled__ Light Olive__ Medium Olive__

                       Dark Olive__ Light Brown__ Medium Brown__ Dark Brown__ Soft Black__ Dark Black _ 
35) What is your daily home skin care routine? ___________________________________________________
36) What, if any, cosmetic improvements would you like to see in your skin?  ___________________________________________________________________
37) What is your current stress level (circle one) 1 2 3 4 5 6 7 8 9 10 or off the chart?
I declare that I have answered all questions honestly, and I understand that all questions asked are for my protection. I further understand that the information I’ve given will not be shared unless a medical or legal situation should arise. 

I acknowledge that the practice of skin care including; micro-dermabrasion, facial toning, waxing services and various other beauty or health treatments is not an exact science.  I understand that response to treatment varies on an individual basis and that no specific results or guaranties have been made. I understand that some clients experience more change and improvement than others. In virtually all cases, multiple treatments may be required in order to realize a difference. 

I also acknowledge that the following risks and hazards may occur in connection with any particular treatment including but not limited to; unsatisfactory results, poor healing, discomfort, redness, blistering, scarring, infection, change in the skin pigmentation. I understand that even though precautions have been taken in my treatment, not all risks can be known in advance.

I agree to hold harmless and release from any liability Della Bella Minerals & Aesthetics / Elizabeth L. Pasko, as well as any officers, directors, or employees of the above companies for any condition or result, known or unknown that may arise as a consequence of any treatment that I receive.

I also agree to inform Elizabeth L. Pasko of any changes in my medical condition(s) before future services including but not limited to; Pregnancy, new or additional medications, cancer, etc.  
________________________________________ Date: __________________
Client Signature
________________________________________

Print Name

Aesthetician: ____________________________________________________ Date______________
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