
 
 
 
 
Name:  _________________________________ 
 
Date:  __________________________________  Age:  _________ 
 
 

What area(s) do you want to have treated? 
 
Upper lip     Chin   Cheeks    Full Face    Neck     Chest Back  Underarms 
 
Bikini  Buttocks    Forearms       Thighs    Lower Legs  Hands Feet 
 
Abdomen   Ears  Other   
 
What method of hair removal have you used in the last 4-6 weeks: 
 
Shaving Tweezing     Electrolysis Waxing Sugaring    Threading           
Cream Depilatories   Bleaching         Laser  
 
Would you describe your skin as sensitive to heat and cold? Yes           No   
 
Are you currently or have been on the drug Accutane in last 6 months? No      Yes         if yes, when 
did you stop or start. _______________ 
 
Do you currently have a tan? Yes        No        if yes, when was the last time you were exposed to 
sunlight or tanning beds? ____________________________________ 
 
Are you currently using a self-tanning cream? Yes         No        
 
Do you get cold sores? No        Yes         When was last outbreak ____________________ 
 
Have you ever had genital herpes? No        Yes         If Yes, When ____________________ 
 
Do you have any skin allergies? No       Yes        if yes please list: 
________________________________________________________________ 
Please list the medications and herbal supplements you use including topicals: 
______________________________________________________________________________________ 
Have you ever had gold injections? Yes        No 
 
Do you have your lip lines permanently tattooed? Yes        No 
 
Have you had microblading to your eyebrows? Yes         No 
 
Do you have a family history of hirsutism?  No        Yes  
 
Do you have any current skin infections? No      Yes         if yes, please list: 
_______________________________________________________________ 



 
 
 
Have you had microdermabrasion? No      Yes          if yes, when was last one_______________  
Do you ever get light triggered headaches? No       Yes 
Do you have any medical conditions? No       Yes         If Yes, Please 
explain__________________________________________________________________________________________________________
__________________________________________________________________________________________________________________ 
 

If male, please pass over this section  

Have you ever had your testosterone levels checked? No         Yes 

Are your periods regular? Yes        No        Menopause         Hysterectomy         Are you pregnant or 
possibly attempting to get pregnant? No        Yes  

 
Have you ever been treated for a hormone imbalance? No        Yes 
Everyone please answer by circling the answer to each question to determine your skin type  

 


