
       Date: ______/______/______ 

 
CLIENT CONSENT FORM 
Name: 
Address: 

 

City:                                State:                             Zip code: 

Phone: (        )                   -   

Date of Birth:             / 

Email Address:         

Emergency Contact:       Phone: (            )                - 

 

1. How did you hear about us?  

 

Advertisement   ___ 

Family/Friend     ___ 

Website               ___ 

Internet Search   ___ 

Other:  _______________________________________________________________________________ 

 

2. Have you ever received professional skin care/esthetics treatments before? (Yes / No)  
If yes, what type:________________________________________________________________________ 

 

3. Have you been under the care of any physician, dermatologist, or other medical professional within the past 

year? 

If so, please explain: _____________________________________________________________________ 

 

4. Are you using any topical medication or exfoliating acids like salicylic or glycolic? (Yes / No) 

If yes, explain: _________________________________________________________________________ 

 

5. Have you ever had an adverse reaction to a cosmetic product? (Yes / No) 

If yes, explain:__________________________________________________________________________ 

 
6. What are you currently using to cleanse and moisturize your face? 

_________________________________________________________________________________________ 

 

7. Do you currently use any special treatments? (eye, scrubs, masks, etc.)  

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

8. How would you rate the overall quality of your skin?  

 

9. POOR ___               FAIR __          GOOD    _       VERY GOOD   __       EXCELLENT ___ 

 

 

10. What improvements would you like to see to your skin?  

__________________________________________________________________________________________

__________________________________________________________________________________________
__________________________________________________________________________________________ 

 

 

11. Do you wear contact lenses? (Yes / No) and Are you wearing them now? (Yes / No)  

 



12. Are you bothered by scents, oils or lotions? (Yes / No)  

 

If yes, explain: 

______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________ 

 

13. Do you use Retin-A, Renova, Adapalene Hydroxyl Acid, Differin, Glycolic Acid, AHA, Salicylic Acid, or any 

Vitamin A/Retinol derivative? (Yes / No) If yes, have you used these products within the last 3 months? (Yes / 

No) 

 

14. Have you ever used an acne medication? (Yes / No) 

If yes, when and which one? _______________________________________________________________ 

  

 

 

 
Skin Care Consent Form  

 

I certify that the above information is correct to the best of my knowledge. In accordance with the law, Esthetics/Skin 

Care Therapy cannot cure, treat, prevent or diagnose any condition. These treatments are used as regimens for 

improving skin appearance and wellness. Information exchanged during any session should be given at my own 

discretion.  

I understand that this is a cosmetic treatment and that no medical claims are expressed or implied. I understand that to 

achieve prime results, I may need to follow up with more than one treatment and I need to follow the post-treatment 

care protocol when I go home. In the event that I may have any additional questions or concerns regarding my 

treatment/post-care treatment, I will consult the esthetician immediately.  

I have been informed of possible risks, benefits, and complications. I also understand that there are no guaranteed 
results and that independent results are dependent on age, skin condition, and lifestyle. Because of this I recognize 

that there is a possibility that I may require further treatments of the treated areas to obtain the expected results at an 

additional cost.  

By signing below, I acknowledge that I have read and understand all parts of this consent/intake form, and that I have 

had the opportunity to ask any questions with regard to any services offered. I also understand that I have given an 

accurate account on my medial history, including any known allergies, prescription drugs, or products that I am 

currently ingesting.  

All client information is confidential.  

 

 

Client Name Printed _________________________________________  

 

Client Signature_____________________________________________   Date ______/______/______ 

 

 

 

 

      


