GLOW AESTHETICS NEW CLIENT INFORMATION

In order to provide you with the most appropriate treatment, we need you to complete the following questionnaire. All information is strictly confidential.
PERSONAL INFORMATION
Name: _____________________________________________________	Today’s Date: ______________
Date of Birth: ______________ 	Age: ________		Cell Phone: __________________________
Home Address: ______________________________________   City: __________________  Zip: ___________
Email Address: ________________________________________ 	Occupation: ____________________
Permission to call and/or text regarding scheduling, procedures, aftercare, and follow up?    □Yes □No
Emergency Contact Name & Number: _______________________________________________________
How were you referred to us?           Family/Friend (please specify their name): ________________________
					Facebook	Google		Website	Drive-by	Radio
					Instagram	Other: ____________________
· 
2

Issues of Interest to You: 
· 
· Skin Rejuvenation
· Reduction of sun damage
· Treatment of Rosacea (Redness)
· Wrinkle Reduction
· Increased Facial Volume
· Laser Hair Removal
· Reduction of age spots
· Evening out skin tone
· Body Contouring
· Other, please specify: ______________________________________
______________________________________

Previous Cosmetic Treatments: (Check all that apply)
· 
· Acid Peel
· Fillers
· Botox/ Dysport/ Daxxify
· CoolSculpting
· Laser Procedures
· Intense Pulse Light (IPL)
· Microdermabrasion
· Microneedling
· Plastic Surgery: ________________________________



MEDICAL HISTORY
Allergies (Medications, Food, Make-up, etc): ___________________________________________________________
List all current medications/supplements (Include any antibiotics, birth control pills, creams/ointments, and/or hormones): __________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever used Accutane?  □Yes    □No    If yes, when did you last use it? ___________________
Please circle all the following medical conditions you have now or have had in the past:
Diabetes / Blood Transfusion / Lung Disease / Irregular Heart Beat / Heart Disease / High Blood Pressure / Pacemaker / Stroke / Intestinal Ulcers or Bleeding / Autoimmune Disease (Lupus, Rheumatoid, Sjrogen’s,etc) / Thyroid Imbalance Drug/ Alcohol Addiction / HIV / Dental Implants / Glaucoma / Bleeding Tendency /  Cold Sores (Fever Blisters)   Shingles / Cancer / Seizures / Melasma / Hormone Imbalance / Metal Implants / Active Infection / Keloid Scarring / Other: _________________________ / None of the above
Do you currently smoke (Cigarettes, Vape, Marijuana, etc): 	□Yes 	   □No
How much plain water do you consume daily? ___________________________________
[bookmark: _Hlk156632222]Are you currently under the care of a Primary Care Provider or Specialist? 	□Yes □No 
If yes, please list their name(s): ______________________________________________________

FEMALE CLIENTS ONLY:
Are you pregnant or trying to become pregnant?   □Yes  □No 	 Are you breastfeeding?  □Yes     □No
Are you using contraception?   □Yes  □No
	Fitzpatrick Skin Test
· Type 1 – Always burns, never tans, Red or Blonde hair, light-colored eyes
· Type 2 – Somewhat tans, mostly burns
· Type 3 – Sometimes burns, mostly tans, aka “olive” complexion.
· Type 4 – Rarely burns, almost always tans, aka “olive” complexion.
· Type 5 – Moderately pigmented (Indian, Hispanic, etc)
· Type 6 – African American
	What is your Skin Type?
□Oily   □Normal  □Dry  □Sensitive  □Combo
What Is Your Natural Hair Color?
□Blonde □Brunette □Black □Red
What is Your Eye Color? 
□Blue □Green □Brown 
□Hazel   □Gray □Amber




Cancellation and Refund Policy – Injectable Treatments
Cancellations: 
We may require a credit card on file to hold your appointment. There will be no charge to the credit card if you attend the appointment or cancel/reschedule within 24 hours. Otherwise, we reserve the right to charge your credit card for the amount of $50.00. 
Refund Policy:
Treatments purchased are non-refundable, non-transferable, and non-exchangeable.
Cancellation and Refund policy – Aesthetic Services
Cancellations:
We ask that you notify us at least 24 hours in advance if you are unable to keep your appointment.
Refund Policy:
Treatments purchased are non-refundable, non-transferable, and non-exchangeable.
No Show Policy:
Please be courteous and cancel if you change your mind. Failure to notify us in advance may result in a $45 no-show fee being added to your next service.

***If you choose to use a payment plan such as Cherry® or Care Credit®, a 4% convenience fee will be added to your total transaction price. 


With this signature, I understand and agree to the terms of the above policy. I certify that all preceding information is true and accurate. I am aware that it is my responsibility to inform the provider of my current medical and/or health conditions and to update this history if it changes. I agree to hold harmless Glow Aesthetics and its agents for any adverse reactions due to omitted information and/or misinformation on this questionnaire and/or from actions which deviate from pre- and post-care instructions. A current medical history is essential for the provider to execute appropriate treatment procedures.

Client Signature: _____________________________________________	Date: ____________________
Relationship: (Circle One)	PATIENT	SPOUSE	PARENT	LEGAL GUARDIAN




CONSENT TO PHOTOGRAPH



I understand that photography is a necessary part of planning and evaluating cosmetic procedures. I authorize the taking of photographs at the direction of my provider. These photographs will be used solely for documentation purposes and will be kept confidential unless otherwise disclosed.  

If used for education and/or advertising, I will not be identified by name. 

If photographs, intended to be used for education and/or advertising, include distinguishable characteristics such as my face, skin markings, etc., I will be notified and will be given the opportunity to consent or refuse prior to usage.



Client Signature: _______________________________________    Date_________________



Witness Signature:  _____________________________________    Date_________________


