Mountain Sun Skin Therapy

   Confidential Skin Health Survey

Date:
	Name:
	Date of Birth:

	Street Address:
	City
	Zip

	Phone: cell or home (please circle)
	Would you like to receive notice of sales and links to information?   Yes     No Thanks



	Email:
	Who referred you to us?

	Emergency Contact Name:
	Emergency Contact Phone:


	Please take a moment to fill out this Skin Health Survey.  The condition of the skin is a reflection of inherited traits combined with many aspects of daily life including medications and medical conditions you may be experiencing.

	*
	Are you under a physician’s care for any current skin condition or cosmetic treatment?  _____Yes     _____No
  If yes please explain: ______________________________________________________________________________

	Medications and Allergies:

	*
	Women only: Are you on birth control pills?     _____Yes     _____No

	*
	Women only: Are you on hormone replacement therapy?    _____Yes     _____No

	*
	Are you now using or have you ever used the following skin related medications:
     _____Azelex    _____Differin    _____Renove    _____Retin-A   _____Tazarac    _____Glycolic or AHA    _____Other

	*
	Are you now using or have you ever used Accutane:  _____Yes     _____No  If so, when and for how long? 

	*
	Are you presently taking medications – oral or topical?  Please List: 

	*
	Do you have any environmental or food allergies? 

	*
	Do you have or have you ever been treated for cancer?  _____Yes     _____No

	*
	Have you ever had a pre-cancerous lesion removed?  _____Yes     _____No

	*
	Do you wear contact lenses?  Please remove for facial service.

	Please circle if you are affected by or have any of the following:

	*
	Asthma

Cardiac problems

Diabetes
Eczema
	Epilepsy

Fever Blisters/Cold Sores
Hepatitis

Immune disorders
	Implants

Lupus

Metal plates or pins

Migraine headaches
	Pacemaker/Heart Problems
Sinus problems

Thrombosis/Phlebitis

Urinary or Kidney issues

	Lifestyle:

	*
	How many 8 oz glasses of water do you drink each day? _________________

	*
	Do you drink caffeinated beverages?   ___Coffee   ___Tea  ___Green Tea  ___Soda / ___servings per day

	*
	Do you drink alcoholic beverages?  ___Daily  ___Occasionally  ___Rarely  ___Never

	*
	Do you smoke? ___Daily  ___Occasionally  ___Rarely  ___Never

	*
	Do you wear sunscreen?   ___Daily  ___Only when I go out in the sun  ___Never

	*
	Do you regularly tan at an indoor salon?  ___Yes  ___No   If so, how often? ____________________________________


I understand that the services offered are not a substitute for medical care, and any information provided by the therapist is for educational purposes only and not diagnostically prescriptive in nature.  I understand that the information herein is to aid the therapist in giving better service and completely confidential.
________________________________________


________________________________

Client Signature







Date
