Skin Care Consultation

Stephen P Beals, MD Wellness and Medical Spa

CLIENT INFORMATION                                                    Date:___________________
Name: _______________________________________________________________

Address: _____________________________________________________________

City, State, Zip_________________________________________________________

Phones:  Home________________  Mobile_____________ Work________________
                                    Please circle preferred contact phone number
E-Mail: _______________________________________________________________
May we send you our newsletter and promotions via email? ____YES  ____NO
Date of Birth: ________________________ Referred by:______________________

Occupation: _________________________ Employer:________________________
EMERGENCY CONTACT INFORMATION

Name: _______________________________________________________________

Address: _____________________________________________________________

City, State, Zip_________________________________________________________

Phones:  Home________________  Mobile_____________ Work________________

Relationship: __________________________________________________________

FINANCIAL RESPONSIBILITY

Payment in full is required when products are purchased and services received.    The nature of treatment at our facility is cosmetic and, therefore, it is highly unlikely that insurance or Medicare will reimburse for any expenses.
I understand that I am responsible to make all payments at the time of service.

Signature: _____________________________________  Date:___________________

Consult Notes (for office use only)

Skin Care History
Name:______________________________    Age:__________   Date:____________

SKIN HEALTH

1.  Have you ever been under the care of a physician (dermatologist) for your skin?  Y    N 
     If yes, when and please explain  _________________________________________

      ___________________________________________________________________

2.  Note any skin concerns you would like to address: __________________________
     ___________________________________________________________________

     Ie:  Dry, Oily, Acne, Breakouts, Sun Damage, Brown Spots, Aging Skin, Fine Lines     

3.  Note any of the following that you have ever done.  If you have, please note the
     most recent approximate date, the frequency, and type of chemical or machine used.   


Date
Frequency
Type

Facial
Y   N
______________________________________________  
Waxing/Electrolysis
Y   N
______________________________________________  
Chemical Peel
Y   N
______________________________________________  
Dermaplane
Y   N
______________________________________________  
Microdermabrasion
Y   N
______________________________________________  
Dermabrasion
Y   N
______________________________________________  
Laser Resurfacing
Y   N
______________________________________________  
IPL Treatment
Y   N
______________________________________________  
Laser Hair Reduction
Y   N
______________________________________________  
4.  Note any of the following TOPICAL applications you have used:

Antibiotics
Retin A

Glycolic Acid

Steroid Creams
Retinol

Lactic Acid

Hydrocortisone
Renova

Alpha Hydroxy Acids

Benzoyl Peroxide
Vitamin C

Hydroquinone
5.  List the skin care products you are currently using:_____________________________

     _____________________________________________________________________

6.  Answer the following questions:
     Have you used Accutane?               Y   N
Have you recently done aggressive exfoliation?   Y  N
     Have you recently had a sunburn?  Y   N
Do you flush or “appear reddened” easily?           Y  N

     Do you use a sunscreen regularly?  Y  N
Do you have issues with healing or scarring?       Y  N
     Have you had skin cancer?              Y  N     If so, what type and where on your body?____________

7.  Fitzpatrick Scale:  What is your skin’s response to the sun?  (Circle one)

     Always Burn    Usually Burn    Sometimes Burn    Rarely Burn    Never Burn – “Brown”    Never Burn – “Black”
      What is your ethnicity (heritage)? ___________________________________________________

Personal Health
Name: ___________________________                      Date:_________________

1.  Answer the following questions:



How much?

Do you get sun exposure?
Y   N
________________________

Have you ever used tanning beds?
Y   N
________________________

Do you smoke?
Y   N
________________________

Do you consume alcohol?
Y   N
________________________

Do you drink sodas?
Y   N
________________________

Do you drink water regularly?
Y   N
________________________

Do you regularly exercise?
Y   N
________________________

Do you follow a restricted diet?
Y   N
________________________

Do you take vitamins?
Y   N
________________________

Do you take laxatives or diuretics?
Y   N
________________________

Do you take allergy medications?
Y   N
________________________

Do you fly regularly?
Y   N
________________________

Do you use Biore or snore strips?
Y   N
________________________

Do you wear contact lenses?
Y   N
________________________

Have you ever had cold sores?
Y   N
Medication? ______________

Have you had x-rays in the last 6 months?
Y   N
________________________
Do you have metal implants or pacemaker? Y   N
________________________
Do you currently get Botox?
Y   N
________________________
Do you currently get cosmetic fillers?
Y   N
Which? __________________
For women only:

Are  you pregnant or lactating
Y   N

Are you trying to become pregnant?
Y   N

Are you going through menopause?
Y   N

Are you post menopausal?
Y   N

2.  List all substances you are allergic to (ie. medications, foods, cosmetics)

     ________________________________________________________________

     ________________________________________________________________

3.  List any medical conditions and/or major surgeries you have had in recent years

     ________________________________________________________________

     ________________________________________________________________

4.  List any medications you are currently taking

     ________________________________________________________________

     ________________________________________________________________
