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Name __________________________________________________________________ 

Address _______________________________________________________________   

City _______________     Zip ____________    Date of Birth _________________    

 Mobile Phone _____________________     Home Phone __________________   

Email __________________________________________________________________

What type of work do you do? _______________________________________________________________________________

Have you seen a Dermatologist in the past year?   Yes    No  

If yes, list Dermatologist’s name, contact information and reason for visit: ______________________________________________

_______________________________________________________________________________________________________________

Are you currently taking any medications?     Yes    No     If yes, please list:  _______________________________________

_______________________________________________________________________________________________________________

What is your genetic background? (This is for skincare analysis only)    _____________________________________________

_______________________________________________________________________________________________________________

GENERAL HEALTH HISTORY
How is your general health?     Excellent    Good     Fair 

Please circle the following conditions you have/had experienced:  

hypertension, metal plate, diabetes, cold sore, anemia, cancer, seizures headaches, fainting, contacts, lupus, 
stroke, irregular pulse high/low blood pressure, thyroid disorder, high cholesterol, eating disorder, heart 
attack, asthma claustrophobia, epilepsy, hepatitis or varicose veins 

Do you take nutritional supplements?    Yes    No    

Do you exercise?    Yes    No    

Do you have a tendency to scar?    Yes    No    

ALLERGIES
Have you ever had an allergic reaction to any of the following:  (circle all that apply)  aspirin, salicylates, milk, apples, 
citrus, grapes, ingredients in skincare products, fish, marine, iodine or latex

If checked yes to any of the above, please explain  ___________________________________________________________________

_______________________________________________________________________________________________________________

Please list any other known allergies  ______________________________________________________________________________

_______________________________________________________________________________________________________________

Have you ever had Herpes Simplex?   Yes    No 

If yes, have you ever been treated with Denavir (Penciclovir), Zovirax (Acylivor) or Abreva?   (circle all that apply)  

Are you being treated for Hepatitis?   Yes    No
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Thank you for choosing to trust 

Complexion Clinical Skincare with 

your skin. Please answer the following 

questions so that I may have a better 

understanding of your general 

health and lifestyle.
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Name __________________________________________________________________ 

SKINCARE HISTORY 
Are you currently having skin treatments?   Yes    No  If yes, what type of treatment(s)? _____________________________

Do you have or have ever had, hypopigmentation, collagen injections or SPF mask? (circle all that apply) 

Please circle if you are presently experiencing or have experienced in the past: skin cancer, broken capillaries, dermatitis 
treatment reactions, keloid, scarring, acne, hyperpigmentation or rosacea 

Please circle if you have or have you had any of the following in the last 14 days: facial cosmetic surgery, permanent 
cosmetics, fillers, laser resurfacing, chemical exfoliation (peels), light treatments, microdermabrasion, Botox 
injections,  extractions, waxing, laser hair removal, hair treatments (perm, color, etc.) 

Please circle the skincare products are you currently using at home: cleanser, vitamin C, toner, exfoliants/scrubs 

Please circle if you are using or have used any of the following: Benzoyl Peroxide (BP), Glycolic Acid (AHA), Lactic Acid 
(AHA), Resorcinol, Sulfur, Vitamin C, Vitamin A, Hydrocortisone (HC) 

Please circle if you have been prescribed the following products: Salicylic Acid (BHA), Hydroquinone (HQ), Azelaic Acid 
(Azelex , Finacea TM) Triluma, Tretinoin (Retin A, Retin-A Micro , Renova, Avita),Tazarotene (Tazorac ), Metrogel 
Adepalene (Differin ), Isotretinoin (Accutane)  Please list others if any:______________________________________________

SUN PROTEC TION 
Do you use a sunscreen?   Yes    No

What level of protection?____________________________________________________________________________________

Do you sunbathe or participate in outdoor activities?   Yes    No

Do you tan in a tanning booth?   Yes    No

Have you tanned in a tanning booth in the last 14 days?   Yes    No 

Have you had any direct sun exposure in the last 10 days?    Yes    No

When exposed to the sun do you... (Please circle one)    always burn never tan  /  always burn sometimes tan 

Do you feel your skin is sensitive?   Yes    No

What skin conditions do you want to improve? (Please circle all that apply)  acne and/or breakouts, enlarged 
pores, fine lines and wrinkles, Rosacea, dehydration, sun damage, facial scarring, uneven tone hyperpigmentation 
(freckles, age spots),  uneven texture,  oily, hypopigmentation

Other please list:  _______________________________________________________________________________________________

Is there any other necessary information I should know before beginning your treatment? 

If so, please explain: ____________________________________________________________________________________________

FEMALE CLIENTS ONLY
Are you on hormone replacement therapy?  Yes    No  

Are you presently taking birth control pills?   Yes    No 

CLIENT WAIVER I have acknowledged that all the information provided by me is true and correct to the best of my knowledge. 
I also understand that some skin conditions may require more than one treatment and home care products to achieve the result 
desired. I hereby release Complexion Clinical Skincare from any liability pertaining to treatments, understanding that results 
cannot be guaranteed due to individual skin type(s) and condition(s). 

Client Signature __________________________________________     Date _____________


