
 

SKIN CARE CLIENT QUESTIONNAIRE 

  

Name  ______________________________________________________________ Birthday _______/_______/__________ 

Address  ____________________________________________  City ____________________ State______ Zip__________ 

Phone (________) ___________--_______________           Best way to remind you of your appt:  CALL / TEXT / EMAIL 

Email ________________________________________________________________________________________________ 

How did you hear about us?  AD / INT / REF   NAME _________________________________________________________ 

What is your occupation? _______________________________________________________________________________ 

For Professional Use: 

Do you have any children?    YES / NO  If yes, how many? ____________   Age range?  ______________________ 

Have you ever had a facial?    YES / NO   Do you currently get regular facials?  YES / NO   How often? _________ 

Do you have any current medical conditions?  YES / NO   Please list:  ____________________________________ 

Are you taking any medication?   YES / NO   Please list: ________________________________________________ 

Topical medication?   YES / NO   Please list:  _________________________________________________________ 

Have you had any cosmetic surgery? YES / NO    Please list: ____________________________________________  

Do you smoke?   YES / NO How much per day? _________________ 

Do you shower in the morning or evening? _______________  

Do you change your clothes when you come home from work? ______________ 

Skin care routine. List brands and frequency. 

Cleanser: Milky / Foamy  _________________________   Scrub: Fine / Coarse  ______________________________ 

Toner ______________________  Moisturizer _______________________  Sun Block  ________________________  

Serums ________________________  Masks _________________________  Other ___________________________ 

What are your goals for your skin? __________________________________________________________________ 

 

 

Client Acknowledgement: 

_______________________________________________  _____________________________________________ 

Client print name    Technician print name 

_______________________________________________  _____________________________________________ 

Client signature    Technician signature 

 



 

For Professional Use: 

  Skin Analysis:    DRY  COMBO   OILY   ANTI-AGING   ACNE  REACTIVE 

  Dehydration:    MILD    MODERATE SEVERE 

  Thickness:    THIN    MEDIUM THICK  

  Do you get oily during the day?   YES / NO Do you keloid? YES / NO 

  Do you react to products?   YES / NO  List: __________________________________________________ 

  Do you have any allergies?   YES / NO    If yes, please list: _____________________________________ 

  Line Chosen and Results _________________________________________________________________ 

 

 
 

 

 

 
 

 
 

 

Date Service  Notes Rebook Date

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 


