Confidential Skin Care Evaluation

This is an electronic form (e-Form). An e-form can be filled out without printing.

We ask that you answer the following questions

so we may have a better understanding of your general health and life style. To be well prepared for your consultation, please

email to: info@globalskin-solutions.com

Date of Birth: Name: Date:
Address:
City: State: Zip: Email:
Home Phone: Cell Phone: Receive our Newsletter: [JYes [ONo
Emergency Contact Name Phone: Relationship:
1. Whatis the reason for your visit?
2. What special areas of concern do you have?
3. Please check all that applies
[ Acne scarring [ pigmentation [JAge spots
[ Acne [JSun damage [JFine Lines and wrinkles
[Scars or Keloids [Ostretch Marks ingrown Hairs

4. Have you ever had

[OMicrodermabrasion [JLED [JEnzyme treatments
[JCosmetic surgery [JLaser Hair Removal [JBody treatments
[JCosmetic fillers [JElectrolysis in the past 14 days [JChemical peels Percentage?
[OBotox®? [ODermatitis [JHome care with acids
[ORestylane® [JKeloid scarring [JPermanent Cosmetics
[cCollagen Injections [JAt home microdermabrasion

Comments:

5. Have you seen a Dermatologist in the past Year? [JYes [INo
Name of dermatologist Reason for visit

6. Are you presently under the care of a physician? [JYes [INo If yes, explain

ALLERGIES/REACTIONS

7. Do you have or ever had a reaction/allergy to

[OMetals [JChemical or natural peels?
[JFragrance [JCosmetics
[JAspirin or Salicylates [ingredients in cosmetics.
FOR MEN
8. Do you experience breakouts? Oyes [ONo
9. Do you have ingrown hair? [yes [No
FOR WOMEN
Are you on birth control? [JYes [No Are you pregnant?

Do you take hormone replacement? Oyes [ONo

[Food
[JAirborne particles
[IHerbs or flowers

[yes [No
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SUN PROTECTION

10. Do you use a sunscreen/sun block? [JYes [No [JsPF15 []SPF30 [JOther(please explain)
11. Amount of sun exposure? Week hrs  Weekend hrs
12. Do you sunbathe or participate in outdoor activities? [JYes [INo
13. If yes, what outdoor activities?
14. Do you use tanning booths? [JYes [No
15. Have you tanned in a tanning booth in the last 14 days? COyes [ONo
16. Have you had direct sun exposure in the last 10 days? [Oyes [ONo
LIFESTYLE
17. Do you normally sleep well? [JYes [No Number of hours
18. Do you wear contact lenses? [JYes [INo
19. Do you smoke? [Oyes [ONo How many per day
20. Consume alcohol? [JYes [No How much per week
21. Do you regularly exercise? [JYes [INo Ifyes,isitstrenuous? [JYes [No
22. Do you play sports? [JYes [INo Ifyes, doyouweara [JCap [JHelmet [JHeadband? [JOther?
23. Do you have food intolerances?. [JYes [JNo
If yes, explain
24. Do you follow any special diet? [JYes [No If yes, explain
25. Daily water intake: glasses a day.
26. How many cups of caffeine-type beverages (coffee, tea, soft drinks) do you consume daily? [ONone [J1-3 cups [J4 or more
27. What do you consume on a daily basis? [JFruit [JProtein [JComplex Carbohydrates [JVegetables & Salad
28. Do you take vitamins? [JYes [INo If yes, what
29. Number of work hours. Day Shift Night Shift Stay at home How many take-out meals/week
30. Student [ School
31. Whatis your stress level? [(JHigh [Medium [JLow
32. Do you drink milk? How much [ODaily [weekly [JOnce in a while
33. Do you eat cheese? How much? []Daily [JWeekly []Once in a while

SKIN CARE ROUTINE

34.
35.
36.

Have you had facial treatments in the past? [dyes
Have you had extractions in the past two weeks? [JYes
What is your daily face routine?

Cleanser: [] How does your skin feel after use?
[IJDay Cream/Moisturizer for: []Dry Skin

[IMask: How many times a week?

YOUR FEATURES

37.

38. Natural Hair Color (check one): [IBlonde [[JRed [JLight Brown [] Medium Brown []Dark Brown

Eye Color (check one): [Blue [JGreen [JHazel

[ Always burns, never tan

[ Burns easily, tan slightly

[Joily/Acne Skin

[INight Cream

[OGray [JLight Brown

[OBurns moderately, tan gradually

[Jseldom burns, always tan

[ONo
[ONo

Toner[] How does you skin feel after use?
[Jsensitive Skin

[CJEye Cream/Serum/Mask

[ODark Brown

[ORarely burns, deep tan

[Black [Gray/Silver

[CINever burns, deeply pigmented
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39. How would you describe your skin? (Check all that applies):

[INormal oily [JT7-Zone Cbry [wrinkled [cystic

[JSun-Damaged [Juneven tones [IBlotchy [IMature [JScarred [Jsallow

[CJAcne Cmilia [JComedones [Ooccasional [Jsaggy [JLarge pores

[Florid [JRosacea [JCongested breakouts [JFirm [JSmall Pores
[JHypopigmented ~ [JHyperpigmented [JPost-Inflammatory  [JFreckled [JPerfumed Stained [IMelasma (Dark patches)
(Light spots) (Discoloration) ?ggfkrgig(’;g”ta“"”

GENETIC BACKGROUND - Does your genetic background include any of the following (check all that applies).
40. [JAsian [JAsian Subgroup []Pacific Islander [Jitalian/Mediterranean [JLatino/Hispanic [] African [JAfrican-American
[INative American []Middle Eastern [JSpanish [JEuropean [JDon’t Know
GENERAL HEALTH

41. How would you describe your overall health? [JExcellent [Good [JPoor Explain:

42. Have you had any of the following, past or present?

Acne yes [No Diarrhea/constipation [JYes [No Hormone Imbalance [JYes [No
If yes, when? Teens[] Adult[] Eczema [dyes [No Infections [Oyes [ONo
Allergies Cyes [No If yes, to what? Lupus COyes [No
Arthritis or Bursitis [JYes [No Epilepsy [dyes [No Metal Implants [yes [ONo
Blood Pressure Oyes [No Hay Fever [dyes [No Pace Maker [yes [ONo
Breast Implant Oyes [No Headaches [dyes [No Phlebitis [yes [ONo
Cancer yes [No If yes, how often Psoriasis [yes [ONo
If yes, what type Serious Injury [yes [ONo
Cataracts CdYes [No Heart Condition CYes [No If yes, what

Cholesterol ‘ Oyes [CONormal If yes,‘r.\ow long? Vitiigo Clves  [No
Claustrophobic Oyes [No Hepatitis Oyes [No Thyroid Oves [No
Circulatory Cyes [CNo Hirsutism Oyes [No

Varicose Veins Yes No
Diabetes Oyes [No HIV OYes [No = O

NOTE: Diabetes and epilepsy requires
written permission from a physician.

MEDICATIONS and/or Over-the-counter products (Check all that applies):

43. Do you presently use or used in the past any of the following:

[IBenzoyl Peroxide [Osalicylic Acid [JHydrocortisone [JTazarotene (Tazorac)
[Glycolic Acid [Sulfur [JHydroquinone [isotretinoin (Accutane)
[Lactic Acid [vitamin A [Tretinoin (Retin-A/Renova) [IMicro, Renova or Avita)
[JResorcinol [vitamin C [JAzelaic Acid (Azelex, Finacea) [JAdepalene (Differen)
Oother
COMMITMENT

44. How committed are you to achieving results? [JNot sure [JSomewhat committed [JVery committed

45. If committed and depending upon the skin condition, we may recommend a 4 to 12 week corrective program. This will include professional
weekly or bi-weekly treatments and home care products to assure the success of the outcome. [JYes, I'm committed [INo not interested

46. Any special requests or concerns?

By checking the box and printing my name | acknowledge that all the questions above have been answered to the best of my knowledge: I:l

Name: Date:

www.globalskincareproducts.com 3




	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	13: 
	11: Off
	12: Off
	14: 
	15: 
	16: 
	17: 
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: Off
	25: Off
	26: Off
	27: Off
	28: Off
	29: Off
	30: Off
	31: Off
	32: Off
	33: Off
	34: Off
	35: Off
	36: Off
	37: Off
	38: Off
	39: Off
	40: Off
	41: Off
	42: Off
	43: Off
	44: 
	45: Off
	46: Off
	47: 
	48: 
	49: Off
	50: Off
	51: 
	52: Off
	53: Off
	54: Off
	55: Off
	56: Off
	57: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	64: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	72: Off
	73: Off
	74: Off
	75: Off
	77: 
	78: Off
	79: Off
	80: 
	81: Off
	82: Off
	83: Off
	84: Off
	85: Off
	86: Off
	87: Off
	88: Off
	89: 
	90: Off
	91: Off
	92: Off
	93: Off
	94: 
	95: Off
	96: Off
	97: 
	98: Off
	99: Off
	100: Off
	101: Off
	102: Off
	103: Off
	104: Off
	105: Off
	106: Off
	107: Off
	108: Off
	109: Off
	110: 
	111: Off
	112: Off
	113: 
	114: 
	115: Off
	116: Off
	117: Off
	118: Off
	119: Off
	120: Off
	121: Off
	122: Off
	123: Off
	126: 
	127: 
	124: 
	125: 
	128: 
	129: Off
	130: 
	131: Off
	132: Off
	133: Off
	134: Off
	135: Off
	136: Off
	137: Off
	138: Off
	139: Off
	140: Off
	141: Off
	142: Off
	143: Off
	144: Off
	145: Off
	146: 
	147: 
	148: Off
	149: Off
	150: Off
	151: Off
	152: Off
	153: 
	154: Off
	155: Off
	156: Off
	157: Off
	158: Off
	159: Off
	160: Off
	161: Off
	162: Off
	163: Off
	164: Off
	165: Off
	166: Off
	167: Off
	168: Off
	169: Off
	170: Off
	171: Off
	172: Off
	173: Off
	174: Off
	175: Off
	176: Off
	177: Off
	178: Off
	179: Off
	180: Off
	181: Off
	182: Off
	183: Off
	184: Off
	185: Off
	186: Off
	187: Off
	188: Off
	189: Off
	190: Off
	191: Off
	192: Off
	193: Off
	194: Off
	195: Off
	196: Off
	197: Off
	198: Off
	199: Off
	200: Off
	201: Off
	202: Off
	203: Off
	204: Off
	205: Off
	206: Off
	207: Off
	208: Off
	209: Off
	210: Off
	211: Off
	212: Off
	213: Off
	214: Off
	215: Off
	216: Off
	217: Off
	218: Off
	219: 
	220: Off
	221: Off
	222: Off
	223: Off
	224: Off
	225: Off
	226: Off
	227: Off
	228: Off
	229: Off
	230: Off
	231: Off
	232: Off
	233: Off
	234: Off
	235: Off
	233b: 
	236: Off
	237: Off
	238: Off
	239: Off
	240: Off
	241: Off
	242: Off
	243: Off
	244: Off
	245: Off
	246: Off
	247: Off
	248: 
	249: Off
	250: Off
	251: Off
	252: Off
	253: Off
	254: Off
	256: Off
	257: Off
	258: Off
	259: Off
	260: Off
	261: Off
	262: Off
	263: Off
	270: Off
	271: Off
	272: Off
	273: Off
	274: Off
	275: Off
	276: Off
	277: Off
	278: Off
	279: Off
	281: Off
	282: Off
	283: Off
	284: Off
	285: Off
	286: Off
	287: Off
	288: Off
	289: Off
	290: Off
	291: Off
	292: Off
	297: Off
	298: Off
	299: Off
	300: Off
	301: Off
	302: Off
	303: Off
	304: Off
	305: Off
	306: Off
	307: Off
	308: Off
	309: Off
	310: Off
	311: Off
	312: Off
	313: Off
	314: 
	315: Off
	316: Off
	317: Off
	318: Off
	319: Off
	320: 
	76: 
	75b: 
	255: 
	257b: 
	286b: 
	Check Box1: Off
	321: 
	322: 


