Cape Fear Aesthetics
Last Name: ____________________  Middle initial_____  First: __________________ 
DOB:_________  Sex:____  Social Security  #_______________  EMAIL: ____________________________
Street: _____________________________City: ___________________ State: __________ Zip code: ___________
Daytime Phone: _____________ Mobile: _____________ Service Provider____________

Ethnicity: ______________ Occupation: ____________________
In case of emergency, contact: ________________________  Phone: ________________ 
Please list any medication(s)/ supplement(s) you are currently taking: ___________________________________________________
______________________________________Specify any known allergies? _____________________________________________

Specify any condition(s) for which you are receiving medical/complimentary treatment? ____________________________________

What are your goals for this treatment(s)? _________________________________________________________________________
What is your primary concern/complaint? _______________________________________________________________
Please list any recent accident(s) /injuries sustained? _______________________________________________________
Are you currently using Retin-A/ Renova/ Differin/ Tarazac/ Glycolic/ AHA/ Accutane?
(  ) yes

(  ) no
If yes, what strength and how long?

Have you had any peels, including microdermabrasion?




(  ) yes

(  ) no

If yes, what type?

Do you currently receive facial waxing/ electrolysis or use depilatories?


(  ) yes

(  ) no

If  yes, how does your skin react to them?

Have you ever had a bad reaction to a skin care product or treatment?


(  ) yes

(  ) no

If yes, please describe?

I would describe my skin as 

(  ) dry

(  ) normal

(  ) oily

(  ) combination

History of sunburn


(  ) always
(  ) usually

(  ) sometimes
(  ) rarely
Have you ever had severe sunburn (blistering/swelling)?
(  ) yes
  (  ) no
     If yes, what areas ___________________

When was your most recent sunburn?

How often do you use sun protection?
(  ) always
(  ) usually
(  ) sometimes
(  )rarely

If yes, what SPF? __________________________________________
What are the cosmetic improvements you would like to see in your skin?

What skin care regiment are you willing to do at home?  How long?

How did you hear about our services? ___Friend ___Family ___Newspaper ___Up and Coming ___Drive By ___Other
Please read the following statement and sign below:

I fully understand the treatments received at Cape Fear Aesthetics should not be construed as a substitute for medical examination, diagnosis and or treatment.  Since particular treatments should not be preformed under certain medical conditions, I affirm that I have informed all responsible parties of known physical and mental conditions and medications.  I affirm that I will keep responsible parties updated on any changes in my medical profile.  I also understand that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment.
Date:_____________________    Signature: ____________________________________________________________
