Skin Care Evaluation

Patient Name: ______________________________


Today’s date:_______________ 

GENERAL INFORMATION

1. Are you currently or have you ever been under the care of a physician for your skin?
Y
N

      If yes, please explain: _____________________________________________________________________________________

2. Are you using or have you ever used:    Accutane?     Y     N              Retin A?
Y      N            Hydroquinone?      Y
   N

3. Have you ever had a chemical peel, laser resurfacing or microdermabrasion?  Y

N


    If yes, please explain: ________________________________________________________________________________________

4. Have you ever had facial surgery?
Y
N           If yes: Procedure and date: ___________________________________

5. What skin care products do you use currently? ___________________________________________________________________

6. Do you have any health problems?
Y
N
If so, please explain: _______________________________________

7. Please list current medications, including vitamins and supplements: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. Have you or any member of your family had skin cancer? 
Y
N

SENSITIVITY AND FRAGILITY

1. Do you have any skin allergies or sensitivities (rash, irritation, swelling, hives)

    to fabrics, cosmetics, or medications?


Y
N

2. Do you have any known allergies?


Y
N   

    If yes, please explain: ________________________________________________________________________________________

3. Do you “flush” or appear reddened easily when you eat hot, spicy food, drink alcohol, 

    get angry, exercise, etc?




Y
N

4. Does your skin appear fragile or burn easily?

Y
N

5. Do you have problems healing from a cut or burn?

Y
N

6. Do you use depilatories or waxes on your face? 

Y
N

7. Have you ever had a “cold sore” or “fever blister”? 
Y
N

ACNE/  SKIN TYPE

1. Do you have any history of acne or periodic breakout?
Y
N

2. Do you suffer from:      Pimples (
   White heads  (     Blackheads  (     Enlarged pores   (      Acne scars   (     Cysts   (
3. Do you only experience breakout around your menstrual cycle?     Y
N

4. Do you always have a pimple or some type of blemish?
       Y
N

5. Does your skin ever flake or feel tight and dry?

Usually   (           Sometimes  (        Rarely   (
6. Is your skin ever shiny a few hours after cleansing?

Usually   (           Sometimes  (        Rarely   (
FREE RADICAL EXPOSURE:

1. Do you smoke?


Y
N
How much? ________________________

2. Do you consume alcohol?

Y
N
How much? ________________________

3. Do you have a healthy diet?

Y
N

4. Do you exercise?


Y
N
How much? ________________________

5.Do you take vitamins?


Y
N

HORMONES

1. Are you pregnant or nursing?  

Y
N

2. Do you have regular periods? 

Y
N

3. Are you going through menopause?
Y
N

4. Have you ever been pregnant?

Y
N       

  If so, did you ever experience hyperpigmenation or a “pregnancy mask”?
Y    N

PIGMENTATION  (Fitzpatrick Scale)

How does your skin tan? 
I. Burns
II. Usually Burns   III. Sometimes Burns   IV. Rarely Burns V. Never Burns

What is your nationality (heritage)? __________________________________ 

SUN HISTORY & LIFESTYLE

1. Do you work indoors?



Y    N

2. Are your hobbies done mostly outdoors?

Y    N

3. Have you ever lived in a sun belt, inc childhood?
Y    N

4. Have you ever used a tanning bed?

Y    N

5. Do you currently wear sun protection, all day, every day?

Y    N

6. Are you willing to wear sun protection, all day, every day?

Y    N

HOW DO YOU WANT TO IMPROVE YOUR SKIN?

1. _____________________________________________

2. _____________________________________________

3. _____________________________________________

WHICH SPECIFIC AREA DO YOU WANT TO TREAT? 


 Face ( 

Neck  (

Chest  ( 
Hands  (
Back (
