
THE SKINCARE CENTER 
        

Skincare Intake Form
Name: _____________________________________   Today’s Date: ________________________

Please prioritize the cosmetic improvements you would like to see in your skin:
1.______________________________  2.____________________________  3.______________________________
_______________________________________________________________________________________________
             YES NO 
Are you interested in updating your homecare skin program?      ___ ___
What brand/type of skincare products are you currently using? ____________________________________________
_______________________________________________________________________________________________

Lifestyle
Do you smoke?            ___ ___
Do you participate in vigorous aerobic activities or sports?      ___ ___
Do you use tanning booths?          ___ ___
Do you have permanent make-up?         ___ ___
Do you wax or use depilatories, electrolysis, or lasers for hair removal?     ___  ___
Are you currently using Accutane?         ___ ___
Are you currently using Retin-A, Renova, Differin, Tazorac, or Avage?     ___ ___
Do you have regular Botox, Restylane, Juvéderm or collagen injections?     ___ ___
Have you recently had facial surgery or laser resurfacing?      ___ ___
Have you ever had a chemical peel or a microdermabrasion treatment?     ___ ___
Do you spend most of your day outdoors?        ___ ___
What type of work do you do? _______________________________________________________________________ 
What oral/topical medications are you currently using? ___________________________________________________
What is your ethnic background? _____________________________________________________________________

Health History
(check all that apply)

[ ] Skin Cancer                   [ ] History of Skin Cancer:_________________________________________
[ ] Cold Sores/Fever Blisters     Last Outbreak: _______________________________________________________________
[ ] HIV   [ ] Diabetes  [ ] Heart Problems  [ ] High Blood Pressure               
[ ] Hepatitis  [ ] Low Blood Pressure  [ ] Sinus Problems/Asthma   [ ] Chemo/Radiation

Skin History
[ ] Acne   [ ] Hormonal Breakouts  [ ] Rosacea         [ ] Dermatitis/ Eczema
[ ] Psoriasis  [ ] Pigmentation Issues [ ] Scars/Keloid Scarring     [ ] Hives 
[ ] Bruising  [ ] Fine Lines/Wrinkles [ ] Other: ______________________________
 

Allergies
[ ] Milk    [ ] Apples   [ ] Citrus/Grapes   [ ] Eggs   [ ] Aloe Vera           
[ ] Aspirin   [ ] Hydroquinone   [ ] Perfumes   [ ] Sulfur  [ ] Pineapple/Papaya 
[ ] Shellfish/Seaweed [ ] Nuts   [ ] Retin-A/Retinoids [ ] Alcohol Based Products
Known prescription allergies: __________________________________________________________________________________
Other allergies:______________________________________________________________________________________________

Female Patients:
[ ] Regular Cycle   [ ] Irregular Cycle   [ ] Menopausal  [ ] Pregnant/Nursing
[ ] Peri-menopausal [ ] Trying to become pregnant [ ] Hysterectomy  [ ] Oral Contraceptives

Male Patients:
[ ] Shave wet with razor  [ ] Shave dry with electric shaver  [ ] Shaving irritation/ingrown hairs
  

Patient Signature ____________________________________________________ Date ________________________


