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Personal Information 
 

Name:  _____________________________________________________________________     Date:  ____________ 
 Last                   First    Middle 

 

Address: _________________________________________________________________________________________ 
   Street                  Unit #              City       State          Zip Code 
 

Home phone: ___________________  Cell phone: ___________________  Work phone: ___________________ 

 

Email address:  ___________________________________________ 

 

Date of Birth:  __________   Age:  ______   Sex:    Male     Female    Occupation: _______________________ 

 

Referred by:  _____________________________________ 

 
Emergency Contact Information 
 

Name:  _________________________________________        Relationship to patient: ______________________ 

 

Home phone: ___________________  Cell phone: ___________________  Work phone: ___________________ 

 
HIPAA Information 
 

Privacy restriction: 

 Do not call at home      Do not contact by email 

 Do not call at work      Do not contact by text 
 

        Mail only to:     Home address listed above 

            Other:  ____________________________ 

    ____________________________ 
 

  

             I do not have any privacy restrictions and approve of all lines of communication.  

  

Acknowledgment: 

By signing below, I acknowledge that I have received and read the Notice of Privacy Practices form. 

 

 _________________________________________________                 _____________ 
                Signature                  Effective Date 

 
Financial Information 
 

I understand that I am financially responsible for all charges.  I am aware that office visits are payable 

on the day service is rendered, and LA SkinAesthetics is not responsible for billing my insurance 

company.  I have read the cancellation policy and am aware there is a possibility of being charged 

a specified amount for any scheduled services. 

 
Patient’s signature:  ____________________________________________________             Date:  _____________ 
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Medical History 

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

  Reason: _________________________________________________________________________ 
 

2. Do you have any known allergies or skin sensitivities?     Y N 
 

  List: ______________________________________________________________________________ 
 

3. What is your ethnicity? ___________________________________________________________________ 
    

4. Have you ever taken Accutane or isotretinoin?       Y N 
 

       Date of last prescription: _____________________ 
 

5. Have you ever had a cold sore?        Y N 
 

       Date of last outbreak: ________________________ 
 

6. Do you smoke?          Y N 
 

       Frequency: __________________________________ 
 

7. Do you have any health conditions?        Y N 
 

  Description: _____________________________________________________________________ 
 

Skincare History 
1. Have you ever had a medical skincare treatment such as chemical peels, lasers, IPL photofacials, and 

injectables? 

            Y N 
 

 List & date of last treatment: _____________________________________________________________ 
 

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

 Relationship: ________________________________   Type: _________________________________ 
 

3. How often do you experience acne?   Frequently           Occasionally           Rarely 
 

4. Do you scar easily?           Y N 
 

5. Are you often outdoors for long periods at a time (ex. more than an hour)?  Y N 
 

 Reason: ________________________________________________________________________________ 
 

6. How do you tan?  Burn Easily          Sometimes Burn          Rarely Burn          Tan          Tan Easily 
 

7. Do you currently wear sun protection on a daily basis?      Y N 
 

  Type: ___________________________________________________________________________________ 
 

For Your Comfort 
1. What level of facial massage pressure do you prefer?   Light           Medium           Deep 

 

2. Do you typically like the bed warmer on?       Y N 
 

3. Do you prefer no talking during your treatments?      Y N 
 

4. Are you claustrophobic?         Y N  
 

5. If you had no time constraints, would you rather have a quick procedure or a long one? Quick   Long    
  

6. Do you like music while receiving a treatment?      Y N 
 

  Type: ___________________________________________________________________________________ 
 

Patient Signature:  ______________________________________________________________      Date:  __________________      
 

Healthcare Provider’s Signature:  ________________________________________________      Date:  __________________  

Name: ___________________________________________ 
 

Date: ________________ 

SKINCARE ASSESSMENT 


