
Jaskiran Brar

Clinical Skin Care Questionnaire

PERSONAL INFORMATION



DATE:


name______________________________________  birth date_____________________

   

last

      first

home phone_____________________________  office phone_______________________

address___________________________________________________________________



street



city

state

zip code

email____________________

referred by______________________________  occupation_______________________

Have you received professional skin care treatments?          ( yes    
( no

describe___________________________________________________________

Have you seen a Dermatologist?  



 ( yes    
( no


describe___________________________________________________________

Do you smoke?  ( yes   ( no  
Do you wear contact lenses?    ( yes    ( no

Have you had cosmetic surgery?  ( yes   ( no    What kind? _______________________

When?__________

Do you have metal implants or a pacemaker?

( yes

( no

MEDICAL HISTORY


Please indicate any health conditions/treatment you may have had within the past two years.

( pregnancy


( lupus



( silicone injections

( immune problems

( high/low blood pressure
( hormone problems

( thyroid


( diabetes


( heart problems

( hepatitis


( sinus problems

( hysterectomy

( cancer


( botox injections

( birth control pills    type:_____

SKIN CARE HISTORY


Have you used any of the following medications, or procedures?

( renova(



( chemical peels


( steroids



( retin A 



( glycolic acid



( sulfur



( antibiotics  type:___________  
( benzoyl peroxide


( cortisone 

Have you experienced a reaction to any medication or products such as peeling,

itching or allergic reactions?

( yes

( no

If so, please specify:_________________________________________________________

Please list below all skin care products you use, including medications, makeup base, and sunscreen.  If you recently stopped using a medication, please indicate below.


product


frequency of use


comments

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

How would you describe your skin?   ( very oily      ( normal/oily      ( normal/dry      ( dry

Do you consider yourself to have sensitive skin?

( yes

( no

Describe the type of skin your parents have:_______________________________________

Do you have a history of acne in your family? 

( yes

( no

How does your skin feel at the end of the day?_____________________________________

Do you pick at your skin?




( yes

( no

Do you work around chemicals?



( yes

( no

Are you currently under a lot of stress?


( yes

( no

How much plain water do you consume daily?_______________________________________

Do you follow a restricted diet?



( yes

( no

signature  ________________________________


 date _________________
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