Client Intake Information Form
Name___________________________________________________________Date__________________

Mailing Address____________________________________City_______________State____Zip_______
Phone (cell)____________________(home)____________________Date of Birth (Required)___________
Email address (to receive newsletters)_______________________________________________________
Occupation_________________________________Referred by__________________________________
Emergency contact – name and number (Required)_____________________________________________
Do you have?

	( high blood pressure
	( circulatory problems
	( respiratory problems

	( autoimmune conditions
	( pregnant
	( migraines

	( sinus problems
	( numbness or tingling
	(spinal column disorders

	( diabetes/type?_____
	( allergies
	( infectious disease

	( blood clots
	( varicose veins
	



Complete this section for Massage Services only

Have you ever had a  massage?_______What type?_____________________________________________

Where are you experiencing pain or tension?__________________________________________________

Are you taking any type of blood thinning medication?__________________________________________

Have you had any surgeries in the past (5) five years?___________________________________________

Have you had any accidents in the past (5) five years?___________________________________________


Complete this section for Facials/Waxing only

Is this your first facial?    ( Yes    ( No     If yes, did you receive positive results?  ( Yes    ( No

What are your goals for this treatment?_______________________________________________________

What are your long-term skin care goals______________________________________________________

Do you wear contacts?    ( Yes    ( No     Do you smoke?    ( Yes    ( No

Are you now using (or used in the past)  ( Retin A   ( Renova     ( Differin    ( Accutane    
                                                                  ( Glycolic or alphahydroxy acids?

Do you have any allergies to cosmetics, foods or drugs?    ( Yes    ( No

If yes, explain___________________________________________________________________________

Have you tanned within the last 24 to 48 hours?    ( Yes       ( No

What home products do you currently use?___________________________________________________

 
Complete this section for Ear Candling only
Have you ever experienced a professional ear candling session?    ( Yes    ( No

What results are you looking for today?______________________________________________________
Do you wear any type of hearing aid?     ( Yes    ( No
Check any symptoms you are experiencing
	( Ear Aches
	( Ear Discharge
	( Loss of Hearing
	( Excess ear wax
	( Swimmer’s Ear

	( Sore Throats
	( Ringing in Ears
	( Dizziness
	
	


Are you currently under a Doctor or Therapist’s care for any of the above conditions?
If so, why?_____________________________________________________________________________
