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Confidential Client Intake Form

NAME: _____________________________________________________________

ADDRESS: __________________________________________________________

CITY: ________________________________PROVINCE:__________POSALCODE:___________
PHONE: __________________________CELL:____________________________

BIRTHDATE__________E-MAIL__________________________________________
HEALTH HISTORY

Please check all current conditions that apply to you:

___Pregnancy

___Diabetes

___Stroke (CVA, TIA)

___Disc Problems

___Bruise Easily

___Skin Conditions (poison ivy, athletes foot, warts, etc.)

Please Specify_____________________________________________ ________________________________________________________________________________________________________________
___Bone Disease

___Cardiac Conditions

Please Specify_______________________________________________________
___Cancer

___Allergies (including skin)

Please Specify________________________________________________________
___Arthritis

___Hypertension

___Blood clots

___Recent injury or surgery within the last year

___Epilepsy

___Autoimmune issue (rheumatoid arthritis, lupus, HIV, other…)

___Other

Please Specify________________________________________________________
SUGARING SERVICES

Please select your skin type: __Dry __Sensitive __Oily __Combination __Acne Prone

How often do you receive depilation? __Regularly __Seldom __Never

Have you ever received any of the following facial services?

____Microdermabrasion Date____________

____Enzyme Peels Date____________

____Acid or Chemical Peels Date____________

____Depilation Services Date____________

____Oxygen Therapy Date___________

If you could improve one thing about your skin, what would it be?

________________________________________________________ ________________________________________________________


WAIVER & RELEASE
It is my choice to receive sugaring treatments. I realize that the treatment is being given at my request. I agree to communicate with my service provider any time I feel as though my well-being is being compromised. I understand that the service providers do not diagnose illness, disease, or any physical or mental disorder, nor do they prescribe medical treatment, or pharmaceuticals. I acknowledge that spa services are not a substitute for medical examination or diagnosis, and that it is recommended that I see a primary health care provider for that service. I have stated all medical conditions that I am aware of, and will update the service provider of any changes in my health status. I understand that all employees of Beaute Vital International are licensed professionals, and that by law they have the right to refuse service on any client at any time, if they feel as though their wellbeing is compromised.

I understand that Beaute Vital International is a professional environment and that any inappropriate behavior may result in termination of my services and full payment is expected. I am aware that cellular phones are to be put on vibrate in the Spa, for my relaxation, and out of respect for other clients and my service provider.

I am aware that Beaute Vital International is not responsible for any personal items that may be lost or stolen during my visit. I understand the Spa recommends that I not bring jewelry or other valuable items into the Spa. By signing this confidential client form, I agree to the above terms and release Beaute Vital International spa and its employees from any liability.

Signature______________________________ Date________________

Parent or Guardian________________________ Date________________

(if under the age of 16)
