Kalianas Spa § Wellness Sanctuary CONFIDENTIAL CONSULTATION FORM

NAME DATE

(LAST) (MIDDLE) (FIRST)
ADDRESS caTy STATE ZIP
PHONE EMAIL BIRTHDAY
THERAPIST REFERRED BY

In order to provide you with the safest and most effective treatment, we request that you fill out this form
accurately and thoroughly. This information will be kept completely confidential and be used only by our
professional staff. Mahalo.

FACIAL ANALYSIS

1. SKIN TYPE 5. HAVE YOU RECENTLY UNDERGONE SURGERY?
ONormal ODry OCombination OOily (MEDICAL OR COSMETIC)
OSensitive/Breakout  OVery Sensitive/Rosacea What?
OAcne OMature

2. WHAT ARE YOUR PRESENT SKIN CONCERNS? When?

Please Check All That Apply
OAcne Lesions (cysts) OPapules (inflamed) OBlackheads 6. HAVE YOU EVER BEEN PRESCRIBED ACCUTANE®?

OAcne Scars OPustules (inflamed)  OWhiteheads If YES, last date used?
OpDilated Capillaries ~ OEnlarged Pores Olngrown Hairs 7. ARE YOU CURRENTLY TAKING ANY MEDICATIONS?
OHyperpigmentation (brown spots from sun, scars, hormonal) (e.g. Blood Thinner, Heart Medication, etc) Please List:
EYE AREA
OCrow's Feet/Wrinkles OPuffiness
OlLack of Elasticity ODark Shadows 6. DO YOU USE ANY OF THE FOLLOWING?
MOUTH AREA Eye Make-Up Remover Brand
OWrinkles OHyperpigmentation ~ ONasolabial Folds Cleanser Brand
CHEEK AREA Toner Brand
OLoss of Elasticity OCross Wrinkling (sun damage) Moisturizer Brand
OHyperpigmentation OUneven Texture Exfoliator Brand
OpDilated Pores OVisible Capillaries Mask Brand
NECK & DECOLLETE AREA Make-Up Brand
OWrinkles OlLack of Elasticity Sunscreen Brand
OSevere Sun Damage OHyperpigmentation 7. HAVE YOU EVER BEEN DIAGNOSED WITH..?
3. HOW OFTEN DO YOU RECEIVE A FACIAL? OSkin Cancers OContact Dermatitis
ORegularly OSeldom ONever OSeborrhea OEczema OHemophilia
4. HAVE YOU RECENTLY RECEIVED ANY OF THESE SERVICES? OHIV/AIDS OHerpes OHepatitis
OMicrodermabrasion Date 8. IF THERE IS ANYTHING YOU COULD CHANGE ABOUT
OEnzyme Peels Date YOUR SKIN, WHAT WOULD IT BE?
OAcid Peels Date
OWaxing Services Date

The information | have provided is accurate and complete to the best of my knowledge. | understand that aestheticians do
not diagnose or treat disease, and that any care or recommendation from this facility or from my aesthetician is not a
substitute for a medical professional’s care. | take responsibility for alerting my aesthetician of any changes to my health
status and medications, as well as any responses perceived to be a result of the treatment as soon as | become aware of them.
I also understand that no sexual activity, comment or innuendo will be tolerated. The staff reserves the right to refuse
services at its discretion based on client’s conditions, aesthetician’s skill set, client attitude or action, etc., without
explanation or prior notice, and | agree to this policy.

SIGNATURE DATE



BODY ANALYSIS
1. HAVE YOU RECEIVED PROFESSIONAL MASSAGE BEFORE? OYes ONo

2. IF YOU HAVE, HOW OFTEN DO YOU RECEIVE A MASSAGE? OWeekly OMonthly OWhenever
3. WHAT MASSAGE PRESSURE DO YOU PREFER? OLight OMedium OFirm

4. WHAT ARE YOU GOALS FOR TREATMENT? ORelaxation/Stress Reduction OPain Relief ~ OWellness
5. ANY AREAS OF TENSION/SORENESS? Please List All.

6. ARE YOU CURRENTLY UNDER A PHYSICIAN’S CARE? ONo  OYes Ifyes, FOR WHAT CONDITION?

7. ARE YOU CURRENTLY (within the past few days) SUFFERING FROM ANY OF THE FOLLOWING?
OCold/Flu  OFever  OAllergies =~ OMigraine Headaches OSinus Headaches
8. HAVE YOU SUFFERED ANY INJURIES IN THE PAST TWELVE (12) MONTHS? PLEASE LIST ALL.

9. DO YOU HAVE ANY BODY IMPLANTS? OPacemaker = OMetal Plates, etc. =~ OProsthetics ~ OOther

10. ARE YOU CURRENTLY UNDERGOING CHEMOTHERAPY OR RADIATION THERAPY?
ONo  OYes (Please Specify)

11. DO YOU SUFFER FROM ANY ALLERGIES? (Cosmetic Ingredients, Food, lodine, Medications, Hay Fever, Latex, etc.)
Please List.

12. ARE YOU CURRENTLY TAKING ANY MEDICATIONS? (i.e. blood thinner, heart medication, aspirin, herbs, vitamins, etc.)
Please List.

13. HAVE YOU EVER BEEN DIAGNOSED WITH ANY OF THE FOLLOWING? Please Check All That Apply.

OAnemia OBlood Clots/Phlebitis OPDepression OHeart Attack OHYPER-Thyroidism OStroke
OAnxiety OBroken Bones OEpilepsy OHepatitis OHYPO-Thyroidism  OSpinal Injuries
OAsthma OCancer (specify) OHIGH Blood Pressure  OHIV/AIDS OMigraines OUlIcers
OArthritis  ODiabetes OLOW Blood Pressure  OHerpes OSeizures OVaricose Veins

14. HAVE YOU EVER BEEN DIAGNOSED WITH ANY OF THE FOLLOWING SKIN CONDITIONS? Please Check All That Apply.
OAthlete’'sFoot OContact Dermatitis OEczema OFungal Infections OPsoriasis  OSeborrhea  OSkin Cancers
15. FOR WOMEN ONLY:
OPregnant OlLactating OMenopause OBirth Control Pill OHormonal Problems OIUD (copper or plastic)
16. DO ANY OF THE FOLLWING APPLY TO YOU?
OSmoke OWear Contact Lenses ODentures OExercise OFEat Spicy Food
17. HOW OFTEN DO YOU CONSUME ALCOHOL? ORegularly OSeldom ONever

18. HAVE YOU RECEIVED A BODY TREATMENT AND/OR BODY WRAP BEFORE? OYes ONo
19. IF YOU HAVE, HOW OFTEN? OWeekly OMonthly OWhenever
20. WHAT ARE YOUR PRESENT CONCERNS? Please Check All That Apply.

Dry/Flaky Skin OArms OlLegs OElbows OKnees OChest OFeet OBack
Oily Skin and/or Breakout OBack OChest

Loss of Elasticity OBreasts OButtocks Olnner Arms  Olnner Thighs  OMid Torso
Cellulite OButtocks OThighs  OBack of Arms  OStomach

21. IF YOU COULD IMPROVE ONE THING ABOUT YOUR BODY, WHAT WOULD IT BE?

The information | have provided is accurate and complete to the best of my knowledge. | understand that massage therapists
do not diagnose or treat disease, and that any care or recommendation from this facility or from my therapist is not a
substitute for a physician’s care. | take responsibility for alerting my therapist of any changes to my health status and
medications, as well as any responses perceived to be a result of the treatment as soon as | become aware of them. | also
understand that no sexual activity, comment or innuendo will be tolerated. The staff reserves the right to refuse services at
its discretion based on client’s conditions, therapist’s skill set, client attitude or action, etc., without explanation or prior
notice, and | agree to this policy.

SIGNATURE DATE



