
Facial Consultation Form 
Name:………………………………………………………………………………………………………………………………………………… 
Address:…………………………………………………………………………………………………………………………………………….. 
………………………………………………………………………………………………………………………………………………………….. 
…………………………………………………………………………….. Postcode:………………………………………………………….. 
Tel:............................................................... e-mail:…………………………………………………………………………. 
Profession/Lifestyle:………………………………………………………………………………………………………………………….. 
 
Age Group:    Under 20 20-30  30-40  40-50  50-60  60+ 
Skin Type:  Normal Oily  Dry  Combination 
Skin Conditions: Mature Sensitive Dehydrated 
 
These will prevent the service 
 or require doctors permission in writing 
 

These will limit or change the service 

� Impetigo 
� Herpes Simplex (cold sore) 
� Herpes Zoster 
� Tinea Coporis (Ringworm) 
� Shingles 
� Diabetes 
� Cardiac problems 
� Chronic headaches 
� Lupus 
� Use of Accutane 
� Recent Scar Tissue (less than 6 months) 
� Recent surgery 
� Dermabrasian or microdermabrasian  
� Any skin treatments from your doctor 
� Use of Acid treatments  

(aziex, Differin, Renova, Retin-A, Tazara, 
Glycolic or Alpha Hydroxy Acids) 
 

� Acne Vulgaris 
� Acne Rosacea 
� Boil 
� Eczema or Dermatitis 
� Papules (spots under the skin) 
� Pustule (spots on the surface) 
� Commodone (blackhead) 
� Milla (small white cysts around eye or nose) 
� Pregnant (not recommended during first 

trimester) 
� Allergy to product ingredients (change 

product) 
� High Blood Pressure 
� Immune system disorders 
� Pace Maker 
� Facial Surgery more than 6 months ago 

 
Is this your first Facial?.................................................................................................................................... 
What is the main concern with your skin?...................................................................................................... 
Are you under a doctor for any skin conditions?............................................................................................. 
Are you taking any medications?..................................................................................................................... 
Do you wear contact lenses?........................................................................................................................... 
Have you had skin cancer? If yes what type?.................................................................................................. 
What skin care products do you currently use?............................................................................................. 
 

I confirm that I have answered truthfully to the above questions and cannot hold the beautician 
responsible for any adverse reactions to the treatment provided. 

Signed:……………………………………………. Print Name:………………………………………. Date:……………………………… 



Treatment Plan 
Client Name:…………………………………………………… Beautician Name:……………………………………………………… 

Date:…………………………….. 

Products Used 
 
Cleanser:  

 
Toner:  

 
Exfoliator:  

 
Face Mask:  

 
Moisturiser:  

 
 

Face Mapping: 

1.  

2.  

3.  

4.  

5.  

6.  

7.  

8.  

9.  

10.  

11.  

12.  

13.  

14.  

 

Aftercare advice given to client:……………………………………………………………………………………………………………… 
………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………. 

Products recommended for home use:…………………………………………………………………………………………………… 
………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………… 


