
 

  

 
 

CLIENT SERVICE RECORD 

Surname:  Forename:  

Birth Day:  Month:  

Address: 

Town:  Postcode:  

Home No.:  Mobile No.:  

E-mail:  

GP Name:  Surgery Name:  

Address:  

Telephone No:  

 

Prescribed Medication:  YES  NO Details:  

Surgery:  YES  NO Details:  

Ailments:  YES  NO Details:  

Skin Analysis:  DRY  COMBINATION  OILY  

  FAIR  SENSITIVE  DARK  
Do you have diabetes, eczema or 

psoriasis?  YES  NO Details:  
Do you have arthritis, torn ligaments or 

any muscular problems? 
 YES  NO Details:  

Are you pregnant?  YES  NO Details:  
ANY ALLERGIES:  

I declare that the above information I have given concerning my health is correct: 

Signature:  

Beauty Treatments 

Date:  Detail:  
 

Date:  Detail:  
 

Date:  Detail:  
 

Date:  Detail:  
 

Date:  Detail:  
 

Date:  Detail:  
 

 


