Halina European Day Spa Skin Consultation
Guest Name: ________________________________________________________
Birthdate: ________________________________
Have you ever had an allergic reaction to any cosmetic products? Y or N
If yes, what products? _______________________________________________________________________________________________
Have you ever used RetinA or Accutane? Y or N
Chemical peels or exfoliants? Y or N
Are you on blood thinners? Y or N
Are you currently under a dermatologist’s care? Y or N
Facials
1. Have you ever had a facial before? Y or N
If yes, what did you like? ____________________________________________________________________________________
What did you not like? ______________________________________________________________________________________
2. What brought you in today?
Skin problems
Relaxation
Received a gift card
Other: ______________________________
3. Do you believe that facials can:
Improve skin condition
Help with relaxation and stress
Neither
4. I am planning to come for facial treatments:
Regularly, to improve my skin
When I receive a gift card
I am a one-time guest
Occasionally, when stressed or need to look refreshed
5. On a scale of 1 to 10 (10 being the best), how would you rate your skin? ______________________________
What would you like it to be? __________________ When would you like this result? ___________________
6. Which, if any, problems would you like to address today?
Wrinkles
Crow’s feet
Dull skin
Dark spots
Uneven tone
Clogged pores Blackheads
Breakouts
White heads
Sagging skin
Rosacea
Other: ________________________________________________________________________________
7. Ideally, how much time do you want to spend on your daily skin care regimen? _____________________
8. What is the one thing you most want to change or improve today? ____________________________________
Waxing
1. Have you ever been treated with depilatory wax before? Y or N
2. Have you ever had any reactions or breakouts from waxing? Y or N
Products
1. Please list any cosmetic or skin care products you currently use
Facial Cleanser ____________________________________ Toner _______________________________________________
Moisturizer ________________________________________ Masque _____________________________________________
Peels _______________________________________________ Eye Cream __________________________________________
Serum _____________________________________________ Sun Block ___________________________________________
Makeup ____________________________________________ Other ________________________________________________
2. On a scale of 1 to 10 (10 being the best), how would you rate the performance and results of these
products? __________ What would you like them to be? __________
3. Which products are you interested in receiving a professional consultation and spascription?
Facial cleanser Toner
Moisturizer
Masque
Peels or exfoliants
Eye cream
Serum
Sun block
Makeup
Hand or foot cream
Bath & body
Pain relief
Hair care
Other

