
 

 

BRS facial spa 
 

 

Client Name___________________________________________Age_______________ 
 
Best phone number to confirm your appointments (     )_________________________ 
 
Emergency Contact Name________________________ph. (    )___________________ 
 
E-mail__________________________________________________________________ 
 
Credit Card information.  Skip if you have registered online.  Needed to book in advance. 
 
Circle One   Visa      MasterCard        Discover     American Express 
 
Credit Card Number____________________________________________ 
 
Expiration_____/_____ 
 
3 digit code__________ 
 
To verify the card, your card will be charged $1.  $1 will be credited to your 
bill today. 
 
 
Do you want product recommendations and introductions for products today? 
Yes I do [     ]   No I do not [    ] 
 
List all allergies, including food, medicine or anything else 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
 
How many alcoholic drinks do you drink per week? ______________ 
Are you Claustrophobic?  Yes [  ]        No [  ] 
Are you a smoker         Yes [  ]        No [  ] 
 
 
DO YOU GET COLD SORES ON LIPS OR FACE  YES [   ]  NO  [   ] 
DO YOU HAVE BLOOD DISORDER THAT RESULT IN BLEEDING?   YES [   ]   NO [   ] 

 
What are your main skin care concerns: 
 
Dry Skin [   ]     Wrinkles [   ]     Fine Lines [   ]    Age Spots [   ]     
Sagging  [   ]     Blemishes [   ]     Dark Under Eye Circles [   ] 
Tired of looking tired [   ]  Oily Skin [   ]  Dark Spots  [   ]  Rough Texture  [   ]   
All of the above  [   ] 



 

 

Do you use or have you received any of the following: 
 
[   ] Retin A     
[   ] Renova      
[   ] SPF Protection     
[   ] Birth Control    
[   ] Topical Skin Cancer Creams    
[   ] Hormone Replacement Therapy   
[   ] Botox    
[   ] Derma Fillers    
[   ] Laser Treatments  
 
Please check if you have any of the following conditions: 
 
[   ] Skin Cancer 
[   ] Seizure Condition 
[   ] Any electronic implanted devices  
[   ] Pacemaker                 
[   ] Are you pregnant or trying to become pregnant 
 
 
If you check any of the above conditions you may NOT receive any of the 
following treatments without further evaluation from your primary doctor. 
 
Ultrasound Rejuvenation Treatment 
Microcurrent Facelift Treatment 
LED Rejuvenation applies to Seizure condition only 
Collagen Induction Therapy 
Non-Invasive Facelift 
 
Any other medical conditions not listed 
here____________________________________________________________________ 
_______________________________________________________________________ 
 
Initial Here _____I have read this section and do not have any of the conditions 
mentioned above. 
 
 
 
How did you hear about BRS?   
 
Friend Referral [   ]   if so, 
who?________________________________________________ 
    
Internet Search [    ]      Yelp [    ]        Face book [    ]      Walk-by [    ] 

 
 
 



 

 

Disclosure 

I understand I will be receiving one or more of the following treatments today and during the 2017/18 calendar year if I 
return for services after today.  If there are any changes to my health, medical conditions, or anything else listed on this 
intake form I will inform my Esthetician of the changes before receiving said treatment.  I understand I will not be asked at 
each appointment, it is my responsibility to provide these changes to BRS facial spa and/or Cathy Hille of my own accord.  
Peel 
Micro-current 
L.E.D. Rejuvenation 
Collagen Attraction & Activation Treatment 
Collagen Induction 
Modality Facial 
High Frequency Treatment 
Vitamin-C Infusion 
Cellular Infusion  
Diamond Microdermabrasion 
Carboxy Treatment 
Hydrotherapy Oxygen Treatment 
Lymphatic Drainage Treatment 
Nano Technology Treatment 
Numerous products will be applied 
 
The treatment I am receiving has been explained to me and all of my questions have been answered.  An after care 
treatment plan has been discussed and instructions given to me for the treatments that require after-care at home. 
If I experience any pain or discomfort during the session I will immediately inform the esthetician so that the products and/or 
techniques may be adjusted to my level of comfort.  I further understand that facial treatments should not be construed as 
a substitute for medical examination, diagnosis, or treatment.  I understand that estheticians are not qualified to perform, 
diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should 
be construed as such.  Because certain treatments would not be performed under certain medical condition, I affirm that I 
have stated all my known medical conditions, and answered all questions honestly.  I agree to keep the esthetician updated 
as to any changes in my medical profile during this session and sessions that follow this .date, without signing a new 
agreement each session. I understand that there shall be no liability on the estheticians part.   I also understand that the 
licensed esthetician reserves the right to refuse to perform treatments on anyone whom she deems to have any condition 
which may be contagious or conditions for which facial treatment are contraindicated. 
 
I  understand that taking the treatment course is my choice and that I am free to withdraw at any time, without giving any 
reason with no expectation of a refund.  
 
I was told about the possible side effects of the treatment including but not limited to: local pain,  possible skin redness, 
swelling, bleeding, damage to the natural skin texture (crust, blister, burn and/or scarring), fragile skin and bruising. 
Although these effects are rare and expected to be temporary, any adverse reaction should be reported to your Doctor first 
and then to your Esthetician immediately. 
 
I understand that not everyone is a candidate for all treatments and results may vary.  I confirm that I have read and 
understand the above information and will undergo the treatment out of my own free will.  I believe I have adequate 
knowledge upon which to base an informed consent.  I am age 18 or older. 

 
**Financial: I understand that all payments are due at time of service.   I understand services are non-refundable, and if 
I miss an appointment, without giving at least 24 hours notice, I will be responsible for paying 50% of the missed 
appointment by means of the credit card on file.  I agree to update my credit card information with  BRS facial spa if the 
credit card expires.  I understand that is some instances repeated missed appointments, without notice, will result in paying 
for my services in advance at the time they are booked.** 
 
Release of Responsibility: I affirm that all information provided above is correct,  to the best of my knowledge, and I do 
not and will not hold  BRS facial spa, Beautiful Radiant Skin, LLC, or Cathy Hille responsible for any adverse affects or 
undesired results as a result of the treatment(s) provided.  
 
 
 

Sign_____________________________________________________Date__________ 
 
Guardian if under age 18____________________________________Date__________ 
 

 


