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Skin Restoration Questionnaire 
 

In order to provide you with the most appropriate skin care treatment, we would 
appreciate your time in completing the following questionnaire.  All information is 

strictly confidential. 
 

Your Personal Information:   

 
Last Name: ____________________  First Name: ____________________   

Current Date: __________  Date of Birth: __________  Age: _____   

Home Address: _________________________  City: __________  State: ______   

Zip Code: ______  Preferred contact number: ______________   

Home Number: ____________  E-Mail Address: ___________________________________  

Emergency Contact Name and Phone: ___________________________________________  

How were you referred to us? __________________________________________________ 

 
Your Medical Information:   

 
Do you have any of the following medical conditions?  (Please check all that apply)   

____ Cancer  ____ Diabetes  ____ High blood pressure  ____ Herpes  ____ HIV / AIDS  

____ Frequent cold sores  ____ Keloid scarring  ____ Skin disease  ____ Seizure disorder  

____ Hepatitis  ____ Hormone imbalance  ____ Thyroid imbalance  ____ Arthritis   

____ Any active infection  ____ Skin lesions ____ Blood clotting abnormalities   

 
Do you have any other health problems or medical conditions?  Please list: 

_________________________________________________________________________ 

_________________________________________________________________________ 

Are you currently taking any medications? Please list: 

_________________________________________________________________________ 

_________________________________________________________________________   
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What medical issues would you like addressed? (Please check all that apply)   

____ Facial wrinkles  ____ Skin rejuvenation  ____ Acne  ____ Acne scars  ____ Birthmarks  

____ Liver spots / age spots  ____ Leg veins  ____ Sun damage  ____ Rosacea   

____ Hair removal  ____ Spider veins  ____ Facial veins   

Other, please specify: ________________________________________________________   
 
What medical treatments are you interested in?  (Please check all that apply)   

 
____ BOTOX® Cosmetic  ____ AHA and glycolic peels  ____ Collagen therapy   

____ Retin-A or Renova  ____ Microdermabrasion  ____ Vibraderm   

____ Avage (tazarotene)  ____ Intense Pulsed Light 

 
Please rate the following items on a scale of 1 to 5 by circling the appropriate number: 
 
When looking at my face in the mirror, I believe I look younger, the same as, or older 
than my age. 
 
Younger than                                      True age                                                          Older than 

____ 1                     ____2                    ____3                           ____ 4                          ____ 5 

 
When looking at my face in the mirror, I am not concerned, somewhat concerned, or 
very concerned about my appearance. 
 
Not Concerned                          Somewhat Concerned                                     Very Concerned 

____ 1                     ____2                    ____3                           ____ 4                          ____ 5 

 
I certify that the above medical history information is accurate and correct:   

Patient Signature:____________________________  Date: _____________   

DR / Tech Signature: _________________________  Date: _____________ 
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