
 

 
SKIN TREATMENT CONSULTATION FORM 

(Facials • Microneedling • Chemical Peels • Dermaplaning) 

CLIENT DETAILS 

Name: _______________________________ DOB: _______________ 

Address: ___________________________________________________ 

Telephone: __________________ Email: _______________________ 

Emergency Contact: __________________ Tel: _________________ 

MEDICAL HISTORY 

Please tick any that apply: 

□ Pregnancy/Breastfeeding □ Diabetes □ Cancer □ Autoimmune Disorder □ Epilepsy 
□ Heart Condition 

□ High/Low Blood Pressure □ Thyroid Disorder □ Eczema/Psoriasis/Dermatitis □ 
Rosacea 

□ Active Acne □ Cold Sores/Herpes □ Keloid Scarring □ Skin Infection □ None 

Details: ___________________________________________________ 

Current Medication(s): ______________________________________ 

Allergies: _________________________________________________ 

SKIN ASSESSMENT 

Skin Type: □ Normal □ Dry □ Oily □ Combination □ Sensitive 



Main Concerns: 

□ Fine Lines/Wrinkles □ Acne □ Acne Scarring □ Pigmentation 

□ Sun Damage □ Enlarged Pores □ Redness □ Uneven Texture 

□ Dull Skin □ Dehydration 

Current Skincare Products: 

 

TREATMENT SCREENING 

Have you used Roaccutane (Isotretinoin) in the last 12 months? □ Yes □ No 

Do you currently use Retinol/Vitamin A products? □ Yes □ No 

Have you had any of the following in the last 4 weeks? 

□ Botox □ Fillers □ Laser □ Chemical Peel □ Microneedling □ Waxing □ None 

Do you currently have any of the following? 

□ Open Cuts □ Sunburn □ Active Cold Sores □ Skin Infection 

□ Inflamed Acne □ Recent Scar Tissue □ None 

TREATMENT REQUIRED 

□ Facial □ Dermaplaning □ Microneedling □ Chemical Peel 

Treatment Goals: 

 

CLIENT CONSENT 

I confirm that the information provided is accurate and complete. 

I understand that treatment results vary and that multiple sessions may be required to 
achieve desired outcomes. 

I understand that possible side effects may include temporary redness, sensitivity, 
dryness, peeling, swelling, bruising, or mild irritation. 

I agree to follow all aftercare advice provided by Oleilu and understand that failure to do 
so may affect my results. 



I consent to the treatment discussed during this consultation. 

Client Signature: _____________________ Date: _____________ 

Therapist Signature: __________________ Date: _____________ 

PHOTOGRAPH CONSENT 

Treatment Record Photographs: □ Yes □ No 

Marketing/Social Media Use: □ Yes □ No 

Client Signature: _____________________ Date: _____________ 

DATA PROTECTION 

All personal information and photographs collected by Oleilu will be treated as 
confidential and stored securely in accordance with the UK General Data Protection 
Regulation (UK GDPR) and Data Protection Act 2018. Information will only be used for 
treatment, record-keeping, and where consent has been provided, marketing purposes. 
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