
Pharmacy Information: 
 
Name of your Pharmacy: _________________________________ 

Address (major cross streets) of Pharmacy: ____________________________________ 

Phone Number of Pharmacy (very helpful): _____________________________ 





P  A T I E N T   S K I N    C A R E    H I S T O R Y 

Do you currently see a Nurse Injector or Aesthetician for your skincare?   Yes_____  No _____ 
If yes, please explain ____________________________________________________________ 
 
Please list all of the nonsurgical skincare services you’ve received: _______________________ 
_____________________________________________________________________________ 
Are you happy with your skincare provider(s)?    Yes _____ No _____  
If no, why not  _________________________________________________________________ 
 
What are your skincare goals? ____________________________________________________ 
_____________________________________________________________________________ 
List any topical medications (prescription or over the counter) you use or have used:  
Acne_______ Retin-A/ Renova_____ Glycolic Acid _____ Differin _______ Other__________ 
 
Is There anything that bothers you about your skin? ___________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
When looking at my face in the mirror, I believe I look younger, the same as, or older than my true 
age. 
Younger Than                    True Age     Older Than 

1      2   3   4   5  
 

Does your skin appear fragile or burn easily?     Yes _____ No _____ 
Have you ever had Botox or Dysport treatment?     Yes _____ No _____ 
Have you ever had a filler treatment?      Yes _____ No _____ 
Have you ever had a chemical peel?      Yes _____ No _____ 
 
Are you happy with your current skincare products?   Yes _____ No _____ 
If not, please explain: ___________________________________________________________ 
 
Do you use daily sun protection?           Yes _____  No _____ SPF _____ 
 
Do you use tanning beds?  Yes ______ No ______  Frequency __________________________ 
 
Describe your daily skincare routine:  
A.M.________________________________________________________________________ 
____________________________________________________________________________ 
P.M.________________________________________________________________________ 
____________________________________________________________________________ 


