My Urban Beauty
Client Card


Please complete this form in BLOCK CAPITALS and as ACCURATELY as possible. 
(please circle)Mrs/Miss/Ms

Surname: _____________________________         Forename(s): _____________________________
Term-time Address:___________________________________________________________________ 

____________________________________________________________________________________

____________________________________________________________________________________
Home No:_______________________________________
Mobile: ________________________________________ 
Email:__________________________________________
Date of Birth:____________________________________
Doctor’s Name:___________________________________
Doctor’s Address:___________________________________________________________________

___________________________________________________________________________________

Current medication: _________________________________________________________________
___________________________________________________________________________________

How would you rate your general state of health (please circle): Excellent/ Average / Poor
Recent illnesses(please check your spelling, include how long ago, duration of illness and if you received any medication/treatment):________________________________________________________________

________________________________________________________________________________________

Allergies:_________________________________________________________________________________
Skin type:

□
dry 

□
sensitive

□
normal
(minimal oil)
□
oily




□
combination (oily and dry)
Skin Colour:
□
white

□
asian

□
black

□
european 

□
chinese
Muscle tone (please circle): good / poor

Lifestyle

Occupation:__________________________________________________________________________

Family Situation:

□
live with parents
□
live alone
□
live with other students

□
other:__________________________________________________________________________
Dietary and Fluid intake(delete appropriate word) :

□
I do/rarely/do not eat fresh fruit and vegetables

□
How many litres of water do you consume a day? ________________

□
I am vetarian/rarely eat meat

□
I do/rarely/do not eat dairy products (e.g. cheese, milk, yoghurt)
□
I have take away/eat out __________ time(s) a week
Hobbies, interests & means of relaxation: 

□
Listen to music
□
go to gym/fitness class
□
watch t.v./film


□
go out with friends
□
part of a club:______________

□
read


□
other: _________________________________________________________________________
Exercise routine:

□
gym

□
fitness class

□
yoga

□
pilates


□
jogging/running
□
other:_______________________________
□
how many times a week do you perform some form of fitness/exercise? ____________________

Smoke (please circle): Yes / No

On average, how many hours of sleep do you get a night?
□
4-5 hrs 
□
5-6 hrs

□
6-7 hrs

□
8-9 hrs 
□ 9+ hrs
Is there anything else about your health you feel the therapist should know? _____________________
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

I am aware it is my responsibility to check I am not contraindicated for any treatment I wish to receive.

I confirm the information above is accurate to the best of my knowledge and that if any of the information changes I must inform the therapist.
Signed:____________________________________           Date:______________________
