
 

 Rx 

SKIN CARE INTAKE (SCI)       
       

_________________________________________  _______________________ 
Patient Name (Print)              Today’s Date 
_________________________________________  _______________________ 
Street:        Date of Birth 
_________________________________________  _______________________ 
Apt #        Home Phone 
_________________________________________  _______________________ 
City, State   Zip Code   Cell Phone 
_________________________________________   
E-Mail  

 
How did you hear about REDBAMBOO?  

Walked by Twitter Groupon Magazine Ad – Which?   ___________________ 
Website  E-mail Blast Facebook Referred by Friend – Who?  ___________________ 
Internet   Word of Mouth   Seminar or Event – Which? ___________________  
Other _____________________ 

 

Do you have any of the following? 

Yes / No    High Blood Pressure?   Yes / No    Do you use tanning beds?  
Yes / No    Diabetes?     Yes / No    Do you have a spray tan? 
Yes / No    Acne?     Yes / No    Do you use tobacco products?  
Yes / No    Skin Disease?    Yes / No    Do you use Retin A? 
Yes / No    Cold Sores?     Yes / No    Do you use Hydroquinone? 
Yes / No    Rosacea?     Yes / No    Do you use Accutane?   
Yes / No    Depression or Anxiety?   Yes / No    Are you on hormone therapy? 
Yes / No    Are you pregnant or nursing?  Yes / No    Do you wear contact lenses? 
Yes / No    Do you exercise?Indoors or Outdoors? Yes / No    Do you wear sunscreen? 
Yes / No    Hepatitisorblood clotting disorders? Yes / No    Auto immune disorders? 
 
When you go out into the sun, do you burn?  Usually Sometimes Rarely  Never 
Do you consider your skin to be:    Normal Dry/Dehydrated Oily  Acne Prone 

Have you been under the care of a Dermatologist or Plastic Surgeon? ___________________________ 

What skin line are you currently using?_____________________________________________________ 

What make-up brand are you using?_______________________________________________________ 

Please list all your allergies:_______________________________________________________________ 

______________________________________________________________________________________ 

Please list all your medications: ___________________________________________________________ 

______________________________________________________________________________________ 

What are you trying to achieve with the overall look and feel of your skin? 
______________________________________________________________________________________ 

What improvements would you most like to see in your skin over the next 30 days? 
 ___ Reduction of fine lines ___ Reduction of oil/acne ___ Reduction of redness 
 ___ Softening of deep wrinkles___ Reduction of acne scars ___ Reduction of brown spots 
 ___ Reduction of pore size ___ Reduction of sun damage ___ Improvement in skin tone 

 
Signature  
---------------------------------------------------------------------------------------------------------------------- 

To maintain the effects of today’s service your REDBAMBOO Therapist recommends:  


