Client Consultation Record
Client Name: _________________________________________    Date:__________

Address:______________________________________________________________

City, State ____________________________________________________________

Telephone Numbers (cell)______________________(home)_____________________

Hair Analysis
Texture ___________ Density ___________ Porosity _____________
Elasticity __________Growth Patterns _________________________

Scalp Condition (Dry, Normal, Oily) __________________________

Chemical Service History (Include product if known)
Permanent Waves _________________________________________
Haircolor: Temp_____________Semi_________________________ Demi______________________Perm_________________________

Hi-lift Blondes and/or Bleach _______________________________

Relaxers  ________________________________________________

Soft Curls _______________________________________________

Questions 

In order to provide you with the best possible service, please complete the following:

Have you had any chemical services in the past two years?______________________

Were the services provided by a professional? ___________________________

Do you have a history of Diabetes; Heart Disease or any Allergies? ______________

Are you currently taking any medication? ___________________________________

Have you ever had a reverse reaction to a service in a salon or spa?_______________

If so, what happened?___________________________________________________

By signing below, I am confirming that the above statements are true. I have shared all information needed to assist the provider in making a professional recommendation for services and product selection.
Date:_______________________      Signed:________________________________
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