
JFSkincare 

Jennifer Flores, Aesthetician 
                

 

Patient Information 
(Please Complete All Shaded Areas of This Form) 

 

First name  Date of birth                /        / 

Middle name  Age  

Last name  Gender Male Female 

Maiden name  

Spouses name Mr.          Mrs._________________________ 

Marital status Single   Married   Divorced   Widowed 

Referred by Dr.’s _____________ Office   Flyer   Internet site     

Patient _________________      
 

Contact Information 
 

Home Address  City  Zip Code  

Home Phone (     )        - Mobile Phone (     )        - 

E-Mail Address  

Emergency Contact Name Mr.    Mrs. Ms.___________________ 

Emergency Home Phone (     )        - 

Emergency Mobile Phone (     )        - 
 

Patient Medical History 
 

Please list ANY medical conditions you currently have or have had!  

(i.e. Allergies, Cancer, Diabetes, Asthma, HIV, Thyroid disorder, Birth 

control, Shingles, Depression, etc…)  

Allergies                   None 

Medical Condition                    None 

Medication #1                   None 

Medication #2                   None 

Do You Smoke?  Yes     No 

Do You Easily Burn When Your Skin Is Exposed To The Sun For 

More Than Ten Minutes? 
 Yes No 

 

I confirm to the best of my knowledge that the answers I have given are correct and that I have not 

withheld any information that may be relevant to my treatment. 

X      X       / /2023 
Patient Printed Name   Patient Full Signature   Date         Form# 01-2023 


