CLIENT ASSESSMENT FORM

CLIENT ASSESSMENT FORM

	CLIENT CONTACT INFORMATION

	

	Name:
	

	Address:
	

	Work Phone #:
	
	Home Phone #:
	

	Best Time To Reach:
	

	

	MEDICAL HISTORY

	

	Do you have (or have had) any of the following:
(Mark in the box with an “X” all those that apply)

	

	Arthritis:
	YES
	
	NO
	
	

	

	Cancer:
	YES
	
	NO
	
	

	

	Diabetes:
	YES
	
	NO
	
	

	

	Heart Problems:
	YES
	
	NO
	
	

	

	High Blood Pressure:
	YES
	
	NO
	
	

	

	Stroke:
	YES
	
	NO
	
	

	

	Others (please list):
	

	

	If you answered “YES” to any of the above or identified any medical issues under 'other' please list any current medications:

	

	

	Are there any other medical conditions, medications or allergies that I as your service provider should be aware of prior to performing your service today?

	

	


	CLIENT SERVICES AND LIFESTYLE BACKGROUND

	

	What type of nail service(s) have you had in the past? 

(Mark in the box with an “X” all those that apply)

	

	Manicure:
	YES
	
	NO
	
	

	

	Pedicure:
	YES
	
	NO
	
	

	

	Acrylic Enhancements:
	YES
	
	NO
	
	

	

	UV Gel Enhancements:
	YES
	
	NO
	
	

	

	Others (please specify):
	

	

	Were you satisfied with the services:
	YES
	
	NO
	
	

	

	If you answered “NO” to any of the above please explain why?

	

	

	In your line of work do you frequently wash your hands?

	

	

	Do you wear rubber gloves when doing housework or gardening?

	

	

	Do you spend a great deal of time caring for your own nails?

	

	

	Are you generally hard on your nails?

	

	

	Do you purchase retails items for nails, hands, and feet care?

	

	

	Please list any brands in the past that you enjoyed?

	

	

	OBSERVATION OF CLIENT’S HANDS AND FEET

	

	List your analysis and observation of the client’s hands, feet, and nails prior to service. Note all or any nail disease or disorders as well as any issues you feel necessary (i.e. Extremely dry skin).

	

	Hands:

(If not applicable for this service please insert “not applicable”)

	

	

	Feet:

(If not applicable for this service please insert “not applicable”)

	

	

	Based on your observations please include a list of recommended products and/or services for future use for the client as well as any retail homecare products and care regimes for this client.

	

	

	Explain why you are recommending the above listed products.

	

	

	

	I certify that:

· All the information contained in this form is accurate to the best of my knowledge and for the purposes of providing professional nail services 

· All information on this form is to be kept private and confidential  and never shared with third parties



	

	
	
	

	Date
	
	Date

	
	
	

	Nail Professional's  Name
	
	Client Signature

	

	RECORD OF SERVICE

	

	

	List all the dates and services your provided for your client as well as the list of Homecare retail recommend and purchased.



	DATE
	Service provided and Homecare recommended and purchased

	
	

	
	

	
	

	
	

	
	

	
	

	
	


If electronic files are kept insert any relevant images of before and after pictures here.







