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Cool Looks salon Studio

   1865 Carl D. Silver Parkway, Ste # 108

             Fredericksburg, VA  22401

Salon:  (5 40) 786 - 4639

HAIR EXTENSIONS
PATIENT/CLIENT MEDICAL HISTORY
Name:  








 Date: 





Address:  












City: 





 State: 


 Zip: 




Phone (Home): 



 (Work) 


 (Cell) 





E-mail: 







 Date of Birth: 




Please answer the following Questions:

How did you hear about us? 
Describe your Expectations? 
__________________________________________________________________________________________________________________________________________________________________________

Have you ever worn hair extensions before?     YES 
        NO 

If so…when and what type?
What is your normal hair maintenance program? 
What products do you normally use on your hair? (Please list all) 
How often do you like to change your hairstyles? 
What hairstyle, length other would do you like to attain?
Do you find it easy to look after your own hair? 
    YES 
          NO 

Would you mind spending more time to look after your own hair?         YES 
       NO 

How often do you shampoo your hair?     













________________________________________________________________________
What problems do you feel you have with your hair? 
_____________________________________________________________________________________
Do you have sensitive skin or scalp?       YES 
        NO 

Describe your condition? 












_________________________________________________________________
Are you presently experiencing an unusual amount of hair loss?       YES           NO 

Describe? 























______
Are you presently taking any medication(s) or under a physician’s care?     YES           NO 

Describe if any? 
























Please list any medication(s):

Do you have any allergies (chemicals, medication, substances, materials, etc.)?    YES             NO 

When and why? 
























Please list any allergies you may have:
Have you just given birth?  YES           NO 

When? 














Please list any workout and sports activities:

Do you have any questions or concerns regarding Keratin type Hair extensions?

I certify that the above medical history information is accurate and correct:
Patient/Client Signature: 






 Date: 




Certified Extension Tech Signature: 





 Date: 


 

         [image: image2.png]



Cool Looks salon Studio

   1865 Carl D. Silver Parkway, Ste # 108

             Fredericksburg, VA  22401

Salon:  (5 40) 786 - 4639

CONSULTATION SHEET FOR HAIR EXTENSIONS

