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Patient Name: _____________________________________________________________________________________  

Date: ________________________________________    Date of Birth: _______________________________________    

PLEASE INDICATE ANY AREA OF CONCERN FOR YOU. CHECK ALL THAT APPLY

Forehead 
Lines

Frown
Lines

Crow’s Feet 
Lines

Flattened/
Sunken 
Cheeks

Lines and 
wrinkles 
around the 
nose and 
mouth

Lip 
appearance
and texture

Thin Lips

Double Chin

Thinning or 
inadequate 
lashes

Skin 
appearance 
and texture

BE SURE TO BRING THIS TO YOUR AESTHETIC SPECIALIST FOR YOUR ASSESSMENT


