ANOTHER [CDK

HAIR SALON

Client intake form

The following information is necessary to determine what services are beneficial for you.
Please answer all questions accurately and to the best of your knowledge.
All information will be kept private and confidential.

Date of Consultation:

NAME:

EMAIL:
PHONE # DATE:

HAIR HISTORY

Please tell me about your hair loss condition by answering the following questions. For
some questions you will need to mark the YES or NO box at the right. For other
questions, simply write your answers in the spaces provided.

1. When did you FIRST notice that you were losing your hair?

2. What did you notice at that time?
o hair coming out or shedding O hair looked thinner on scalp
o (other)

3. Does hair loss or scalp disorders run in your family?  YESo NOGo
If so, who has it, and what was the diagnosis?

4. Do you have symptoms on the scalp (e.g. itching, pain, burning)? YESo NO O
If yes, indicate which symptom(s) has occurred (please check all that apply): oitching
Otenderness gpain oburning  odry oinflamed



5. Where on the scalp do the symptoms occur?
othe top  oOthe sides othe back  otemples

6. Do you have noticeable thinning or bald spots? YESo  NOO

7. Have you noticed flakes on your clothing? YESo NOo
if so, how often?

8. Have you noticed excessive shedding? YESo NOo
If so how much?

9. Have you ever had a scalp biopsy to evaluate your hair loss problem? YESo NOO

10. Have you had blood tests done to evaluate your hair loss problem? YES o NOO
What tests were done?

11. What treatments have you used in the past?

NOTES:




SELF CARE
12. How often do you shampoo your hair? every days

13. How often is your hair chemically processed or straightened
(relaxers, Japanese straightening, other)?
oNever 0Once a week 0Once every 2 — 3 weeks
O0Once every 1 — 2 months. OA few times a year.

14. How often is your hair heat styled (e.g. blowdrying/ flat ironing,
curling iron)?

oNever 0OOnceaweek  OOnce every 2 — 3 weeks

0 Once every 1 —2 months OA few times a year

15. How often is your hair color treated?
o Never 0 Once a week 0 Once every 2 — 3 weeks. 0 Once every
1 — 2 months. OA few times a year

16. Please check all hair styling practices that you have done in the
past 0 braiding © weaves 0O tight hairstyles (e.g. ponytails)
O(other)

17. What products are you using currently?




HEALTH HISTORY
18. Are you pregnant? YES o NO O

19. Did your hair loss accrue after your pregnancy? YESo NO o
If yes, when did the pregnancy end?

20. Have you had a serious illness at any time before or during the
hair loss? YESo NOGO
If yes, please describe the illness and state when it occurred

21. Are you menopausal? YES O NO o
If you are menopausal, were your periods (menses) regular prior to
menopause? YES o NO o

22. If you are not menopausal, Do you have a regular cycle?
YES o. NO o

23. Have you experienced any changes in your menstrual cycle or
other hormonal changes? YESoc NOa@o

24. Do you have allergies? YESo  NOGO

25. Are you currently taking supplements? YESo  NO O
if so what? Please list any vitamins or natural products that you are
taking:




26. Are you currently taking medications? YESo  NO O

if so what? Please list the names of all the medications you are
currently taking in the space below.

Check the ones that you were taking when your hair began to fall
out.

27. What surgeries have you had?

28. Have you experienced any other symptoms, such as fatigue or
joint pain, that could be related to an underlying medical condition?

29. Do you exercise or do any yoga, YESo NOO
if so how often?

30. Do you smoke, and if so how often?




Nutrition History

31. Do you eat or drink dairy, YESo NOo
if so how often?

32. Do you eat red meat, chicken or pork, YESo  NOO
if so how often?

33. Do you eat a lot of sweets? YESoc NOo@o
if so, how often?

34. Do you drink alcohol or wine? YESo NOG«
if so how often?

35. Have you started any special diets at any time before or during
the hair loss? YES o NO o

36. Do you eat processed foods? YESo NOGO
if so how often?

37. Would you mind taking a VIOME TEST? YESo NOG©o

What is VIOME Vlome utilizes RNA sequencing to identity and
quantify microorganisms, including strains and species of parasites,
viruses, bacteria, and yeast, to gain a detailed insight into a person's
gut microbiome. The tests also analyze how your microorganisms
function and the metabolites they produce.



EMOTIONAL HISTORY

38. Have your experienced any recent physical or emotional
stressors?

39. Has your hair loss affected your self-esteem? YESo  NO O

40. Have you ever avoided social situations or activities because of
four hair lass? YESo NOao

- Better help app

41. What are some of your concerts and expectations you have for
me




WHAT IS TO BE EXPECTED

Are you willing to change, and if so how?

Are you willing to commit to a 6 - 12 month program ?
YES O NO o

Take-home products will be suggested at the consultation for best
results.

What do you expect from us at Another Look HIr Loss Clinic

Important information
Do you suffer from epilepsy?

-No Vibration -No ultrasonic

Do you have diabetes?

Do you have braces?

- Ultra sonic waves (Will taste metal in mouth)

Do you have piercings?

Do you have any heart conditions?




Do you have a pacemaker?

Do you have any metal in your body?

etc Hip replacement Knee replacement

Signature

Date:

PHOTOGRAPHY CONSENT FORM / RELEASE

I, (print name) , hereby grant
permission to Another Look Hair Salon, to take and use: photographs and/or digital images of
me for use in news releases and/or educational materials. These materials might include
printed or electronic publications, Web sites or other electronic communications. | further
agree that my name and identity may be revealed in descriptive text or commentary in
connection with the image(s). | authorize the use of these images without compensation to me.
All negatives, prints, digital reproductions shall be the property of Another Look Hair Salon




Disclaimer: Another Look Hair Loss Clinic

Please read ALHSC disclaimer before receiving treatments at Holistic Hair Health Clic
CLT (the Clinic). By choosing to undergo our services, you agree to the following:

Results May Vary: Our clinic provides treatments for hair health, aiming to
improve the condition of your hair. While many individuals have experienced positive
results. it is essential to understand that outcomes may vary from person to person
Therefore, we cannot guarantee specific results for everyone.

Professional Assessment: Our clinic will thoroughly assess your hair health
and scalp condition before any treatment Our experienced professionals will determine
your needs and develop an appropriate treatment plan. Just so you know, the
assessment is based on available information, and unexpected factors may affect the
results

Informed Decision: We would like to encourage you to make an informed
decision regarding our treatments. It Is essential to ask questions, seek additional
information. and understand the potential risks and benefits associated with the
procedures. We will be sure to give you relevant information about our knowledge and
abilities.

Individual Differences: The effectiveness of hair health treatments can vary
depending on factors such as age, overall health, genetics, lifestyle, and adherence to
post-treatment instructions. While we strive to achieve optimal results, individual
outcomes may differ.

Limited Liability; Holistic Hair Health Clinic CLT, its staff, and affiliated
personnel are not liable for any unforeseen results, complications, or damages that may
occur due to the treatments By receiving our services, you acknowledge and accept any
potential risks associated with the procedures.

Ongoing Maintenance: Maintaining hair health is ongoing and continued results
may require regular maintenance and follow-up treatments. Our clinic may recommend
a personalized maintenance plan to help you maintain the benefits achieved.
| agree to the terms of service



