


ONCOLOGY AESTHETICS INTAKE FORM 
Client Name ________________________________________________	Date _____________________________

BEAUTY THERAPIST: Ask client to bring a WRITTEN list of their drugs they are currently taking, and to let you know why they are taking those particular drugs.

HISTORY OF CANCER
What cancer have you had and been treated for? ______________________________________________________________________________________________________________________________________________________________________________________________________
How long ago? __________________________________________________________________________________________________
Have you had any bone involvement?  If so, where? __________________________________________________________________________________________________
Do you still have any medical devices? If so, where? ___________________________________________________________________________________________________
Did you have any lymph nodes removed and/or radiated?  Yes/No
If yes, how many? __________________________________________
Do you have lymphedema? Yes/No
Do you have radiation fibrosis? Yes/No
[bookmark: _GoBack]What residual side effects are you still currently experiencing as a result of cancer treatment? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What supportive medications (supplements) are you currently taking, if any?
Drug name(s)					Purpose
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________

Has cancer affected the function of your lungs, liver, kidney, brain or heart? Yes/No.
See separate intake form on Vital Organs
___________________________________________________________________________________________________

Disclaimer: This intake form was designed to support modifications from OTII’s Oncology Aesthetics Foundation Training.  This may not work for any training provided by any other organisation.  
This form can only be used by graduates of OTII’s training.
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