UNGEX-

CONSULTATION CARD

Consultant Name:
(A) PATIENT INFORMATION

Name

Occupation

Address

Postcode State

Contact No. Mobile

Email

Office

Preferred Language

How do you hear about UNGEX?

COINewspaper

[JRoad show

CJothers

(B) HAIR / SCALP'S CONDITION

1.

How do you feel about the condition of your hair / scalp?

OHealthy OHair Loss
OSlow growing hair ODandruff
ODry scalp OThinning Hair
OOily scalp Oltchy
OBrittle / dry hair OODamaged
OAlopecia Aerate OSplit ends
OPost-natal hair loss OGrey Hair

OOther

Problem area that concern you the most?
OWhole head OSides
O Hair line OBack
OCrown area

How often do you wash your hair?
ODaily
[J2-3 times a week

4 times a week
01 times a week

Type of shampoo :

Brand

Approximately how many strands of hair do you lose a day?
0Jo-10 011-30 031-50 050+ Onot sure

(2] 0 \\ (o
Date: ........ccceee.

Country

Home

Ointernet

[Friend, Relative

6. How long have you been suffering from this condition?
years months

7. Do any of your family members suffer from hair loss?

8. Have you ever, or are you currently using any hair
growth products?

OYes (Brand ) ONo

9. Previously / currently under hair treatment
OYes ( Brand ) ONo

10. Chemical service done in the past 3 months?
O No OColored

OPerm ORebounding

11. Do you use any styling tools?
ONo OHair Dryer
OBrush
OCurl
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(C) LIFE STYLE

1. Whatis your stress level? 5. How is your sleeping hours?
OLow OHigh From to , total hours
OModerate

2. Your working environment? 6. Areyou on diet?

Olindoor OOutdoor OYes ONo

OBoth

3. Do you smoke? 7.  Areyou a vegetarian?
OEveryday OOccasionally OYes ONo

OOften OONever

4. Do you consume alcohol? 8. Do you like to eat?

OEveryday OOccasionally OFried food OSweet food
OOften ONever OSpicy food OSnack

(D) MEDICAL HISTORY

OPacemaker OContraceptive OCancer

OEpilepsy ODiabetes CJAIDS
OPregnancy OSkin sensitive / Disease ODigestion problem
OHigh blood pressure ODigestion problem OInsomnia

OLow blood pressure OOMenopause OThyroid problem

OMenstrual irregularities

OFood supplement

JOn medication

OOther (please specify)

OKidney problem

OLiver problem

| HEREBY CERTIFY THAT THE INFORMATION GIVEN BY ME IN THIS DOCUMENT IS TRUE AND CORRECT TO THE BEST OF MY

KNOWLEDGE.

Signature

Date




