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l CYPRESS BEND 
GOLF RESORT, SPA & CONFERENCE CEI\ITE� 

Name: __________________ Service ___________ _ 

Address ____________ City ______ State ___ Zip Code ____ _ 

Phone(h) _________ (w) ________ (c) _______ _ 

E-Mail Address ____________________ Birthday ______ _

Within the last year have you been under a dermatologist or other physicians care 7 

Within the last nine months have you undergone any surgeries? 

If.Yes please specify: ______________________ _ 

Have you had any health problems past or present? 

If yes please specify=--------------------�--

Do you Smoke? 

Do you follow a restricted diet? 

Do you wear contact lenses? 

Do you have metal implants, pacemaker or body piercings? 

Rate you level of stress on a scale of 1-4 (l=low, 4=high) 1 2 

NO 

NO 

NO 

NO

NO

NO

NO

3

YES 

YES 

YES 

YES 

YES 

YES 

YES 

4 

Please list any medications, supplements, vitamins, diuretics, slimmings tables etc., that you take 

Do you ever experience skin breakouts? 

Do you ever experience oily shine during the day? 

Do you experience a burning, itching sensation on your skin? 

NO 

NO 

NO 

YES 

YES 

YES 
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