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	Name:
	Address:

	City, State, Zip:
	Phone #:

	Email Address:
	Birthday                                   Social Security Number  

	Emergency Contact:
	Emergency Contact #:

	Who referred you:
	Can we thank them on your behalf:
YesNo

	Primary Insured                                    
	Insurance Company

	Birthday                             Social Security Number
	Group#                          ID#



	Please complete following information in order for us to better serve you.

	What products are you interested?
	Wigs 
	Prosthesis 
	Other 

	Are there any changes you want to make in your appearance?  (might include different color, style,
length, etc.)
	 Yes   
	    No
	Desire Change 

	How important is your outward appearance?

	Not important        Neutral          Very Important
1                2               3               4                5

	How much time do you want to spend in your daily hygiene routine?
	Bare Minimum        Average         Whatever it takes
       1                2               3               4                5

	Do you currently use a hair dresser?
Do you color your hair?
	Yes   NoIf yes, how often___________
Yes   NoIf yes, how often___________

	Do we have your permission to take your photo?        Yes   No
May we use your before and after photos to                 Yes   No     
help others experiencing this journey?                            In store     Other Venues like website




One Salon appreciates your business.  Due to nature of our business we are unable to accept returns on merchandise that has been worn or treated.  With this in mind, we work to make sure we get a complete understanding of your needs in order to help you make educated purchases.
I, _______________________________, understanding One Salon does not accept returns on merchandise that has been worn or treated.
I, _______________________________, agree to have the staff at One Salon to contact me in regards to product arrivals and delivers.

Signature__________________________________	Date___________________________________
Name:_____________________________________	Date of Birth:____________________________
Weight:_______________ Height:______________	Surgery Date:____________________________
In order for us to provide optimum care please circle all that apply:
Weight Gain	Weight Loss	Vision Impaired		Hearing Loss	 Hand Dexterity Problems
Osteoporosis	Scoliosis	Keloids/Scaring	Hernia	Hot Flashes	Pacemaker 	Speech Impaired

Allergies:________________________________	Other:__________________________________
Type of Surgery:  	Radical Mastectomy:______		Partial Lumpectomy:____	
	Modified Mastectomy:_____		Implant Removed:____	Reconstruction/Implant:____		Considering Reconstruction:___
Breast Cancer:   Yes____  No____   If no please explain:________________________________________
Please answer the following questions and indicate the side/sides
Swelling:  	Yes/No____________		Right/Left of both sides:_________________________
Rash:        	Yes/No____________		Right/Left of both sides:_________________________
Rib Pain:  	Yes/No____________		Right/Left of both sides:_________________________
Scarring:   	 Yes/No____________	Right/Left of both sides:_________________________
Excessive Tissue:  Yes/No_____________	Right/Left of both sides:_________________________
Sensitivity:        	Yes/No____________		Right/Left of both sides:_________________________
Lymphedema:  	Yes/No____________		Right/Left of both sides:_________________________
Tenderness:        	Yes/No____________		Right/Left of both sides:_________________________
Port:        	Yes/No____________		Right/Left of both sides:_________________________
Other Devices:      	Yes/No_______ Type_______Right/Left of both sides:_________________________
Bra Color Preference:__________________________________________________________________
Bra Style:____________________________________________________________________________
Repeat Customer:  Please rank the following in order of importance:
Weight & Balance_____	     Appearance_____        Comfortable:_____	Fashion:_____
Photo copies of your insurance card(s) is required for your records. Please provide all insurance cards and photo id when returning your paperwork.
Name:_____________________________________	Date of Birth:____________________________
Address:______________________________	City:___________________ State:_____Zip__________
Weight:_______________ Height:______________	Surgery Date:____________________________
[bookmark: _GoBack]Measurements:
Band Measurement:_________________________
Cup Measurement:__________________________
Notes:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Thank you for giving us the opportunity to serve you. It is our mission to promote health and healing through positive self-imagery with a servants heart. 
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