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Customer Questionnaire 

1.) Are you using this product after consultation with your GP?

Please tick the below box that best applies to you.
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YES

If No, please proceed onto question 1.b.

If Yes, please proceed onto question 2.

1b.) How have you bought the Veil product?

Please tick only one of the below boxes:
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Internet

[image: image5.wmf]Telephone order line
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Pharmacist

Other, please specify…………………………………………………………………..

…………………………………………………………………………………………

2.) Have you heard of Veil before you started using it? 

Please tick the below box that best applies to you.

NO


YES

If YES, please outline below where you first heard of this product?

…………………………………………………………………………………………

…………………………………………………………………………………………

3.) Which area are you using the product on? 

Please tick only one of the below boxes:


Full face 

Part of face 


Large area on body i.e. leg, arm, back etc

Small area body i.e.  hand, neck etc

Other, please specify…………………………………………………………………..

…………………………………………………………………………………………

4.) How long are you wanting your coverage to last?

Please tick only one of the below boxes:

 
Full day – 12 hrs


Full day and night – 24hrs

Several hours i.e. out in the evening or when I’m doing sport

Other, please specify…………………………………………………………………..

…………………………………………………………………………………………

5.) What is the most important benefit to you when using Veil?

Please grade the below list in order of importance with number1 being not very important and 5 being most important to you:


Great Coverage 

It is waterproof 

Lasts all day without needing to be re-applied

Rub-proof i.e. doesn’t come off on clothes or hands when I touch my face

It protects me from the sun

Other, please specify…………………………………………………………………..

…………………………………………………………………………………………

6.) What size of Veil cover cream do you currently use?

Please tick only one of the below boxes: 

 
70grams (large)

40grams (medium)


19grams (small)

7.) Please tick any of the below boxes of Veil products that you have used before?


Veil cover cream

Veil finishing powder

Veil removing cleanser

Veil facial toner

Veil tattoo kit

Veil toning lotion

Veil colour testing kit

Other, please specify…………………………………………………………………..

…………………………………………………………………………………………

8.) How often do you buy this product?

Please tick only one of the below boxes:


Once a month

Once every 6 months

Once every 12 months

Once every 2 yrs

Only ever bought it the once

Other, please specify…………………………………………………………………..

…………………………………………………………………………………………

9.) Please list any other camouflage creams that you may have used in the past or are currently using?

Please specify …………………………………………………………………………

…………………………………………………………………………………………

10.) Are you interested in a more portable format of the Veil product?

Please highlight below in the boxes the number that best applies to how interested you are in each of the options.  Using a 1 to 5 scale, with 1 being very interested and 5 being not at all interested.


Veil concealer stick

Veil Pump-action concealer cream

Veil mini one usage sachets

Veil mini pot

Veil 2 in 1 pot with concealer cream and finishing powder neatly packaged in a handbag size pot.

Other, we would love to hear any specific ideas that you may have, please detail below. ..………………………………………………………………………………………

………………………………………………………………………………………..

………………………………………………………………………………………..

11.) How easy have you found the Veil product to use?

Please tick the below box that best applies to your experience.

Very easy to apply

Easy to apply

It was ok, but had to practice

Quite hard to apply

Extremely difficult

12.) How did you get your current Veil colour matched?

Please tick only one of the below boxes.


Through the Red Cross service 

Through a trained beautician

Through a trained Pharmacist

Through a Dermatologist

Other, please specify ………………………………………………………………...

………………………………………………………………………………………..

13.) How did you hear about Veil?

Please tick only one of the below boxes.

Recommended by friend

Only through my GP

Only through my beautician

Only through my Dermatologist

Only through my Pharmacist

Through a health professional

On the internet

Other, please specify………………………………………………………………..

………………………………………………………………………………………

Thank you for filling in the Veil questionnaire.  If you would like to take part in any paid for discussion groups with other Veil users, please detail your name, email address and phone number below.

Please make sure you put the questionnaire back in the stamped addressed envelope.

Name: ………………………………………………………………………………….

Email:…………………………………………………………………………………..

Telephone number…………………………………………………………………………………

Please tick the attached box if you would like to join our mailing list to receive product news and offers. 
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