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Client Consent for Treatment – Lash Extensions
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Name: ___________________________________ Date: __________________

Address: _________________________________________________________

Phone: __________________________________ DOB: __________________

Email Address: ____________________________________________________

Emergency Contact: ______________________ Phone: _________________

Please list the following:

Current medications: ______________________________________________________________________

Current topical medications: _______________________________________________________________

Surgeries/Cosmetic Procedures: ___________________________________________________________

Allergies: ________________________________________________________________________________

Prior reactions to cosmetics: _______________________________________________________________

Do you wear contacts: _________ Lubricating Eye drops: __________ Sensitive Eyes: ____________

-The nature and purpose of the treatment/s have been explained to me, and any questions I have

regarding this treatment have been answered to my satisfaction.
_______ (Initial)

-I understand that with any treatment, certain risks are involved and that any complications or side effects from known or unknown causes could occur. I freely assume these risks. _______ (Initial)

-I understand that the procedures/related services mentioned above are performed to my technician’s professional ability, and that she takes no responsibility for damages or other harmful

occurrences that may take place.
______ (Initial)

-My technician agrees in trying to the best of her ability, to correct procedures/related services that

are not to my satisfaction.
______ (Initial)

-I have explained/written in detail all surgeries, all medications, illnesses, allergies/allergic reactions that may cause side effects or other complications to the procedures/related services I will receive.

_____ (Initial)

I am over the age of 18, or I have parental consent co-signed below.


_____ (Initial)

*All services are final. No refunds, no exchanges, and no exceptions.


_____ (Initial)

I, ______________________________ , consent and authorize Karyn Blanco, (A Perfect Touch, LLC),

to apply Eyelash Extensions to my natural lashes on _____________________. I also give my consent

and authorization for applications of Lash Extensions for my Touch-Up appointments.

Client Signature:
_________________________________ Date:
____________________

Co-Signature (if minor): ________________________ Print Name:
__________________

Technician Signature:
_____________________________ Date:
____________________
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- Record of Treatments -
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