
             Consent Form for Semi-Permanent and/or Permanent Make Up Procedure
 

NAME: ____________________________ DATE: __________  DOB: ______________

ADDRESS: ___________________________ CITY: ___________ PROVINCE: ____ POSTAL: _______

HOME/CELL PHONE: _____________________ EMAIL: ___________________________

OCCUPATION: _______________ EMPLOYER: ______________ WORKPLACE PHONE: ____________

FAMILY PHYSICIAN: _______________ PHYSICIAN PHONE: _______________

 
I, __________________ am over the age of 18, I am not under the influence of drugs or alcohol. I am not pregnant 
or nursing and desire to receive the indicated permanent cosmetic procedure. The general nature of cosmetic 
tattooing as well as the specific procedure to be performed has been explained to me.

PROCEDURE:                                           

NO. OF VISITS REQUIRED: 2 (Initial Session and a Touch Up)
 
 I have been informed of the nature, risks, and possible complications or consequences of semi-permanent 
pigmentation. I understand the semi-permanent skin pigmentation procedure carries with it known and unknown 
complications and consequences associated with this type of procedure, including but not limited to the following: 
infections, scarring, inconsistent color, and spreading, fanning or fading of pigments.
I understand the actual color of the pigment may be modified slightly, due to the tone and color of my skin. I fully 
understand this a form of tattooing and therefore not an exact science, but an art. I request the semi-permanent skin 
pigmentation procedure(s), and accept the permanence of the procedure as well as the possible complications and 
consequences of Permanent and/or Semi-Permanent Make Up _______(initial)
 
There is a possibility of an allergic reaction to the pigments. I understand that if I have any skin treatments, laser hair 
removal, plastic surgery or any other skin altering procedures, it may result in adverse changes to my permanent 
cosmetics. I acknowledge some of these potential adverse changes may not be correctable and there is always a 
possibility of an allergic reaction. _______(initial)
 
I have received both pre and post care procedural instructions and I will strictly adhere to such instructions. I 
understand that my failure to do so many jeopardize my chances for a successful procedure. If I am on any 
medication for depression or any other mood altering prescription, I will advise my technician. If I have ever had cold 
sores, I will consult with and strictly adhere to my doctor’s instructions before contemplating any semi-permanent 
cosmetic procedure around the lips. ______ (initial)
 
I understand that taking before and after photographs of the said procedure are a condition of the procedure. I certify 
that I have read and initialed the above paragraphs and have had explained to me this consent and procedure 
permit. I accept full responsibility for the decision to have this cosmetic tattoo work done.
 
 
______________________________              _________________
CLIENT   SIGNATURE                                    DATE



Confidential Medical Profile     
 

NAME: ____________________________ DATE: ___________  DOB: ___________

ADDRESS: ___________________________ CITY: ___________   PROVINCE: ____   POSTAL: _______

HOME/CELL PHONE: _____________________    EMAIL: ___________________________
To avoid unforeseen complications, please answer Y (yes) or N (no) to the following questions:
___ Do you have previous Permanent Make Up? If yes when? __________________
___Are you over the age of 18? Legal guardian’s initials _______
___ Have you had Botox or injectables? If yes when? __________________
___ Have you had Aspirin or any blood thinning medications/supplements within the last 7 days?
___ Do you take Antidepressants or mood altering medication?
___ Have you had chemical or laser peel? If so when? _________________________
___ Do you have any problems with healing?
___ Do you get fever blisters or cold sores?
___Are you currently undergoing radiation or chemotherapy?
___Are you currently using Retin-A or Alpha Hydroxyl skin care products?
___ Do you wear contact lenses?
___ Have you had caffeine products in the last 24 hours?
___Are you taking any medication, including immunosuppressive, such as anti-inflammatory or
  steroids?
___Are you allergic to topical antibiotic preparation? e.g. Polysporin, Bacitracin, Neosporin, or
    Caine family of drugs or Petroleum based products (Vaseline)?
___ Is there any history of skin diseases or remarkable skin sensitivities?
___Are you pregnant or nursing?
___Are you presently taking Vitamins A, E or fish oil in any form?
___Are you required to take antibiotics during dental or invasive medical procedures?
___ Do you have any heart conditions?
___ Do you have Alopecia?
___Are you currently on Accutane Treatment?
___ Do you have Keloid or Hypertrophy Scars?
___ Do you have Hepatitis?
___ Do you have Diabetes?
___Any tendency to bleed excessively from minor cuts?
___ Do you have Epilepsy/ Seizures of any kind?
___ Do you have any Autoimmune Disorders?
___ Do you currently or have you had Cancer? If yes please explain___________________
___ Do you have HIV?
 
Please list any other medical conditions, and list all__________________________________

Doctor’s Name and Number ___________________________________________________

Client Signature________________________________ Date __________________



Cancellation Policy 
 
Please read our cancellation policy as a courtesy to our professionals, and in order 
for us to efficiently accommodate other clients as well.
 
If you need to reschedule your appointment, 48 hour notice during regular business 
hours of operation is required. Failure to notify our studio will result in a $100.00 fee 
on your next appointment.
 
If a medical emergency arises, you must provide the proper medical 
documentation.
 
By signing this agreement, you acknowledge that you have read, understood and 
agree to all terms above.
 
Thank you and we look forward to assisting you.
 
 
______________________
Client Name
 
 
______________________
Client Signature 
 
 


