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CLIENT CONSULTATION FORM 
 

The client consultation is one of the most important parts of the lash service and 
should be done prior to starting the procedure. It is through this form that you will 
be able to determine any of the following – the medical history of the client, any 
known allergies, current medication, their previous experiences of treatment and 
their requirements. 
 
 Also, it is good practice to keep all client records for at least 5 years for reference 
purposes. You should also contact your insurer to find out their personal 
recommendations for client record retention.  
 
Client consultation forms must always be signed and dated by the client and any 
person under the age of 18 and will require written consent from a parent or 
guardian (who should also accompany the minor to the appointment).  
 
I would also check with your insurance company to see if there are any age 
restrictions detailed in your insurance policy. 
 
This is also the time you would consult with your client and determine whether or 
not your client has realistic expectations of the service. You will discuss the 
appropriate length and thickness of lash extensions for your client.  
 
If your client has short sparse lashes and wants the most dramatic effect, her 
expectations are not realistic.  
 
It is your job to advise the client of the correct lash extensions to be applied to 
make realistic their expectations and look after their lash health. 
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CLIENT PROFILE 
Name_________________________________________________________         Date________________________________   
Bus Ph.(___)________________________  Res. Ph.(___)____________________  Cell Ph.(___)_________________________ 
Preferred Method of Contact:___________________________________________________ 
Address___________________________________________________________ City_________________________________ 
Prov.________________________________________ Postal Code________________________ 
Email_________________________________________________________________________ 
*Please provide a cell number and email address as we send out appointment confirmations and reminders via text and email. 
Thank you.  
Emergency Contact: Name________________________________________________________________________________ 
Ph. #(___)_______________________________________ Relationship____________________________________________ 
Who referred you? /  How did you hear about us? 
________________________________________________________________________________________________________ 
Date of Birth:_____________________________________________________________ 
Anniversary:______________________________________________________________ 
Occupation:______________________________________________________________ 
 

 
LASH EXTENSIONS CONSULTATION  
Are you currently wearing lash extensions? Y / N      Date of last application____________________________________________ 
Have you ever had any product or treatment reactions before? Y /N  Explain: __________________________________________ 
________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
What type of look are you trying to achieve? What is most important about the look? 
________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
Is there anything else you’d like us to know about the look you are trying to achieve? 
________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
What skin line do you currently use?___________________________________________________________________________  
What makeup line do you currently use? _______________________________________________________________________ 
 

Please check off any of the following that apply to you: 
__ Health issues, medication, or treatments which cause skin sensitivity and/or hair loss. If YES, please explain: 
________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
__ Skin sensitivities unrelated to any medical or health issues 
__ Acne prone skin 
__ Allergies (Please Specify) _________________________________________________________________________________ 
________________________________________________________________________________________________________ 
Do you wear mascara and/or strip lashes on a daily basis? Y / N If YES, please explain: ___________________________________ 
________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
Are you wearing contact lens? Y /N  
Do you have any concerns with your natural lashes and/or lash area such as: 
__ Spaces or gaps 
__ Unusual lash loss 
__ Short or brittle lashes 
__ Itchy or sensitive eyes  
If YES, please explain: ______________________________________________________________________________________ 
________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
Additional Notes: 
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
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 LASH EXTENSIONS CONSENT FORM 
 

 

I ________________________agree to have Lash Extensions applied to my natural eyelashes and/or removed and retouched. By signing 
this agreement, I consent to the placement and removal of eyelash extensions by the certified eyelash extension professional. 
 _____I understand there are risks associated with having artificial eyelashes and eyelash extensions applied to or removed from my 
natural eyelashes. I further understand that as part of the procedure, eye irritation, eye pain, eye itching, discomfort, and in rare cases, 
eye infection or blindness can occur. I agree that if I experience any of these medical conditions with my lashes I will contact the certified 
eyelash extension professional and have the eyelashes removed immediately and consult a physician at my own expense. I understand 
that even though the certified eyelash extension professional applies or removes the eyelash extensions using the proper technique, the 
instruments, tapes, cleaners, eye gel pads, adhesives, and removers used may irritate my eyes or require a physician’s follow-up care and 
subsequent removal of the eyelash extensions. 
 _____I understand and agree to the care instructions provided by the certified eyelash extension professional for the use and care of my 
eyelash extensions. I realize and accept the consequences of failure to adhere to these instructions may cause the eyelash extensions to 
fall out, damage the extensions and/or decrease the time the lashes will last. 
 _____I understand and consent to having my eyes closed and covered for the duration of the 60-180-minute procedure.  
_____I am informing the certified eyelash extension professional of the following conditions by marking with a check: 

 □ Current use of contact lenses which I agree to remove during eyelash extension application  

□ Current use of eye drops of any kind, prescription or over-the-counter 

 □ Current use of anything such as oil-containing sunscreen or moisturizers around the eyes  

□ Current allergies or sensitivities to instruments, fumes, tapes, cleaners, eye gel pads, adhesives, and removers that could cause my 

eyes to water and blink in excess  

□ History of claustrophobia.  

□ History of recurrent eye or tear duct infections  

□ History of dry eyes  

□ Recent history of Chemotherapy. 

 □ Other medical conditions which would prohibit or compromise placement and retention of eyelash extensions.  

_____I agree to the following eyelash extension post-op and maintenance instructions:  
• No waterproof mascara  
• No prescription or over-the-counter eye drops  
• No oil based products around the eye area  
• No water can come in contact with the eye area for 4 hours of the application  
• No tinting or perming of eyelash extensions  
• No continuous pulling or rubbing of the lash extensions  
 
_____This agreement will remain in effect for this procedure and all future procedures conducted by the certified eyelash extension 
professional. I read English and understand that this consent agreement is legal and binding. I have read and fully understand all 
information in this agreement. I am over 18 years of age and consent to the agreement and to treatment. I release my technician and 
lash studio, from all liability associated with this procedure, which is performed with the utmost attention to safety and proper 
application using tools and products that the technician has been professionally trained to use. There is no guarantee for the bonding 
time of the eyelash extensions. This salon is not responsible for any technician errors. I understand the after-care instructions and will do 
my part to maintain my eyelash extensions. I understand that there are many factors that may affect the life of the eyelash extensions 
such as water and moisture contact, weather conditions, and activities involving exposure to high temperatures. By signing below, I 
verify that I have read and understand the above statements and agree to them. 
_______________________________________________________Date:_____/_____/______  
Signature  
_______________________________________________________Date: ____/_____/______  
Technician Signature 
Permission is granted to take before and after photos of my eyes / face which may be used for marketing purposes on a website, lash 
studio or class. 
 ________________________________________________________Date____/_____/_______  
Signature 
 
 

 


