
    

  

            

          

              

     

    

       

                 

          

            

           

          

              

            

              

         

              

            

Are you currently under the care of a physician? If yes, please explain: 

Physician’s Name 

Do you take antibiotics when going to the dentist? If yes, why? 

Are you currently taking medication that thins the blood? 

Please read the following statements carefully.             

                         

                    

                      

                      

                       

                    

                     

       

I have received after care information and I’m fully aware of the after care procedures. Yes No 

I fully understand the information provided above & confirm that all info provided by me is correct and truthful. 

Client’s Name Client’s signature Date 

Technician’s Name Technician’s signature Date 

    

    



           
                

                   

                    
           

                 

             
             
            
               

             
  

           
               
              
                 
                
                
             

   
                    

               

           
                     

                   

   
                  

                   

                     
                  

          

  
  

   
        

      
            
          

             
              

             

                   
                   

     

   

Therapist’s Name Signature Date 
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Microblading Patient Photo Release Agreement  

Patient Name 

I hereby consent to, and authorize the use by Livia Lastine of the specified 

microblading photographs and/or video; that is, photographs taken before, during 

and after my microblading procedure. 

I understand that my identity will be protected and neither my full face nor my 

name will be used in conjunction with the photographs and/or video. 

Livia Lastine has explained that all the photos and/or videos will be clinically 

appropriate and tastefully presented. 

I have agreed on the photographs that Livia Lastine requests to be used and it is 

understood that these photos may be used on Livia Lastine’s web site, social 

media accounts (Facebook, Instagram, Twitter), and in-office for demonstrational 

and promotional purposes. I understand that I am not entitled to compensation 

for these photos being used. 

Should I desire to revoke permission for their use in the future, I understand that I 

must notify Livia Lastine in writing and allow 30 days to accomplish this removal. 

I now release Livia Lastine, and anyone authorized by Livia Lastine, all personal 

rights and objections I have or may have to the above described uses of my 

photographs and/or videos. I have entered into this release freely or voluntarily, 

and agree to be bound thereby. 

DATE PATIENT SIGNATURE 

DATE TECHNICIAN/WITNESS SIGNATURE 



 

Please follow these instructions for 10-14 days after the procedure to improve and prolong the results of 

Everlasting Brows. 

I have applied a liquid barrier that will stay on and protect your brows. Avoid getting anything on the 
brows, including water, except for washing as directed. You may blot for the first few hours with sterile 
gauze to remove any excess fluids, if necessary. 

Wash brows gently using a patting motion (not rubbing) once a day with antibacterial soap and apply 
after care product sparingly – only a super light layer is needed. This can be done the night of your 
procedure and continue daily until healed. Once healed, you may resume usual skin care. 

DO NOT ALLOW THE BROWS TO GET WET other than washing once a day. Apply the balm 
provided a few times a day, very sparingly, with a clean cotton swab until completely healed to help with 
dryness. Do not pick or rub the brows. The flakes must fall off on their own or you will risk removing the 

color and possibly scarring. 

 Do not soak the treated area in the bath, pool or hot tub. Refrain from swimming in salt water or a 
chlorinated pool until fully healed (30 days). No saunas or hot yoga for 30 days. 

 When exercising, wear a sweatband to avoid sweat on brow area. No exercise for 14 days. 

 Do not expose treated area to direct sunlight. After healed (30 days), use a sunscreen to avoid fading from 

the sun. 

 Avoid touching your brows and be mindful of sleeping on your back until your brows have healed. 

 No makeup should be applied directly on the brows during the healing process. 

 Avoid wetting eyebrows during the healing process (if you find it difficult to avoid getting wet when 
showering, try taking a bath instead). 

 Avoid sauna/steam rooms and sun beds during the healing process. 

 Do not touch, rub, pick or scratch your brows following treatment or during healing process. 

 You may find that your eyebrows will scab or become slightly dry following the treatment. If they itch, DO 

NO SCRATCH them. Just tap them to alleviate the itch. 

 If your eyebrows get wet during the healing process, pat them dry with a towel, DO NOT RUB. 

 Apply your healing balm according to your therapist’s advice. If you have excessively oily skin, you may 
not need to use healing balm at all. For those with dry skin, balm can be used up to 3 times a day. 

 Client can use Q-tip and soap and water to gently remove a previous layer of balm or to cleanse the 

eyebrows. 

 A “touch up” session is usually needed 6 weeks after the procedure; please make sure you schedule this with 

your therapist. 

 Avoid using daily skincare products directly on the eyebrows. 

 If you are having an MRI scan, please inform your doctor that you have had microblading/semi permanent 

makeup done. 

 If you are planning a chemical peel, or any other medical procedure, please inform therapist of the 
procedure you have had. Procedure should only be done once the healing process is complete. 

 If you are due to give blood after the procedure, please inform your nurse about the microblading treatment 
you have had as this might alter the results. 

Microblading After Care 
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