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Please keep this information sheet to assist you for Pre and Post Care during your permanent makeup experience. 

Pre-Care 

• Avoid anything which will thin your blood for 2 days prior (Ibuprophen, Aspirin, Advil, Motrin, Alcohol, etc.) unless 
prescribed by a physician otherwise.  

o Note: If blood is thinner then a 3rd touch up may be needed. 
• Come with area to be worked on with makeup as preferred to let me see your type of style.  Feel free to bring pictures to 

illustrate what ideas you have in mind. 
• Lash Extensions: Schedule your permanent cosmetic appointment a week before you are due for a fill as the aftercare 

ointment will loosen some lashes.   

Post-Care 

Recommended Ointments include Vaseline, Aquaphor, Bag Balm, A & D, or Burts Bees Non-Petroleum. Other ointments may not 
have best results. 

For 7 Days: 
• Your permanent cosmetic procedure area is an open sore until healed. Please ensure you are using a newly bought ointment 

and apply with washed hands or a clean Q-tip.  
• Apply ointment 4 to 5 times per day and at least once during the night. DO NOT let the area dry out, as your body will try to 

create a scab, which will pull out the pigment from your skin.  
• Keep water off the treated area, as it will cause the color to fall off prematurely.  Tip head back in shower and use washcloth 

to wash face.  
• Feel free to wipe area with a damp warm washcloth the first night and the first morning to wipe away bodies natural lymph 

fluid.  Re-apply a clean layer of ointment.  

Reminders: 

• Area may begin to itch day 5-7 this is normal healing response.  Apply ointment firmly in one direction or tap the area with your 
finger to help alleviate annoyance.  

• Area should not flake off until day 6 or 7. If this occurs earlier, this indicates the area was not kept moist enough.  
• Once the top layer of your cosmetics begins to peel the color will look very light.  This is similar to when a scab peels off your skin, 

where the skin is light underneath. After a week or so it starts to return to original skin color. Your cosmetics will darken by day 
14-30 so please be patient.  You should have a good idea of the degree of coverage and color by day 30.  

• Touch ups cannot be done any earlier than 4 to 6 weeks after the original procedure.   
• Every person’s skin will respond differently. Some only require one procedure, but most permanent cosmetics procedures require a 

2nd “coat” to seal and even any color which has healed out.  
_____________________________________________________________________________ 

I have read and understand the above care instructions. If I have any questions or concerns regarding these instructions, I will call the 
office where the treatment was performed. I acknowledge that not following these aftercare instructions can affect the outcome and the 
results of my treatment.  

Client Signature: ______________________________________________________________ Date: _________________________ 

Print Name: __________________________________________________________________ 



CLIENT NAME:  
  

ARBITRATION AGREEMENT 
  
Article 1:  Agreement to Arbitrate:  It is understood that any dispute as to medical malpractice, that is as to whether any medical services 
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be determined 
by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process, except as state and federal 
law provides for judicial review of arbitration proceedings.  Both parties to this contract, by entering into it, are giving up their constitutional right 
to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration.  Further, the parties will not 
have the right to participate as a member of any class of claimants, and there shall be no authority for any dispute to be decided on a class 
action basis.  An arbitration can only decide a dispute between the parties and may not consolidate or join the claims of other persons who 
have similar claims. 
Article 2:  All Claims Must be Arbitrated:  It is also understood that any dispute that does not relate to medical malpractice, including disputes 
as to whether or not a dispute is subject to arbitration, as to whether this agreement is unconscionable, and any procedural disputes, will also 
be determined by submission to binding arbitration.  It is the intention of the parties that this agreement bind all parties as to all claims, including 
claims arising out of or relating  to treatment or services provided by the health care provider, including any heirs or past, present or future 
spouse(s) of the client in relation to all claims, including loss of consortium.  This agreement is also intended to bind any children of the client 
whether born or unborn at the time of the occurrence giving rise to any claim.  This agreement is intended to bind the client and the health care 
provider and/or other licensed health care providers, preceptors, or interns who now or in the future treat the client while employed by, working 
or associated with or serving as a back-up for the health care provider, including those working at the health care provider’s clinic or office or 
any other clinic or office whether signatories to this form or not. 
All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health 
care provider’s associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without limitation, 
claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages.  This agreement is intended to create 
an open book account unless and until revoked.  
Article 3:  Procedures and Applicable Law:  A demand for arbitration must be communicated in writing to all parties.  Each party shall select 
an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the 
parties within thirty days thereafter.  The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration.  Each party to the 
arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the arbitration 
incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party for such party’s 
own benefit.  Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the neutral 
arbitrator. 
The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party 
in a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed 
pending arbitration.  The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce evidence 
of any amount payable as a benefit to the client to the maximum extent permitted by law, limiting the right to recover non-economic losses, 
and the right to have a judgment for future damages conformed to periodic payments, shall apply to disputes within this Arbitration Agreement.  
The parties further agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern any arbitration conducted 
pursuant to this Arbitration Agreement. 
Article 4:  General Provision:  All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one 
proceeding.  A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would 
be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures 
prescribed herein with reasonable diligence. 
Article 5:  Revocation:  This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature 
and, if not revoked, will govern all professional services received by the client and all other disputes between the parties. 
Article 6:  Retroactive Effect:  If client intends this agreement to cover services rendered before the date it is signed (for example, emergency 
treatment), client should initial here.  _______.   Effective as of the date of first professional services. 
If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not 
be affected by the invalidity of any other provision.  I understand that I have the right to receive a copy of this Arbitration Agreement.  By my 
signature below, I acknowledge that I have received a copy.  

NOTICE:  BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE 
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.  SEE 
ARTICLE 1 OF THIS CONTRACT. 

  (Date)  
CLIENT SIGNATURE X   
(Or Client Representative) (Indicate relationship if signing for client) 

  (Date)  
OFFICE SIGNATURE X   

.  
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CONSENT TO PERMANENT MAKEUP & MICROBLADING 
 
 

NAME  DATE of BIRTH  

ADDRESS  

CELL 
PHONE  

WORK 
PHONE  EMAIL  

  
SKIN TYPE:  Review the Fitzpatrick Scale skin types below and check the one that best describes your skin.  This 
information will help your technician determine the most appropriate way to approach your treatment(s): 

� I. 
 
� II. 
� III. 

 
 

Very fair skin;  blonde or red hair; light colored 
eyes; freckles common. 
Fair skinned; light hair, light eyes. 
Common skin type; fair; eye and hair color vary. 

� IV. 
 
�   V.   

�   VI.   

Mediterranean Caucasian skin; medium to 
heavy pigmentation. 
Mideastern skin; rarely sun sensitive. 
Black skin; rarely sun sensitive. 

Are you of Asian heritage (Class V) and/or have a history of keloid scarring? � Yes  �  No 

TECHNICIAN:    

PROCEDURE(s):    

ESTIMATED COST:  
# OF VISITS 
REQUIRED:   

 
I declare that I am over the age of 18, not under the influence of drugs or alcohol, not pregnant or nursing, not on 
blood thinners or blood pressure medication, and am not an insulin-dependent Diabetic.  I understand that many 
medications and some diseases and disorders may either contraindicate me for treatment or affect the results.  I 
understand I should continue taking my medications, and tell my technician about all prescription and non-
prescription drugs, supplements, topically applied products, eye drops, etc. that I use or take.  I understand 
permanent makeup is a tattoo process; it is not an exact science, but an art.  I have been informed of the general 
nature of permanent makeup and the specific nature of the procedure(s) described above. 
 
Risks of Procedure(s):  I understand there are risks associated with permanent makeup, including, but not limited 
to: Infection: Procedures which involve penetrating the skin could cause infection; Scarring:  Recovery from the 
procedure(s) could lead to scarring; Allergic reaction:  Pigments, dyes, or other materials used could cause a 
reaction; Color:  Colors will vary based on skin tone, pigments may fade over time;  Irregularity:  Pigments may fan 
or spread, causing makeup lines to blur;  Corneal Abrasion:  Rubbing or scratching eyes or applying contacts shortly 
after an eyeliner procedure could cause an abrasion;  Permanence:  Permanent makeup is intended to produce 
long-lasting changes to appearance which may be difficult or impossible to modify or remove. 
 
Pigment Allergy Patch Test:                        I Consent to a Patch Test:________         I Waive the Patch Test:_______ 
(While an allergy patch test is recommended, it does not always accurately predict whether you will have a reaction.  
If waived, you release the technician from liability if you then have an allergic reaction to the pigment.)  
 
Other Treatment:  I understand that if I have any skin treatments, including, but not limited to laser hair removal, 
plastic surgery or 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.   X   
 
 
 
 
 
 



CONSENT AND RELEASE AGREEMENT FOR PERMANENT COSMETIC PROCEDURE 
This agreement contract and all attached sheets are one agreement and all the information, clauses, and covenants in 
this agreement are incorporated in the attached sheets as though set out in full herein; however, if any clause, 
disclosure, or covenant in this contract shall differ or be in conflict w/ any and all attached sheets, this contract and its 
covenants shall govern.  The undersigned micropigmentation specialist, hereinafter known as Releasee, hereby 
performs the permanent cosmetic procedure(s).  This agreement to have a permanent makeup procedure performed is 
entered by _______________________________________________________(Releasor) born on ____/____/____who 
resides at (address) ________________________________________________________________________________ 
(phone) __________________ , and Jessica Mock (Releasee) who performs microblading at Southern Sugaring LLC 
with reference to the facts listed on this agreement. 

PLEASE PROVIDE YOUR DRIVER’S LICENSE TO OUR FRONT DESK SO WE MAY OBTAIN A COPY. 

Therefore, for these considerations, the Releasee and Releasor agree as follow: 

AGREEMENT 
A. The Releasor has been informed by the Releasee of the possible dangers which may occur as a result of having a  

permanent cosmetic facial tattoo procedure performed.  The Releasor acknowledges that those dangers may include 
swelling, bruising (although rare), temporary minor bleeding, and redness or pinkness, and that the appearance of 
the Releasors face which may not be desirable to the Releasor.  ______ (initial) 

B.  Now, the Releasor having been fully and completely advised of all inherent risks, dangers, and complications  
which may arise from a permanent cosmetic facial tattoo procedure, voluntarily assumes all and any risks, dangers,  
and complication which may arise from permanent cosmetic facial tattoo procedure.  To help minimize any risks,  
the Releasor will answer Yes or No to the following conditions in order to describe if the Releasor has any of the  
following medical conditions. If Yes, please explain, and use available space at the bottom of this questionnaire for 
further information.  ______ (initial) 

1. ○Yes  ○No  Keloid Prone  Location: _______________________________________________________________ 
2.  ○Yes  ○No  Diabetes    ________________________________________________________________________  
3.  ○Yes  ○No  Alcoholic  ________________________________________________________________________  
4.  ○Yes  ○No  Epilepsy ________________________________________________________________________  
5.  ○Yes  ○No  Over 18 yrs old?   Age: _________________ 
6.  ○Yes  ○No  Using Accutane    When was the last time? ________________________________________________  
7.  ○Yes  ○No  Using Retin-A/Renova/Alpha Hydroxy Acid. Location:  ____________________________________ 
8.  ○Yes  ○No  Hemophiliac ________________________________________________________________________ 
9.  ○Yes  ○No  Pregnant or Nursing __________________________________________________________________ 
10. ○Yes  ○No  Active skin disease(s)  Please List: ______________________________________________________ 
11. ○Yes  ○No  Autoimmune Disorders ____________________________________________________________ 



12. ○Yes  ○No  Hepatitis ________________________________________________________________________  
13. ○Yes  ○No  Blood disease ________________________________________________________________________ 
14. ○Yes  ○No  Cold sores  (If yes, obtain a prescription for Zovirax if lip procedure will be performed)  
15. ○Yes  ○No  Optical/Oral Herpes __________________________________________________________________  
16. ○Yes  ○No  Cancer ________________________________________________________________________  
17. ○Yes  ○No  Cortisone ________________________________________________________________________ 
18. ○Yes  ○No  Steroids ________________________________________________________________________ 
19. ○Yes  ○No Chemical Peel  When: ____________________________________________________________ 
20. ○Yes  ○No  Using Glycolic Acid     What products?__________________ What strength of Glycolic?___________  
21. ○Yes  ○No  Other Tattoos      Where?_______________________________Any Problems? ___________________ 
22. ○Yes  ○No  Heart Condition __________________________________________________________________ 
23. ○Yes  ○No    Allergies to ANY medications or topical salves such as: Bacitracin, Lanolin, Lidocaine, Novocaine,   
 Metals, Neomycin, paba, Rubber Gloves) Name each one: ___________________________________ 
24. ○Yes  ○No  Taking Medication   Name each one: ____________________________________________________ 
25. ○Yes  ○No  Any other diseases __________________________________________________________________ 
26. ○Yes  ○No  Blood thinners (Such as Aspirin, Coumadin, Alcohol, or Ibuprofen) ____________________________ 
27. ○Yes  ○No  Do you use a tanning bed, lamp, or natural sunlight? ________________________________________ 
28. ○Yes  ○No  Are you tan now? __________________________________________________________________ 
29. ○Yes  ○No  Any surgeries? __________________________________________________________________  
30. ○Yes  ○No  Planning cosmetic surgery?  ____________________________________________________________  
31. ○Yes  ○No  Currently under a Dr.’s care (for any condition) Dr.’s Name: _______________ Phone: ____________ 
32. ○Yes  ○No  Trichotillomania (compulsively pulls out any hair which grows out of body)  _____________________ 
33. ○Yes  ○No  Brow or lash tinting __________________________________________________________________  
34. ○Yes  ○No  Contact Lenses (Please remove prior to procedure.)  
35. ○Yes  ○No  Alopecia Do you have areata or universalis? _______________________________________________ 
36. ○Yes  ○No  Prosthetic cardiac valve or prosthetic material used for cardiac valve repair  ______________________  
37. ○Yes  ○No  Previous endocarditis _________________________________________________________________ 
38. ○Yes  ○No  Have you ever had any form of Heart Surgery?  ____________________________________________ 
39. ○Yes  ○No  Have you ever had any form of congenital heart disease or heart surgery in the last 6 months?  
 __________________________________________________________________________________ 
40. ○Yes  ○No  Have you eaten in the last 6 hours? ______________________________________________________ 
41. ○Yes  ○No  Are you currently under the influence of drugs of alcohol? 

Please list any additional information here:_____________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

C.  The Releasor agrees to take a patch test prior to the permanent cosmetic facial tattoo procedure in order to  
determine allergic or other reaction to the applied pigment(s)  ______ (initial)  



D. The Releasor agrees to accept full responsibility for the color, shape, and thickness of each and every procedure  
performed by the Releasee which is to include but not limited to the eyeliner, eyebrows, lips, and/or beauty mark  
permanent cosmetic procedure(s).  ______ (initial) 

CONSENT TO PERMANENT COSMETIC PROCEDURE 
The Releasor fully and voluntarily consents to have the Releasee perform the permanent cosmetic procedure(s) and is 
fully aware and informed of all and any inherent risks, dangers, and complications that may occur as a result of the 
procedure(s) as described in this agreement.  The Releasee has reviewed the medical history of the Releasor and all 
questions of the Releasor have been satisfactorily answered by the Releasee.  ______ (initial) 
  Releasor 
 ______ (initial) 
  Releasee 

RELEASE OF ALL CLAIMS 
In order for the Releasee to perform any permanent cosmetic procedures on the Releasor for which the Releasee is 
volunteering to have performed after having been fully informed of all danger and risks involved as described in this 
agreement including but not limited to swelling, allergy to pigment, pain, infection, redness, soreness, eye injury, and 
itching. I voluntarily request that the Releasee performs such procedure(s) and will forever release the Releasee from 
any and all claims, damages, or liabilities that may result from the permanent cosmetic procedure(s) as described in this 
agreement including costs of medical care that may arise from the procedure including post-op care. I agree to give up 
my right to sue the Releasee, the salon owner, or the salon, Southern Sugaring LLC. I have carefully read this 
agreement and fully understand that it is a release of liability. The Releasor acknowledges receipt of pre-procedure 
information and post-op care instructions, has read them, has been verbally told them, understands them, and agrees to 
adhere to them in order to help prevent secondary infection.  The Releasor acknowledges that no other claims or 
guarantees have been made by the Releasee other than expressed or written in this agreement. ______ (initial)                                                              

RECITALS 

 
ACKNOWLEDGEMENT OF THE RISKS OR COMPLICATIONS ASSOCIATED WITH PERMANENT 

COSMETIC FACIAL TATTOO PROCEDURE 

A. The Releasor wishes to have the permanent cosmetic procedure(s) performed by the Releasee. 
B.  The Releasor has been informed by the Releasee that permanent cosmetics are the same as tattooing.  Therefore the  

facial area will be cosmetically tattooed.  Color will be implanted into the skin and as a result, the skin color will be 
permanently altered. 

C. The Releasor has been informed by the Releasee that there is pain involved in the procedure(s). 
D. The Releasor has been informed by the Releasee that there may be adverse side effects such as swelling, bruising, 

temporary minor bleeding, redness or pinkness, and soreness. 
E.  The Releasor has been informed by the Releasee that with the permanent cosmetic facial tattoo procedure there will  

be some fading of the color.  The Releasee has made no guarantees or promises to the Releasor as to how much  
color will be retained.  Color may have to be reapplied to desired area before satisfaction of the desired color is  
obtained.  The Releasor has been informed by the Releasee that there will be an additional charge for each  
reapplication of color. 

F. The Releasor has been informed by the Releasee that pigment may migrate or spread to an undesired area. 
G. The Releasor has been informed by the Releasee that the lips may feel dry and tight after a lip procedure. 
I . The Releasor has been informed by the Releasee that a secondary infection can occur, although rare, and that  
 post-op procedure care instructions will have to be followed in order to help prevent this from occurring. 



J. The Releasor has been informed by the Releasee that an allergic reaction may occur from the pigment used in the  
permanent cosmetic lip procedure. 

K. The Releasor has been informed by the Releasee that fever blisters or cold sores may occur after the permanent  
cosmetic lip procedure if the Releasor is prone to having them.  The Releasor has been informed by the Releasee to  
obtain a prescription for Zovirax and take as prescribed for two weeks prior to the permanent cosmetic lip  
procedure that will be performed in order to help prevent this. 

N. The Releasor has been informed by the Releasee not to take any aspirin or Ibuprofen.  Permanent Cosmetic facial  
tattoo procedure may promote bleeding.  Tylenol or other pain reliever which doesn’t promote bleeding may be  
taken. 

O. The Releasor has been informed by the Releasee that a low level magnet may be required if the Releasor is ever  
scanned by a MRI (Magnetic Resonance Imaging) machine because pigments used in the permanent cosmetic  
procedure(s) contain inert oxides.  The Releasor agree to inform the MRI technician of such. 

Q. The Releasor has been informed by the Releasee to wait one year after a tattoo procedure before donating blood. 
R. The Releasor has been informed by the Releasee to inform medical personnel or professional esthetician of your  

cosmetic facial tattoo if a chemical peel, MRI, or plastic surgery is to be performed near or over the cosmetic facial  
tattoo. 

S. The Releasor has been informed by the Releasee to use sunscreen on a daily basis because constant exposure of the  
cosmetic facial tattoo to the sun may fade the color or even cause irritation to the skin. 

T. The Releasor has read and been verbally told of all of the above recitals by the Releasee, and the Releasor 
nevertheless desires to have the permanent cosmetic facial tattoo procedure(s) performed by the Releasee and is 
willing to enter into this agreement. 

U. The Releasor has been informed that any method used to effectively remove the permanent make-up may result in  
scarring and/or permanent disfigurement of the face. 

I ACKNOWLEDGE THAT I HAVE READ AND UNDERSTOOD THIS AGREEMENT AND EACH OF THE 
ABOVE RECITALS.  I have executed this agreement voluntarily, and I acknowledge that this agreement is to be 
binding upon myself, my heirs, executors, administrators and representatives 

Signature ____________________________________________________________ Date ____________________ 

Witness _____________________________________________________________  Date ____________________ 

 
  

PHOTOGRAPHER’S MODEL RELEASE 
For a consideration mutually agreed upon, and received by me for posing for photographs hereto, I the undersigned do 
herby assign to you the copyright and/or the right to copyright such photography and the right of reproduction thereof, 
either wholly or in part, and unrestricted use thereof in whatever manner you or your licensees or assignees may, in 
your or their absolute discretion, think fit for all or any advertising, medical teachings, or other purposes whatsoever, 
including the right of necessary retouching and tinting or work up for reproduction purposes. ______ (initial) 

SCHEDULING AND PAYMENT POLICY 
A. All full priced procedures (excluding models) include ONE free touch-up and must be used within six months of 

your first date seen (per area). Touch-ups are given no sooner than 4-6 weeks after the initial procedure, and are 
suggested within 2-6 months.  Any additional touch-ups received within one year will be $_______. 

B. Please coordinate with your technician before you leave today to schedule a touch-up appointment. It is common 
that we will be booked several weeks to months in advance.            ______ (initial) 
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Pre-Procedure and Aftercare Instructions:  I have received, and will strictly adhere to, all pre-procedure and 
aftercare instructions. I understand that my failure to do so may 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 follow my doctor's instructions before contemplating any 
permanent cosmetic procedure around my lips.   X__________  
 
I certify that this consent has been fully explained to me, that I have read and initialed the above paragraphs, and 
that I elect to receive the permanent makeup procedure(s) indicated above.  I understand the permanence of the 
procedure(s) as well as the possible complications and consequences of the procedure(s).  I consent to my 
photograph being taken before and after the procedure(s). 
 
 

CLIENT 
SIGNATURE:  DATE:  

TECHNICIAN 
SIGNATURE:  DATE:  
 



OFFICE USE ONLY 
Client Name:_______________________________________________ Initial Tattoo Date: ____________________ 

Notes:  
________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________

Eyebrows

Date Color Technician Date Color Technician Date Color Technician

Lip Liner

Date Color Technician Date Color Technician Date Color Technician

Lip Color

Date Color Technician Date Color Technician Date Color Technician

Scar 
Camouflage

Date Color Technician Date Color Technician Date Color Technician

Beauty 
Mark

Date Color Technician Date Color Technician Date Color Technician


