Lash Extension Client
Liability Waiver
Please initial at each line and sign at the bottom.
___ I understand that there are risks associated with having artificial eyelashes applied to and/or removed
from my natural lashes.
___ I understand that the eyelash extensions will be applied to the natural lash as determined by the
technician so as not to create excessive weight on the natural eyelash thereby preserving the health, growth
and natural look of the client’s natural eyelashes.
___ I understand that as part of the procedure, eye irritation, pain, itching discomfort and in rare cases eye
infection may occur.
___ I understand and agree that if I experience any of these issues with my lashes I will contact my
technician and have the eyelash extensions removed immediately and consult a physician at my own expense.
___ I understand that even though the technician may apply and remove the eyelash extensions properly, that
adhesive material may become dislodged during or after the procedure, which may irritate my eyes or require
further follow up care.
___ I understand and agree to follow the aftercare instructions provided by my technician.
___ Failure to follow the aftercare instructions may cause the eyelash extensions to fall out.
___ I understand that in order to have the eyelash extensions applied to my eyelashes I will need to keep my
eyes closed for duration of 60-180 minutes during the procedure. I also understand that I will need to be
lying in a reclined position. Any medical conditions that might be aggravated by lying still for a prolonged
period of time may mean that I will not be able to have the procedure performed on my eyes.
___ This agreement will remain in effect for this procedure and all future procedures conducted by my
technician or any other technician conducting business at the salon/spa listed below. I understand that this
agreement is binding and that I have read and fully understand all information above. I represent that I am
over the age of 18 years. If below 18 years of age a parent or guardian must also sign this form.
___ I release my technician or salon/spa (_________________________________) from all liability associated with this
procedure. There are no guarantees for the bonding time length of the eyelash extensions. Our company or
salon is not responsible for any technician errors. I understand that I have been advised to follow the
aftercare protocol from my technician so as to avoid any discomfort or adverse side effects after the
procedure has been completed.
By signing below, I verify that I have read and understand the above statements and agree to them.
Client Signature: _________________________________ Date: ______/_______/__________

Client Record Sheet

DATE:

CLIENT NAME:

ADDRESS:

EMAIL:
PHOTO CONSENT:

YES

/

NO

EMERGENCY CONTACT:
ALLERGIES AND/OR KNOWN MEDICATIONS:
NATURAL LASH HEALTH AND MAP

INNER CORNER
LEFT EYE

RIGHT EYE

ANY ADDITIONAL NOTES:

NATURAL LASH
/

REGULAR

THICKNESS:

FINE

/

COARSE

LENGTH:

SHORT

/

AVERAGE

/

LONG

FULLNESS:

SPARSE

/

REGULAR

/

HIGH DENSITY

COLOUR:

LIGHT

/

MEDIUM

/

DARK

EXTENSIONS
LASHES USED

LENGTH

CURL

THICKENESS

CURLPERFECT Lash LIFT
CLient Liability WAIver
please initial at each line and sign at the bottom
___ I understand that there are risks associated with the CurlPerfect Lash Lift procedure.
___ I understand that the lashes will be curled with an advanced solution and a conditioning
cream.
___ I understand that as part of the procedure eye irritation, pain, itching discomfort and in
rare cases eye infection may occur.
___ I understand and agree to follow the aftercare instructions provided by my technician.
___ I understand failure to follow the aftercare instructions may cause an undesirable result.
___ I understand that in order to have a CurlPerfect Lash Lift, I will need to keep my eyes
closed for duration up to 60 minutes during the procedure. I also understand that I will need to
be lying in a reclined position. Any medical conditions that might be aggravated by lying still
for a prolonged period of time may mean that I will not be able to have the procedure
perfor med on my eyes.
___ I understand that opening my eyes at any point during the CurlPerfect Lash Lift procedure is not recommended, and may cause an undesirable result. I agree to keep my eyes closed
throughout the procedure unless instructed to open them by my technician.
___ This agreement will remain in effect for this procedure and all future CurlPerfect Lash
Lift procedures conducted by my technician or any other technician conducting business at the
salon/spa listed below. I understand that this agreement is binding and that I have read and
fully understand all infor mation above. I represent that I am over the age of 18 years. If below
18 years of age a parent or guardian must also sign this for m.
___ I release my technician or salon/spa (_________________________________) from all
liability associated with this procedure. There are no guarantees for how long the lash lift will
last, on average it last between 6-8 weeks. Our company or salon is not responsible for any
technician errors. I understand that I have been advised to follow the aftercare protocol from
my technician so as to avoid any discomfort or adverse side effects after the procedure has been
completed.
Client Signature: _________________________________ Date: ______/_______/__________

Client Record Sheet

DATE:
CLIENT NAME:
ADDRESS:

EMAIL:
PHOTO CONSENT:
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/

NO

EMERGENCY CONTACT:
ALLERGIES AND/OR KNOWN MEDICATIONS:

PROCESS TIMES
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7

8

9
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(MINS)

7

8

9
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11
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15

(MINS)

PROCESSING TIME
FOR PERM LOTION:

PROCESSING TIME
FOR SETTING LOTION:

LASH TINT USED:

ADDITIONAL NOTES:

YES

/

NO

