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Eyelash Extension Procedure Consent Form



Date: ________________________________
Name: _________________________________________________	DOB: ________________________________
Address: ______________________________________________________________________________________
City: ___________________________________________ 	State: ________ 	Zip: _________________________
Email Address: _________________________________________________________________________________
Primary Phone: _______________________________   Alternate Phone: _______________________________
Emergency Contact (Name & Number): ________________________________________________________
****How did you hear about us?**** _____________________________________________________________

Do you have any of the following?
Allergies? ______________________________________________________________________________________
Asthma or respiratory issues? ___________________________________________________________________
Sensitivities (itchy eyes, watery etc.) _____________________________________________________________
Medical concerns ______________________________________________________________________________

Do you wear contacts? YES     NO 
Will you be able to remove them during procedure? YES     NO 
Are you able to lie on your back for 2-3 hours? YES     NO 
Are you pregnant? YES     NO     If Yes, what trimester are you in? ______________________________
Have you had eyelash extensions before? YES     NO   If yes, when? ____________________________
What type of eye makeup remover and mascara do you use? ____________________________________
Desired length/style of extensions (natural, long, dramatic): _______________________________________

I understand that sleeping on my face, extreme weather changes, steam, sauna, and other activities may damage the adhesive or crimp the extensions and may require more frequent fills. I have reviewed and understand the after-care instructions and will do my part to help maintain my eyelash extensions. _________ initials

I understand that eyelash extensions require ongoing maintenance and that if I wait too long between fills, I may need to pay for a new full set. If I no longer wish to wear the extensions, my technician will remove them and I will not need to remove them myself. There may be a fee for removal of the eyelash extensions. _________initials

I will seek medical care (at my own expense) & contact D ‘ Flores Hair Studio immediately if any allergic or adverse reaction occurs. All of my questions have been answered & I understand the procedure and risks. ________ initials

I grant permission to use my before & after photos for marketing or examples of my technicians’ work. ______ initials

I release D’ Flores Hair Studio from any and all liability associated with this procedure (which will be performed with the utmost attention to safety and proper application using tools and products that the technician has been trained to use. This procedure has many variables due to lifestyle, moisture, weather, extreme temperatures, and natural lash shedding. The technician will assess and decide if I am a candidate for this service to the best of their ability. No guarantees are made or implied. _______initials

By Signing below, I verify that I have read and understand the above statements and agree to them. I have also read and initialed the spaces above. 

___________________________      ____________________________      _________________
Client Name Printed                	Client Signature                          	Date


_________________________      	__________________________      	__________________
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