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Client Information and Medical History

Name _____________________________________________________ Date of Birth _____________________ Age _________ 
Address _________________________________________________________________________________________________ 
Phone Number __________________________________ Email ____________________________________________________ 
Emergency Contact Name _________________________________________ Phone ___________________________________ 
Are you currently under the care of a physician? _________ Diagnosis _______________________________________________ 
Do you have any history of the following medical conditions? (please check all that apply) 
Cancer ______ Diabetes ______ High blood pressure ______ Hepatitis ______ Cold sores ______ Keloid scarring ______ Psoriasis ______ Eczema ______ MRSA ______ Blood clotting abnormalities ______ Arthritis ______ Seizures ______
Do you have any other health problems or medical conditions? Please list: ___________________________________________ ________________________________________________________________________________________________________ 
Please list all ALLERGIES ____________________________________________________________________ Latex allergy? Y / N 
Please list all medications taken ______________________________________________________________________________ ________________________________________________________________________________________________________ 
Are you on any BLOOD THINNERS? ___________ Are you pregnant or breastfeeding? __________________________________ 
WHY are you electing to have Scalp Micro-pigmentation? _________________________________________________________ ________________________________________________________________________________________________________ 
What are your Goals and Expectations? _______________________________________________________________________ ________________________________________________________________________________________________________ 
I certify that the preceding medical, medication and personal history statements are true and correct. I am aware that it is my responsibility to inform this facility of my current medical and/or health conditions and to update this history. A current medical history is essential for my safety and for the appropriate procedure plan.

 Client Signature _______________________________________________ Date ___________________






Consent for Scalp Micro-Pigmentation
 I ______________________________________ am over the age of 18 and choose to receive the indicated Scalp Micro-Pigmentation procedure. The general nature of cosmetic pigmentation, as well as the specific procedure to be performed, has been explained to me. 
I have been informed of the nature, risks and possible complications and consequences of permanent skin pigmentation. I understand the permanent skin pigmentation procedure carries with it known and unknown complications and consequences associated with this type of cosmetic procedure, including but not limited to: infection, allergic reaction, scarring, keloid, inconsistent color, and spreading, fanning or fading of pigments. I understand the actual color of the pigment may be modified sightly, due to the tone and color of my skin. I fully understand this is a pigmentation process and, therefore, not an exact science. I request the permanent skin pigmentation procedure and accept the permanence of the procedure as well as the possible complications and consequences of the said procedure.
 I hereby consent to the above Scalp Micro-Pigmentation Procedure. In consideration of doing so, I hereby and forever discharge LIANA NUNES,  it’s officers and employees of all claims, demands, damages, actions and cause of action arising out of the performance of the said treatment procedure, which I or my heirs, executors, administrators, or assigns can, shall, or may have. 
Being of sound mind and body, I HEREBY RELEASE ANY AND ALL PERSONS REPRESENTING SCALP ESTEEM, llc FROM ALL RESPONSIBILITY. I accept all responsibility for any consequences that might stem from my decision to have any tattoo related work performed by LIANA NUNES, llc . I agree that these waivers also pertain to and are designed to protect all establishments where LIANA NUNES, llc conducts business. I accept the color, design and payment terms in and related to this Agreement. 
I acknowledge I have received and understand the Pre-Treatment and Aftercare Guidelines from LIANA NUNES, llc in relation to said Scalp Micro-pigmentation Procedure. I agree to abide by these guidelines in entirety. 
I understand that in not doing so will directly affect the results of this procedure, which could include additional sessions necessary to achieve expected results, which are not covered in the cost of the current treatment plan. I understand that the taking of before and after photographs of the said procedure are a condition of such procedure. I have had the procedure explained to me, and I understand this consent and procedure permit. I accept full responsibility for the decision to have this cosmetic procedure performed. 
Client Signature ________________________________________________ Date ___________________ 
Procedure performed by _________________________________________ Date ___________________








PRE-TREATMENT
• Shave your head 2 days prior to treatment 
• Moisturize your scalp several times a day prior to treatment. This ensures your scalp is in the best possible condition and prevents any dry skin from interfering with your results 
• Consider your frontal hairline. Refer to old photographs, draw lines on your head, look through magazines. Please arrive at your first appointment with a general idea of what you want i.e. normal, straight, round, etc. 
• Be prepared to RELAX for 2-4 hours 
AFTERCARE (after EACH session)
Very Important aftercare guidelines! You must understand each impression is a tiny scab that also contains medical-grade pigment. If you pick the scab, the pigment will release as well! NO PICKING! Day 1 - 4 
1. Do not wash, sweat or shave head  and protect from rain for 4 days. 

2. Day 5: Wash head with only warm water  (twice a day).  Not with shower and do not soak head in bath just splash water on.
 No shampoo and rub gently. Now you can shave head, not with a razor only shavers or foil shavers. 

3. After 4 days you can sweat, but not excessively. 10 days you can sweat excessively.

4. Day 5: use moisturizer on scalp 3 times a day until appointment. This helps me out big time and you, making the scalp soft so the treatment goes in easier and the pain is less for you. 

5. No swimming what so ever. Only 30 days after the final treatment you can go. 

6. Protect your head from the sun whilst having treatment and use sun factor 30 after 10 days.

7. Protect from sun for 10 days. 

8. If wearing a hat do not wear a Woolley one, only use a silk or cap 
Notes: _______________________________________________________________________________________________________________________________________________________________________
Client Signature _________________________________ Date ____________________



SMP Patient Photo Release Agreement for Liana Nunes 
Patient Name ____________________________________
I hereby consent to, and authorize the use by Liana Nunes of the specified SMP photographs and/or video; that is, photographs taken before, during and after my SMP procedure.
Liana Nunes has explained that all the photos and/or videos will be clinically appropriate and tastefully presented.
I have agreed on the photographs that Liana Nunes requests to be used and it is understood that these photos may be used on Liana Nunes 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 Liana Nunes in writing and allow 30 days to accomplish this removal. 
I now release Liana Nunes, and anyone authorized by Liana Nunes, all personal rights and objections I have or may have to the above described uses of my photographs and/or videos. I have entered this release freely or voluntarily, and agree to be bound thereby.

__________________ 	_______________________________
DATE 			PATIENT SIGNATURE

__________________ 	_______________________________
DATE 			TECHNICIAN/WITNESS SIGNATURE 
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