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NO TEST CLIENT CONSENT FORM

Proceeding WITHOUT Recommended Patch/Allergy Test or not allowing patch testing to stay as required.

Client Name: ____________________
Date of Birth: ____________________
Phone Number: ____________________
Date: ____________________

Treatment required by the client.

□ Eyebrow tint.
□ Eyelashes tint.
□ Eyelashes extension. (False lashes)
□ 3D semi-permanent eyebrows.
□ Semi-permanent eyebrow repair.
□ Acrylic Nails ± extension ± glue.
□ Gel and Biab nails, with or without extension ± glue.
□ Manicure and pedicure.
□ Massage.
□ Makeup.
□ Hair do.
□ Micro dermabrasion.
□ Electrolysis.
□ Skin peel.

Recommended test(s) prior to any of the treatments above.

Patch test for:

□ Hair dye, eyelashes and brow color.
□ Pigment and ink.
□ Poloma and monomer.
□ Glue.
□ Cosmetics products.
□ Detergent, cream, and oil.
□ Gel.
□ Nail polish.
□ The others.

These documents show that the client has chosen to proceed without or an uncompleted recommended patch test or allergy/sensitivity test, despite being advised of its importance for safety.

These tests help identify potential allergies or adverse reactions to pigments, metals, or products used during any of the above treatments.

Risks of not doing or completing the test(s).

I understand that by not doing or completing the recommended tests, I may be at increased risk of:

• Allergic reactions to ink or pigments
• Skin irritation, redness, swelling, or inflammation
• Blistering or burning sensation
• Infection
• Pigment rejection or unusual healing
• Scarring or keloid formation
• Discoloration or unexpected outcome in the healing process.
• Possible need for medical treatment or pigment or ink removal.

Additional risks explained by the Beauty therapist.

___________________________________________________________

Client understanding and acknowledgement.

• I confirm that I am 18 years or older.
• If you are under 18 years, you must be accompanied by an adult.
• I confirm I am not under the influence of alcohol or drugs.
• I have disclosed all relevant medical information.

I acknowledge and confirm that:

1. The beauty therapist has explained the purpose and importance of the recommended patch/allergy test.
2. I understand the risks and possible complications of refusing the test(s).
3. I have had the opportunity to ask questions, and all have been answered to my satisfaction.
4. I am choosing to proceed voluntarily and against professional advice.
5. I accept full responsibility for any adverse reaction or undesired outcome.
6. I release the beauty therapist and the salon from liability related to reactions that could have been identified with testing.
7. I confirm that I am not under the influence of drugs or alcohol and am able to give informed consent.

Health Declaration

I confirm that to the best of my knowledge:

• I do not have any condition that I have not disclosed which may affect healing or increase risk.
• I understand that if I have any health conditions (e.g., prone to allergies, sensitive skin, immune disorders), I am at higher risk without testing.

Beauty therapist health notes.

___________________________________________________________
___________________________________________________________

I confirm that I have informed the client about the purpose of recommended testing and the risks of proceeding without a patch test or allowing patch test to stay the period required for a safe procedures and aftercare instructions.

Beauty therapist Name: ________________________

Beauty therapist Signature: __________________________

Date: ____________________

I certify that I have read, understood, and agreed to the terms of this consent form. I voluntarily chose to proceed with the procedure without completing the recommended test(s).

Client Signature: ___________________

Date: ______________________

Witness if available: ___________________

Date: ______________________
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