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PMU CLIENT CONSULTATION & CONSENT FORM

Client Full Name: __________________________________________
Date of Birth (18+): ________________________________________
Address: ____________________________________________________
Phone: ______________________________________________________
Email: ______________________________________________________
Emergency Contact & Phone: ___________________________________

PMU details
Description/Design: ___________________________________________
Needle type: ______________________________________________
Color corrections? ☐ Yes
A touch‑up? ☐ Yes
Fresh job yes ☐
Test date
Pigment tests neg ☐ pos ☐

Medical & Health Questionnaire
Please answer honestly. These questions help ensure your safety. Tick Yes or No and provide details where needed.

Are you currently under a doctor’s care? ☐ Yes ☐ No __________________
Do you have any allergies (latex, metals, ink, adhesives, etc.)? ☐ Yes ☐ No __________________
Do you have any skin conditions (eczema, psoriasis, dermatitis)? ☐ Yes ☐ No __________________
Do you have a keloid scarring or an abnormal scarring history? ☐ Yes ☐ No __________________
Do you have diabetes? ☐ Yes ☐ No __________________
Do you have heart conditions or circulatory issues? ☐ Yes ☐ No __________________
Do you have epilepsy or seizures? ☐ Yes ☐ No __________________
Do you have a blood disorder (e.g., hemophilia, anemia)? ☐ Yes ☐ No __________________
Do you take blood thinners or anticoagulant medication? ☐ Yes ☐ No __________________
Do you take immunosuppressant medication? ☐ Yes ☐ No __________________
Do you have any autoimmune disorders? ☐ Yes ☐ No __________________
Are you pregnant or breastfeeding? ☐ Yes ☐ No __________________
Do you have any infectious diseases (HIV, Hepatitis, etc.)? ☐ Yes ☐ No __________________
Have you consumed alcohol or drugs in the last 24 hours? ☐ Yes ☐ No __________________
Are you prone to fainting or dizziness? ☐ Yes ☐ No __________________
Are you allergic to topical anesthetics? ☐ Yes ☐ No __________________
Have you recently had Botox, fillers, or cosmetic procedures? ☐ Yes ☐ No __________________
Any recent surgeries or medical treatments? ☐ Yes ☐ No __________________
Anything else we should know about your health? ☐ Yes ☐ No __________________

Client Acknowledgements
Please read and initial each statement:

I confirm that I am 18 years or older.
If you are under 18 years, you must be accompanied by an adult.
I understand that semi-permanent eyebrows involve needles and break the skin.
I confirm I am not under the influence of alcohol or drugs.
I understand that infection is possible if aftercare is not followed.
I understand that skin reactions (swelling, redness, irritation) may occur.
I understand that semi-permanent eyebrows may fade over time.
I have disclosed all relevant medical information.
I consent to the semi-permanent eyebrow procedure being performed today.

Aftercare Confirmation

I have received and understand the aftercare instructions.
I understand that it is my responsibility to follow aftercare properly.

Consent & Signature
I confirm that all information provided is accurate and complete. I understand the risks involved and give full consent for the semi-permanent PMU

Client Signature: __________________________________________
Date: _______________________________________________________

Artist Signature: __________________________________________
Date: _______________________________________________________
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