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IAIRSBEAU
Consultation Form: Hair Cut
NAME:
ADDRESS:
TELEPHONE NUMBER: EMAIL ADDRESS:
DATE OF BIRTH: OCCUPATION:
EMERGENCY CONTACT: DOCTORS NAME/SURGERY:

We aim to ensure clients have the best possible advice both
prior to and post-treatment. Please read the following
information prior to booking an appointment in the salon.

. Consultation Information: to ensure you are not contraindicated to
any treatment.

+ Pretreatment Advice: should be read prior to attending an
appointment.

« Aftercare Advice: to be read following your appointment for best
results.

Children under the age of 16 should have consent from a parent
or guardian prior to any appointment.

CONSULTATION

Total Contraindications: (prohibit a treatment from taking
place).

- Contagious or infectious diseases, scalp infections




Dysfunction of Nervous System (Meningitis, Inflammation of the Brain)
« Fever

Head lice

Undiagnosed lumps and bumps

Severe Bruising in treatment area

On completion of this consultation card you must tick the Consent Box in
order for the treatment to take place.

By ticking the box, you are agreeing to the following terms and
conditions.

| accept that any treatment | have has been fully explained to me and will
be undertaken at my own risk. | have carried out a patch test (where
necessary) and | am satisfied with the explanation of the procedure and
the aftercare. | have answered the questions regarding my medical
history to the best of my knowledge and accept that failure to disclose
relevant information may impact treatment results.

| agree to contact Sutherlands Hair and Beauty immediately in the event
of any adverse effects.

| agree to these terms and conditions (Please tick) D



