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Date: _____/_____/__________ 
                  Month         Day                   Year 

 
 

Client Consultation / Consent Form – Tint and Lash Lift 
 
Last Name: __________________________________  First Name: __________________________________________ 

Date of Birth: _________/_________/_____________  
                                               Month                    Day                               Year 
 

Phone: ( _________________ ) ______________________________________ 

Email: ____________________________________________________________________________________ 

 
Please answer the following questions so that we may have a better understanding of your general health and lifestyle, thereby 
enabling us to accurately analyze and assess your skin care need

Have you had your brows or lashes tinted?   □ No     □ Yes  

If you had an adverse reaction to a previous tinting or lifting, please explain: 
__________________________________________________
__________________________________________________
__________________________________________________ 

What color tinting would you like to achieve?  
□ Dark      □ Medium      □ Light 

What best describe the type of lift you wish to see after your treatment?     
□ Fully Lifted      □ In Between      □ Soft Natural Curl 

Are you allergic to latex?  □ No     □ Yes 
 
Are you allergic to adhesives (glues, tapes, band aids, etc.)?   □ No     □ Yes 
(Adhesive tapes, glue, and gel pads may cause allergic reaction) 
 
 Please list any other allergies you may have. 
__________________________________________________
__________________________________________________
__________________________________________________ 

Do you have abnormally sensitive eyes?   □ No     □ Yes  

Do you wear contact lenses? □ No     □ Yes 
(Contact lenses must be removed prior to eyelash extension procedures) 

Do you have oily skin and/or hair? □ No     □ Yes 
 
Are you pregnant?  □ No     □ Yes  
 
What skin care products are you currently using? 
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________ 

 

 
Please list any medications you take on a regular basis. 
__________________________________________________
__________________________________________________
__________________________________________________ 
__________________________________________________ 
 
Are you presently under a physician’s care for any reason?  □ No     □ Yes. 
Explain, 
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________ 
__________________________________________________ 

Relating to the eyes: Please check any that may apply to you. 
    □ Eye Surgery           □ Eye Injury or Illness          □ Seasonal Allergies        
    □ Conjunctivitis        □ Permanent eye make-up     □ Blepharoplasty     
    □ Eye Infection         □ Sensitive Eyes               
    □ Blepharitis Inflammation of eyelids.    
    □ Allergies to adhesives found in band aids and medical tape  
    □ Allergies to cyanoacrylate adhesives  
       (surgical glue, nail glue, crazy glue) 
    □ Hypersensitivity to formaldehyde  
       (a by-product released in cyanoacrylate adhesives) 
    □ Retinoids used to treat acne and skin problems  
       (such as Accutane or Retin a) 

Relating to the eyelashes: Please check any that may apply to you.  
    □ Hormone Imbalance      
    □ Recent severe illness or injuries 
    □ Recent or New Prescriptions Oral Contraceptives 
    □ Vitamin / Mineral Deficiency that may contribute to hair and eyelash loss 
       (A, F, B, Selenium, Zinc, Iron) 
    □ Medical conditions that may contribute to hair and eyelash loss  
       (hyperthyroidism or hypothyroidism, alopecia, lupus, diabetes 
    □ Trichotillomania (hair pulling disorder) 
    □ Medications that may contribute to hair or eyelash loss  
       (Chemotherapeutic agents used in cancer treatments, Anticoagulants   
                         (blood thinners), beta blockers (used to control blood pressure)
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Tinting and Lifting Care Information 
 
A one‐time, 48 hour patch test is required prior to your first treatment. A small amount of product is applied to either the inner arm near the crease 
or behind the ear. A band‐aid is applied, and the product must be left on for 24 hours before you may wash it off with cleanser and water.  
 
If you are allergic to the tint, an irritation or slight rash may develop around the area where the tint was applied. If this happens you are 
contraindicated to the treatment. If you experience redness or irritation after your patch test or after treatment, please call our office or contact your 
medical doctor.  
 
Eyelash and Brow tinting is a safe procedure. Complications after a lash and/or brow tinting are rare. It is a great choice for people who prefer not to 
wear mascara or brow color.  

Tinting results last an average of 3‐6 weeks although results may vary. Tinting does not increase the length of the eyelashes or brows; it merely 
enhances them. The tint adheres to the hair and not the skin. Some staining of the skin during the treatment may occur, but it will wash and wear off.  

After 24 hours, proceed with your regular cleansing routine. Eye make‐up remover will not strip the tint. Using abrasive facial scrubs or products 
with lightening ingredients in them may shorten the length of duration.  

Before your appointment 
 
Contacts cannot be worn during procedure and cannot be put back in until the next day. If clients have sensitive eyes, eye drops or saline solution can 
be applied after service.  
 
Aftercare Instructions 
 

• Do not touch or rub your eyes, eyelashes or eyebrows immediately after the treatment. 
• If redness or irritation occurs, apply a cool damp cotton compress to the eye area. If symptoms persist for more than 24 hours seek medical 

advice. 
• The effects of the tint will start to diminish within 2-3 weeks as hair grows out and the tint color fades. Strong sunlight/UV light can make 

the tint color fade faster. 
• Avoid washing your hair, eyelids, eyelashes, eyebrows, or swimming for 24 hours, as these activities can cause the tint results to fade. Also 

avoid exfoliating facial cleansers or products with lightening ingredients in them may shorten the length of duration. Those containing 
AHA's or other chemical exfoliates may decrease the life of your tint. A gentle facial cleanser or eye makeup remover is recommended. 

• Do not apply makeup or mascara to lashes or receive any other eye treatments for at least 24 hours after the lash or brow tinting treatment. 
• Try to use oil-free facial products around the eye area to prolong the tint color. 
• You can receive the lash or brow tinting treatment every 3-4 weeks. 

 

If you experience any pain, redness or irritation, contact your technician immediately.  

 

__________ I have read and understand the home care instructions that can help minimize or eliminate possible negative reactions. If I have any 
questions and/or concerns related to the service or treatment care, I will consult my esthetician and Wonder Spa immediately.  
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Informed Consent: 
 
Although every precaution will be made to ensure your safety and well-being before, during and after your tinting application, please be aware of 
the possible risks below. 
 
__________ I understand there are risks associated with having an eyelash tint. I further, understand that as part of the procedure, eye irritation, eye 
pain, stinging, burning, eye itching, discomfort, and in rare cases, infection or potential blindness may occur if enters the eye. I understand that even 
though Wonder Spa tints the lashes using the proper technique, the instruments, tapes, cleaners, eye gel pads, adhesives, and removers used may 
irritate my eyes. I understand that some irritation, itching or burning may occur to the skin which comes in contact with the tinting agent.  
 
__________ I understand that even though my technician perms the lashes using the proper technique, the instruments, tapes, cleaners, eye gel pads, 
adhesives, and removers used may irritate my eyes or require a physician’s follow-up care.  
 
__________ I understand contacts cannot be worn during procedure and cannot be put back in until the next day. 
 
__________ I understand that there may be some residual dark staining left on the skin following the tinting process of either my lashes, brows or 
both. This will fade and go away within a short time.  
 
__________ I understand that a lash lift lifts my natural lashes. Depending on my natural lash length and strength, results may differ.  

__________ I understand that, while every attempt will be made to provide me with my chosen color, everyone’s hair absorbs color differently and 
my final results may not be the color I initially wanted. Tinting will not thicken, lengthen or add additional hair but only tint present hair.  
 
__________ I understand that over the course of several weeks, the tint will gradually lighten and fade. Re- tinting will be required to keep the new 
color fresh. Recommended time between tints is 3-4 weeks.  

 
__________ My expectations are realistic, and I understand that the results are not guaranteed. 
 
__________ I understand the potential risks and complications and have chosen to proceed with the treatment after careful consideration of the 
possibility of both known and unknown risks, complications, and limitations.  
 
 
 
To OPT OUT of patch test, please sign here: ______________________________________________ 
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Consent Form: 
 
I, _____________________________________, represent to Wonder Spa that I am at least 18 years old, or accompanied by a legal 
guardian. I have read and fully understand the information filled out above. I have accurately answered the questions above, 
providing all known allergies or prescription drugs/products I am currently ingesting or using topically, to the best of my knowledge. I 
understand that withholding information or providing misinformation may result in contraindications and/or irritation to the skin 
from the treatment. I am aware that it is my responsibility to inform the esthetician and Wonder Spa of my current medical or health 
conditions and to update this history. If I have any concerns, I will address these with my esthetician. I give permission to my 
esthetician and Wonder Spa to perform the treatment we have discussed and will not hold the esthetician and Wonder Spa from any 
liability that may result from this treatment. I understand my esthetician and Wonder Spa will take every precaution to minimize or 
eliminate negative reactions as much as possible. In the event I may have additional questions or concerns regarding my treatment, I 
will consult the esthetician immediately. The treatment I receive here is voluntary and I release this esthetician and Wonder Spa from 
liability and assume full responsibility thereof.  

By signing this agreement, I verify that I have read and fully understand the above statements and agree to them. I understand that 
there are no guarantees or refunds as to the results of this service. I hereby agree to all of the above and grant my permission to have 
this treatment performed on me. I consent to the treatment performed by Wonder Spa and will be financially responsible for any 
charges incurred at Wonder Spa. 

 
Date_____________________    
 
Guest’s Signature________________________________________   Print Name _______________________________ 
Please be advised while visiting with us, Wonder Spa will not be responsible or liable for any lost/ misplaced items.  

Consent to Treat a Minor: By my signature below, I hereby authorize Wonder Spa to administer skin care services to my child or dependent as the 
esthetician deems necessary. 
 
Date__________________________ 
 

Signature of Parent of Guardian ______________________________________________________________ 

 


