
CLINICAL FORM TEMPLATE

Facial Skin Treatment

CONSENT FORM FOR FACIAL SKIN TREATMENT USING PHILINGS TECHNIQUE

BETWEEN:

PRACTITIONER/TECHNICIAN FIRST NAME: PRACTITIONER/TECHNICIAN LAST NAME:

STREET ADDRESS: CITY:

COUNTRY:

CLIENT FIRST NAME: CLIENT LAST NAME:

STREET ADDRESS: CITY:

COUNTRY:

1. STATEMENT

CLIENT WILL BE INFORMED IN DETAIL ABOUT THE FACIAL SKIN TREATMENT USING PHILINGS TECHNIQUE BY A PRACTITIONER.

PRACTITIONER / TECHNICIAN IS OBLIGATED TO PERFORM TREATMENT IN STRICT COMPLIANCE WITH ALL HYGIENE AND HEALTH PROTECTION

MEASURES.

2. CLIENT HEALTH CONDITION QUESTIONNAIRE

I ORDER TO PERFORM THE FACIAL SKIN TREATMENT IN A SAFE MANNER, PLEASE ANSWER THE FOLLOWING HEALTH QUESTIONS TRUTHFULLY.

THIS INFORMATION IS CONFIDENTIAL AND IT SHALL ALSO BE HANDLED IN THAT WAY. IT WILL NOT BE SHARED WITH ANY THIRD PARTY.

DO YOU SUFFER FROM ANY BLOOD DISORDER (THROMBOSIS, HEMOPHILIA, ANEMIA ETC)?

No Yes

DO YOU HAVE A DIABETES (TYPE 1 OR 2)?

No Yes

DO YOU HAVE ANY TYPE OF HEPATITIS (A,B,C,D,EF)?

No Yes

ARE YOU HIV+?

No Yes

DO YOU SUFFER FROM ANY SKIN CONDITION (ROSACEA, IMPETIGO, ERYSIPELAS, LUPUS, SCLERODERMA OR ANY OTHER DISEASE)?

No Yes

DO YOU HAVE A HISTORY OF SKIN SENSITIVITY (ECZEMA, OR ATOPIC DERMATITIS)?

No Yes

DO YOU HAVE ALLERGY TO MEDICATIONS, FOOD, METALS, MAKEUP OR ANY OTHER COMPOUND?

No Yes

DO YOU HAVE ANY AUTOIMMUNE DISORDER?

No Yes

DO YOU SUFFER FROM ANY ACUTE OR CHRONIC INFECTIOUS DISEASE?

No Yes

ARE YOU PRONE TO COLD SORES (HERPES) OR FEVER BLISTERS?

No Yes
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DO YOU HAVE EPILEPSY OR ANY OTHER SEIZURE-RELATED CONDITION?

No Yes

DO YOU HAVE ANY HEART-RELATED PROBLEMS?

No Yes

ARE YOU PREGNANT?

No Yes

ARE YOU BREASTFEEDING?

No Yes

DO YOU TAKE ANY PRESCRIBED MEDICATIONS ON DAILY BASIS (E.G. ASPIRIN, ANTICOAGULANTS ETC.)?

No Yes

ARE YOU WEARING A PACEMAKER?

No Yes

DO YOU HAVE ANY PROBLEMS HEALING FROM WOUNDS?

No Yes

DO YOU TEND TO DEVELOP KELOID OR HYPERTROPHIC SCARS?

No Yes

HAVE YOU CONSUMED DRUGS OR ALCOHOL IN THE PAST 24 HOURS?

No Yes

DID YOU UNDERGO SURGERY OR ANY OTHER MEDICAL PROCEDURES IN THE LAST 14 DAYS?

No Yes

HAVE YOU HAD A BOTOX INJECTION WITHIN 6 MONTHS?

No Yes

HAVE YOU EVER HAD PMU OR ANY COSMETIC TREATMENT?

No Yes

DO YOU ROUTINELY USE RETINOL -A, GLYCOL OR OTHER EXFOLIATING PRODUCTS?

No Yes

DO YOU WEAR CONTACT LENSES?

No Yes

IS YOUR SKIN OILY?

No Yes

DO YOU HAVE YOUR PERIOD AT THE MOMENT OF TREATMENT?

No Yes

DO YOU HAVE TENDENCY TO DEVELOP DARK SPOTS ON THE SKIN FROM WOUNDS OR SUN?

No Yes

DO YOU SCAR EASILY FROM MINOR SKIN INJURIES?

No Yes

DO YOU BLEED EXCESSIVELY FROM MINOR CUTS?

No Yes
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DO YOU HAVE PROSTHETIC IMPLANTS?

No Yes

IF YOU HAD PMU OR ANY OTHER COSMETIC TREATMENT DID YOU HAVE ANY PROBLEMS WITH HEALING AFTER THEY WERE

APPLIED?

No Yes

DO YOU PERSONALLY HAVE ANY HISTORY OF CANCER?

No Yes

ARE YOU CURRENTLY UNDERGOING RADIATION OR CHEMOTHERAPY TREATMENT?

No Yes

ARE YOU NOW OR HAVE YOU EVER BEEN ON THE ACNE TREATMENT ACCUTANE?

No Yes

DO YOU HAVE ANY MEDICAL CONDITION THAT HAS RESULTED IN A MEDICAL PROFESSIONAL REQUIRING YOU TO PRE-MEDICATE

WITH AN ANTIBIOTIC PRIOR TO A DENTAL OR OTHER INVASIVE PROCEDURE?

No Yes

IF YOU ANSWERED "YES" TO ANY QUESTIONS ABOVE, USE THE SPACE BELOW OR SEPARATE PAPER PROVIDE AN EXPLANATION. CORRELATE

YOUR EXPLANATION TO A SPECIFIC QUESTION NUMBER. A "YES" ANSWER DOES NOT INDICATE YOU ARE NOT AN ACCEPTABLE CANDIDATE FOR

COSMETIC PROCEDURE. IT MAY SIMPLY BE INFORMATION THAT IS VALUABLE TO PRACTITIONER/TECHNICIAN AS EACH PERSON'S BODY IS

UNIQUE OR IT MAY INDICATE THAT BASED ON ANY HEALTH CONDITION THAT AFFECT HEALING, IT WOULD BE ADVISABLE OR REQUIRED FOR YOU

TO CONSULT WITH YOUR PHYSICIAN BEFORE PROCEEDING.

IF THIS FORM HAS NOT REFERRED A MEDICAL CONDITION YOU HAVE PLEASE LIST IT BELOW.

3. CONTRACTUAL OBLIGATIONS

I AGREE ON PHOTO TAKING OF MY FACE AND USING THE PHOTOS FOR ADVERTISING PURPOSES.

No Yes

4. WARRANTY

THE CLIENT HEREBY RELEASE ANY AND ALL PERSONS REPRESENTING THE SALON FOR ALL CLAIMS, DEMANDS, DAMAGES, ACTIONS AND CAUSE

OF ACTION ARISING OUT OF PERFOMANCE OF THE SERVICES.

PRACTITIONER/TECHNICIAN ACCEPTS LIABILITY IN COMPLIANCE WITH THE LEGAL MEASURES AND REGULATIONS IN THE CASE OF NEGLIGENCE

OR CARELESSNESS OR INTENTIONALLY OR NEGLIGENTLY CAUSED INJURIES OT THREAT TO LIFE, BODY AND HEALTH.

5. EXPLANATION

THE CLIENT IS INFORMED IN DETAIL ABOUT SPECIFIC RISKS OF FACIAL SKIN TREATMENT USING PHILINGS TECHNIQUE.

THE FOLLOWING RISKS ARE SPECIFICALLY EXPLAINED TO THE CLIENT:

Risks acknowledged by client

DURING THE TREATMENT, DESPITE THE STAFF EXPERTISE AND ALL THE PRECAUTIONARY MEASURES, THE INJURY IS POSSIBLE.

DESPITE THE APPLICATION OF THE MOST ADVANCED AND THE TOP QUALITY PRODUCTS, ALLERGIC REACTION IS POSSIBLE BUT

RARE. THE CLIENT IS INFORMED ABOUT THIS AND HE/SHE ASSUMES LIABILITY.

DURING AND AFTER THE TREATMENT TEMPORARY SWELLING, REDNESS AND/OR ITCHING MAY OCCUR. EXPERIENCE TELLS US

THAT THESE SYMPTOMS ARE TEMPORARY.
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MICRONEEDLING

AFTER THE PROCEDURE, THE SKIN WILL BE RED AND FLUSHED IN A SIMILAR WAY TO MODERATE SUNBURN. YOU MAY ALSO EXPERIENCE SKIN

TIGHTNESS AND MILD SENSITIVITY TO TOUCH ON THE AREA BEING TREATED. THESE EFFECTS WILL DIMINISH GREATLY A FEW HOURS

FOLLOWING TREATMENT AND WITHIN THE NEXT 24 HOURS THE SKIN WILL BE COMPLETELY HEALED. AFTER 3 DAYS MOST VISIBLE ERYTHEMA

WILL BE ABSOLVED.

THE RESULTS OF APPLIED TREATMENT CAN BE DIFFERENT DUE TO DIFFERENCES IN THE SKIN QUALITY, THUS THERE IS NO WARRANTY FOR THE

TREATMENT SUCCESS.

TO ACHIEVE DESIRED RESULTS, IT USUALLY TAKES UP TO 3 TREATMENTS, WITH 2 WEEKS GAP BETWEEN EACH OF THEM. THE RESULTS LAST

FROM 4 TO 6 MONTHS.

PHI-ION

CLUSTERS OF YELLOWISH SPOTS UP TO 0.2 MM IN DIAMETER WILL APPEAR IN THE TREATED AREA AND REMAIN VISIBLE UP TO 5 DAYS. EYE LIDS

MAY GET SWOLLEN AND BECOME RED AFTER THE TREATMENT AND THE CLIENT MAY FEEL TINGLING. ALL THESE SIDE EFFECTS SHOULD

DISAPPEAR WITHIN 7 TO 10 DAYS.

PROPER AFTERCARE PRODUCT APPLICATION IS OF GREAT IMPORTANCE.

ONE TREATMENT IS USUALLLY ENOUGH TO ACHIEVE THE DESIRED RESULTS. AFTER 1 MONTH, ON CHECK-UP APPOINTMENT, THE

PRACTITIONER/TECHNICIAN DETERMINES IF AN ADDITIONAL TREATMENT IS NECESSARY. THE RESULTS ARE EXPECTED TO LAST FOR AT LEAST 9

MONTHS.

MICRO NEEDLING AS WELL AS PLASMA THERAPY ALWAYS LEADS TO THE SKIN INJURY. THEREFORE, IT IS IMPORTANT TO CAREFULLY AND

GENTLY NURTURE YOUR SKIN AFTER THE TREATMENT TO ALLOW HEALING WITHOUT COMPLICATIONS.

INADEQUATE AFTER CARE PROCEDURE IN HEALING PHASE OF THE SKIN CAN LEAD TO POOR RESULTS AND PRACTITIONER AND ALL PERSONS

REPRESENTING THE SALON CANNOT BE LIABLE FOR IT.

IN THE NEXT 7 DAYS THE CLIENT IS REQUIRED TO PAY ATTENTION TO THE FOLLOWING:

DO NOT WASH YOUR FACE AT LEAST 5 HOURS, OPTIMALLY 12 HOURS, AFTER THE TREATMENT TO ENSURE OPTIMAL EFFECT OF PHIFACE AFTER

TREATMENT MASK. WITHIN THE NEXT 3 DAYS AFTER THE TREATMENT, A SPECIAL KIND OF AFTER CARE PRODUCTS (PHISOOTHING CREAM AND

ULTIMATE SKIN COCTAIL) TO BE APPLIED ACCORDING TO DETAILED INSTRUCTIONS FOR USE. PLEASE DO NOT USE ANY OTHER CREAMS EXCEPT

THE ONES PROVIDED TO YOU IN ORDER TO PREVENT POSSIBLE INFECTIONS OR ALLERGIC REACTIONS.

Aftercare instructions acknowledged by client

Do NOT APPLY MAKEUP ON THE FACIAL SKIN INCLUDING EYE LIDS FOR 48 HOURS AFTER THE TREATMENT.

IN THE FIRST WEEK AFTER THE TREATMENT AVOID PUBLIC BATHING, SUNBATHING, TANNING SALON, SAUNA, BEAUTY

TREATMENTS AND INTENSE TRAINING ACCOMPANIED BY SWEATING (SPORT ACTIVITIES), CONTACT WITH THE DUST

(HOUSEHOLD CHORES, ETC.).

Two WEEKS AFTER THE TREATMENT DO NOT USE BOTOX AS WELL AS DERMAL FILLERS. PHILINGS PALETTE TREATMENTS CAN

BE SAFELY PERFORMED 3 WEEKS AFTER THE TREATMENT WITH BOTOX OR IMPLANTATION OF DERMAL FILLERS.

PRACTITIONER AND ALL OTHER PERSONS REPRESENTING THE SALON CANNOT BE LIABLE IN CASE OF IMPROPER POST-TREATMENT.

6. COMPETENCE

I CONFIRM THAT I HAVE READ AND UNDERSTOOOD THE CONTENTS OF EACH PARAGRAPH ABOVE. I HAVE RECEIVED NO

UNREALISTIC WARRANTIES OR GUANTEES WITH RESPECT TO THE BENEFITS TO BE REALIZED FROM, OR CONSEQUENCES, THE

AFOREMENTIONED PROCEDURES.

No Yes

i ACKNOWLEDGE BY SIGNING THIS CONSENT FORM, I HAVE BEEN GIVEN THE FULL OPPORTUNITY TO ASK ANY AND ALL QUESTIONS

ABOUT PROCEDURES AND PROCESS FROM THE PRACTITIONER/TECHNICIAN AND/OR HIS/HER ASSOCIATES. I RECEIVED A CLEAR

AND UNDERSTANDABLE RESPONSE TO ALL OF MY QUESTIONS.

No Yes

THE TREATMENT PROCEDURE AND POST-TREATMENT CARE WAS EXPLAINED TO ME IN DETAIL AND I UNDERSTAND IT AND AGREE

WITH IT.

No Yes
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CLIENT'S SIGNATURE:

I PERSONALLY REVIEWED THE ABOVE INFORMATION WITH MY CLIENT.

PRACTITIONER'S SIGNATURE:
DATE: dd / mm / yyyy PLACE:

THE CONSENT IS VALID WITHOUT STAMP AND SIGNATURE.
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