CONSENT FORM

Surname/Family Name:

First Names

Date of birth:

Place undertaking treatment:

Male [ Female [l

Responsible Aesthetics Practitioner:

Job Title:

| have explained the treatment , the

intended benefits and any adverse events/side effects which may occur as a
result of the treatment.

The client:

Is not pregnant or trying to conceive [

Is not taking anti-coagulation therapy such as warfarin []
Does not have any tumors within the region of treatment [
Does not have any active infection/s []

Is over the age of 18 []

Does not have any implants within the region of treatment [
Does not have a pace maker L]

Signed by: Date:

Print Name: Job Title:

| fully understand the treatment | am undertaking and give consent for the treatment. |
acknowledge the person undertaking the treatment has discussed the risks and benefits
of the procedure and the possible adverse events/side effects which may occur as a
result of the treatment.

Client Signature: Date:

Print Name:




