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Aesthetic Client Consultation Form

Client's Name: Date of Birth: / /
How did you hear about us?

1 Google [ Social Media [ Existing Patient:

O Friend: [ Other:

What skin problems or concerns would you like to address?

[ Discoloration O Uneven Tone/Texture [ Redness 1 Broken capillaries O Acne
1 Fine lines/wrinkles [ Enlarged Pores O Other:

What is your skin type?
1 Normal O Oily O Dry [J Combination

Current Skin Care Regimen

[ Cleanser O Toner [ Antioxidant serum [ Sunscreen
[ Retinoid [ Bleaching cream ] Growth factors [ Eye cream
Other:

Have you had facial waxing or used depilatory in the past 7 days?

[0 Moisturizer
O Maskd

Have you ever had a chemical peel? If yes, which type and last treatment date?

Have you ever had Botox, fillers or laser procedures in the past? If yes, which one and last treatment date:

Have you ever had complications with any cosmetic treatment? If yes, please elaborate:

Have you ever had a reaction to topical anesthetic, fragrance or iodine. If yes, please elaborate:

Do you smoke? O Yes 1 No

What is your stress level? [ No Stress [ Mild [0 Moderate [ Severe

Female patients:

Are you currently taking any OCP (oral contraceptive) or HRT (hormone replacement therapy)? [ Yes I No
Are you pregnant or planning to conceive? [ Yes I No

Aesthetician notes:
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Client's Name: Date of Birth: / /

Aesthetic Treatment Consent and Written Acknowledgement

| understand and acknowledge that the services provided by an aesthetician are limited to cosmetic treatments and
minor skin concerns within their professional scope. These services are not intended to replace medical evaluation or
treatment by a dermatologist or other licensed healthcare provider.

| recognize that | am solely responsible for my dermatologic medical care, including but not limited to conditions such as
skin cancer, melanoma, psoriasis, eczema, or any other medical skin conditions. Accordingly, | release Megan Nisberg
and Kristen Thinnes from any responsibility related to the diagnosis, treatment, or management of such conditions.

| voluntarily consent to receive cosmetic and minor skincare treatments from Megan Nisberg or Kristen Thinnes and
understand that | am financially responsible for all services rendered.

Important: Please notify us of any changes in your medications during the course of your treatment, including the use of
Accutane®, Retin-A®, or other prescription topical products. This information is critical to your safety and the
effectiveness of your care.

You have the right to be informed about your treatment so that you are able to make an educated decision whether or
not to undergo a procedure after discussing the risks and hazards involved. This disclosure is not meant to scare or alarm
you; it is simply an effort to make you better informed so that you may give, or withhold, your consent for treatment.

1. | voluntarily request that Megan Nisberg or Kristen Thinnes (and such associates, technical assistants, and other
skincare professionals that may deem necessary) perform the procedures discussed. | acknowledge that | have been
informed this cosmetic procedure is intended to remove surface layers of the skin to improve the vitality of the skin.

2. | understand that my skincare professional can discover other conditions that may require different and/or additional
procedures than those planned. If my skincare professional discovers such other conditions, | understand that | will
be referred to an appropriate medical care provider.

3. | acknowledge that, while the goal of such procedures is the removal of damaged skin, realistic results average
50-75% improvement. | acknowledge that the practice of cosmetology is not an exact science and that no specific
guarantees can be, or have been, made concerning expected results. Some clients are fully improved while others
may not see considerable improvement.

4. |also realize that the following risks and hazards may occur in connection with the particular procedure: worsening or
unsatisfactory appearance, creation of additional problems such as but not limited to, poor healing or skin loss, nerve
damage, painful and unattractive scarring, or recurrence of the original condition.

5. | have been advised that | must use a sunscreen with SPF 30 or greater with zinc oxide at all times throughout the
course of treatment.

6. | have been informed that there are risks such as loss of blood and infection that are attendant to the performance of
any exfoliative procedure.

7. |1 have been advised of alternative methods available for my treatment, which includes acid peels and laser skin
resurfacing.

8. lunderstand that multiple treatments may be required. The cost of these was disclosed prior to the first treatment.

9. | acknowledge that photographs may be taken before, during, and after treatment. Photos will only be used with my
written approval for education, promotion, or advertising purposes.

10. | acknowledge my obligation to follow the written and spoken instructions covering my pre- and post-treatment skin
care regimen. | have received a thorough explanation of these instructions, understand them, and, at request, may
receive copies for reference. | understand that | should not hesitate to call if | have additional questions.
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| certify that | have read the above consent and fully understand all parts. | have been given ample opportunity to discuss
all of my questions, and they have been answered to my satisfaction. | hereby consent to the procedure. This constitutes
the full disclosure and supersedes any previous verbal or written disclosures.

Client’s name: Date: / /

Client’s Signature:

OR

| am a parent or legal guardian of [Patient Name]. | hereby acknowledge
receipt of WassermanUIlitsky Dermatology’s Client Treatment Consent and Written Acknowledgement with respect to
the client.

Parent/Guardian name: Relationship to Client
Parent/Guardian Signature: Date: / /
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