
CLIENT HISTORY AND TREATMENTPLAN FOR PIGMENT (TATTO0)
LIGHTENINGIREMOVAL

Name Date Gender- Female O Male O Birth Date

Address City State Zip

Employer
Ph-H Ph-W Ph-Cell

Occupation
E-Mail Physician's Name Physician's Ph. No.

1 YES NO Areyou under a physician's care for any medical 27 YES NO Have you ever had cold sores?

condition at this time?

2 YES NO Are you pregnant or nursing?
28 YES NO Do you have any type of herpes?

3 YES NO Do you have cczema? 29 YES NO Doyou wear contact lenses?

4 YES NO Doyou have psoriasis
30 YES NO Doyou wear glasses?

S YES NO Do you have hemophilia?
31 YES NO Do you have glaucoma?

6 YES NO Doyou have acne?
32 YES NO Do you have dry eye syndrome?

7YES NO Do you have skin cancer?
33 YES NO Doyou have blocked tear ducts?

YES NO Do you have vitiligo? 34 YES NO Do you have allergies to latex?

9 YES NO Do you have rosacea? 35 YES NO Doyou bruise easily?

10 YES NO Do you have dermatitis? 36 YES NO Do you have any problems healing from minor

wounds?

11 YES NO Do you hyperpigment when you scar?
37 YES NO Doyou tendto develop keloid or hypertrophy scars?

12 YES NO Doyou hypopigment when you scar? 38 YES NO Do you have a tendency to faint or become dizzy?

13
YES NO Haveyou had plastic surgery? 39 YES NO Are you undergoing radiation or chemo-therapy

treatment?

14 YES NO Areyou contemplating plastic surgery?
40 YES NO Are you sensitive to petroleum based products?

15 YES NO Doyou have high blood pressure?
41 YES NO Are you now,or have you ever been on the acne

trcatment accutane?

16 YES NO Do you have low blood pressure? 12 YES NO Are you under treatment for depression?

17 YES NO Doyou have asthma? 43 YES NO Doyou take prescription drugs?

18 YES NO Do you have any type of heart disease? 44 YES NO Do you intentionally tan- direct sun or tanning bed?

19 YES NO Do you wear a pace maker? 45 YES NO Ifyou tan, do you bum easily?

20 YES NO Do you have any medical implants?
46 YES NO Do you have a history of stroke or heart attack?

21 YES NO Do you have diabetes or any autoimmune disorders? 47 YES NO Do youtake any herbal supplements?

22 YES NO Do you have any seizure related condition? 48 YES NO Do you have any problems bcing anesthetized for

dental procedures?

If you answered «yes" to any questions above, use the space below to provide an explanation. Correlate your explanations to a specific

question / number. (Example: 1. Yes l amursing, 15. High Blood Pressure, 42. My list ofprescription drugs etc.)

Client Signature:
Date:



CLIENT HISTORY AND TREATMENTPLAN FORPIGMENT (TATTOO)
LIGHTENING/REMOVAL

PIGMENT REMOVALINFORMATION ANDTREATMENT PLAN:

Descriptionofunwanted tattoo or pigment (size, colorand location):

Reason for removal such as shape, color, location:

Removal desired: (Partial or complete):

Tattoo Procedure was lasted worked on:

How many sessions were performed on the unwanted procedure?

REQUIRED:Name,address and telephone of person who performed the unwanted tattoo procedure as it may be

necessaryto obtain informationregardingpigment and needles used:

List any adverse reactions experienced after the application of the unwanted pigment such as infections, swelling.

bleeding:

Were the tattoo defects apparent immediately or did they becomeevident at a later date?

List any corrective or medical treatments explored or attempted prior to this consultation:

TREATMENT PLAN FOR OLDTATTOOS:

It is estimated that lightening and/or an attempt to remove the unwanted pigment willtake from to

sessions, scheduled at least 6-12 weeks apart. Client agrees to not pursue otherremoval treatments during this attempt to

lighten and/or remove this unwanted pigment.

Client will follow the written instructions for aftercare and contact the technician listed below first in the event of any

questionsor concerns followingthe lightening and/or removal attempts.

The client affirmsthey fully disclosedthe entire relevant history of the unwanted tattoo pigment.

By signing below, both client and technician have discussed the above client history form and treatment plan and both

agree that the information is fully understood.

Client Signature Date

Technician Signature Date



INFORMED CONSENT FOR PIGMENT (TATTO0)
LIGHTENING

Name (Please Print)

The nature and method of the proposed pigment (tattoo) lightening procedure has been explained to me

including risks or possibility of complications during or following its performance I understand there

may be a certain amountof discomfot or pain associated with the procedure and that other adverse side

effects may include minor and temporary bleeding, bruising, redness or other discoloration and swelling.

Fever blisters may occur on the lips following lip procedures in individuals prone to this problem.

Secondary infection in the area of the procedure may occur, however if properly cared for, this is rare.

(ClientInitials)

Iunderstand that several treatments may be needed in order to attempt to achieve my desired results

however Ihave not received any guarantees to the quality of the outcome of the process. (Client

Initials)

Iunderstand there are medical options available for pigment removal. I have decided to decline those

methods. (Client Initials)

Iunderstand that the unwanted pigment may not be successfully lightened to the point that it can no

longer be seen, and that scarring as hyper-pigmentation or hypo-pigmentation, or other damage to the

skin, which may be permanent, may occur during the process. I will not hold my technician and/or the

distributor of tattoo removal products used in this attempted tattoo lightening or removal, liable for any

damages that may occur tomy person. (ClientInitials)

I understand that lightening tattoo pigment is difficult, if even possible. As a result I will not hold my
technician or this establishment responsible for any resutant failure to lighten the unwanted pigment.

(ClientInitials)

I agree to submit to before and after photographs, and give my permission to use such

photographs for publication and/or for teaching purposes. (Client Initials)

I agree to follow all aftercare instructions. (ClientInitials)

Ihave been duly inforned of the nature, risks, possible complications and consequences as listed above.

Ifurther understand that my technician is not a medical doctor. (ClientInitials)

Iunderstand all information listed above, have had my questionsanswered, and agree to all conditions

and provisionsof this document as evidenced by my signature below. I accept the risks for having this

procedure done. (ClientInitials)

Date

Signatureof Client(Signatureapplies to consent to the process during the agreed treatmentplan period)

Date

Witnessed by Technician Performing Removal/Lightening Procedure

PLR ICF (12/05)



NaturalLook by Regina
Permanent Cosmetics

(602)319-1444

AFTER CARE INSTRUCTIONS FOR SOFTAP" LIGHTENING

DO NOT PICK OR SCRATCHTHE TREATED AREA!This can cause complications,

such as scarring, hyper-pigmentationor infection.

The pigmented area willoxidize (daken)during the first few days.Then it will eventually

fall off in theform of a scab.Do not pick orscratch the treated area.

It is important to keep the treated area dry for three days. Then apply vitamin A & E
ointmentor petroleumjelly to the treated area.Do this on the fourth day 3-4 times per

day until the scab falsoff. Do not pick the scab off.

After the treated area is completelyhealed, it can then be repigmented with desired

color or anotherlightening treatment. Thismay take several sessions.

The SOFTAPTM Lightening product is a superficial skin exfoliant. This product

successfully lightens unwanted pigment that has been implanted into the skin via tattoo

or permanent makeup procedure.For bestresults, this productcannotbe used with any
other products.

If you have any questions or concerns, please do not hesitate to call me. If Iam
unavailable, leavea message and I will return your call as soon as possible.


