
Client Information:


Date: ______________

Name: __________________________

Address:_________________________

City:	_______________	State: _____	Zip: _______

Phone Number:____________________

Email: ___________________________

Date of Birth: _______________	Age: _________

Driver’s License Number: _____________________

Procedure Requested: ______________ 

What look are you hoping to achieve? _______________________
___________________________________________________


Technician Notes:


Technician Name:  _______________________________

Treatment Area(s): ____________________________________

[bookmark: _heading=h.gjdgxs]Machine/Needle/Tip Used:_______________________________

Anesthetic Used: ______________________________________

Before & After photos taken?     Yes     No   

After care kit and instructions given?    Yes     No

Notes: ______________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
[image: ]

image2.png




