

	NAME: 
	DATE: 
	DOB: 
	ADDRESS: 
	CITY: 
	STATE: 
	ZIP: 
	l: 
	PROCEDUREs: 
	NO OF VISIT REQUIRED: 
	COST OF PROCED REs: 
	ensure a client will not have an allergic reaction I consent: 
	initial or waive: 
	potential adverse changes may not be correctable X: 
	any permanent cosmetic procedure around my lips X: 
	CLIE T: 
	DATE_2: 
	TECH ICIA: 
	DATE_3: 
	HOMECELL PH: 
	WORK PH: 
	EMAIL: 


