Patients Consent Form - Tattoo Removal Service
I, _________________________ voluntarily ask a specialist to carry out
the procedure for removing permanent make-up or tattoo by chemical
pigment extraction using MM TATTOO REMOVER:
on the lips:
___________________________________________________________
on the face:
___________________________________________________________
on the body:
___________________________________________________________
on the eye lids:
___________________________________________________________
on the eyebrows:
___________________________________________________________
Features of the patient
___________________________________________________________
___________________________________________________________
___________________________________________________________
I understand the essence and nature of this procedure. I understand that
the result of permanent makeup or tattoo removal depends on my
individual characteristics, as well as on the quality of the pigment, the
method and time of application, as well as on whether the permanent
makeup or tattoo removal procedures were carried out by any other
method of removal. I have complete information about all stages of healing,
after procedural care and other features, individual in each case.
I give my consent to anesthesia, by method, method and with the use of
drugs at the discretion of a permanent makeup and tattoo removal

specialist. I understand that there may be adverse reactions to the
anesthesia and procedure used.

Signature: ______________________ Date: __________________
I inform about allergic reactions known to me:
___________________________________________________________
___________________________________________________________
___________________________________________________________
I inform about my bad habits:
___________________________________________________________
___________________________________________________________
I inform on the medications I use:
___________________________________________________________
___________________________________________________________

I inform that I have chronic diseases:
___________________________________________________________
___________________________________________________________

I inform that I have a tendency to form keloids scars:
___________________________________________________________

Please tick the relevant boxes:

❏ I am aware that painful sensations during the procedure, reactions to
the procedure in the form of temporary swelling, crusting and
hematoma formation, and allergic reactions are possible.
❏ I have been warned that in order to prevent infection and to speed up
healing, within a week after the procedure, it is recommended:
- do not expose the removal site to moisture until complete healing;
- do not take a steam bath and do not sunbathe;
- to limit the use of decorative cosmetics;
- use a special anti-inflammatory, wound-healing cream.
- follow all the recommendations of the specialist for
post-procedural care of the treated area.
❏ I am aware that I will be able to assess the final result of the removal
no earlier than 1-3 months after the procedure.
❏ I am aware that make-up and contact lenses should be removed
before the procedure (for eyelids procedure). I am advised to plan my
activities after the procedure, taking into account possible reactions
(redness, swelling, crusting), and restrictions on the use of makeup.
❏ I have been warned that contraindications for permanent makeup
and tattoo removal are diabetes, poor blood clotting and keloid scars.
The procedure for removing permanent makeup on the lips can
provoke the appearance of a herpetic reaction in persons with a
tendency to this.
❏ I received a written recommendation of aftercare advice. I undertake
to follow the recommendations of a specialist, as well as the
recommendations set out in the memo I received.

❏ I understand that the listed, as well as not mentioned here, possible
complications and side effects may entail the need for additional
surgical, medical, diagnostic procedures, which may require
additional money and time from me, and possibly off from work.
❏ I understand the information regarding the procedures requested by
me, brought to me at the consultation, and I was given the
opportunity to discuss, clarify, get answers to all questions about this
information.
❏ I was given the opportunity to ask any questions about the planned
procedures, alternative forms of treatment, the risk of not having the
procedures, and the health risks and risks associated with the
upcoming procedures. I was warned about the risks of an aesthetic
result associated with the individual characteristics of my face and
body.
❏ The information I have received is enough for me to give this
informed and informed consent to the procedure for removing
permanent makeup or tattoo using MM Tattoo Remover.
❏ I agree to be photographed with the understanding that these photos
will remain the property of the permanent makeup or tattoo remover.
It has been explained to me that my name will not be mentioned in
any subsequent use of these photographs by the specialist.
❏ I confirm that I have read and explained this document and that I
understand its content. I received the memo on the recommended
behavior after the procedural period, read it, explained it to me and
understood it.

___________________________________________________________
Name ___________________________________

Signed __________________________________ Date ______________
___________________________________________________________
Practitioner Signature: _____________________ (signature of the PMA /
Tattoo Specialist - name in full)
___________________________________________________________

