SKINCARE OPTIONS, LLC

CONSENT FORM FOR 
MICROPIGMENT IMPLANTATION
I, _________________________________hereby declare that I am over the age of 18, and I authorize ______________________________ to perform the following elective cosmetic procedure upon me: ___________________________________________.

I elect to have the above procedure performed on me understanding that the above 
mentioned  procedure is for cosmetic purposes only and not for health reasons.  The nature of the procedure has been explained to me and no guarantees have been made to me concerning the results of the procedure.  I am advised that though good results are expected, complications cannot be anticipated and that the actual color of the pigment may be modified slightly due to the tone and color of my own skin.  I request the above mentioned procedure, appreciating and accepting the permanency of the procedure, as well as the possible complications and consequences of the procedure.  Some of the risks include infection, allergy, or sensitivity to the pigment, spreading of the pigment below the skin, eyelash loss, unexpected scarring, inconsistent color, abrasion of the corneas.
 I understand that some temporary superficial bruising may occur in some patients/clients and may require cover-up makeup.  The micropigmentation specialist has explained to me the most likely complications or problems that may occur with this procedure and during the healing period, and I understand them completely.  I further understand that a slight touchup of the procedure may be deemed necessary 3 to 4 weeks after the initial procedure.  I have sufficient opportunity to discuss my condition and treatment with the technician, and all of my questions have been answered to my satisfaction.  I have also had ample opportunity to discuss my procedure with another micropigmentation specialist had I elected to do so.  I believe that I have adequate knowledge upon which to base an informed consent to the proposed procedure.
Signature                                                                    Date                            Time a.m./p.m.

Witness                                                                       Date                            Time a.m./p.m.

If patient/client is a minor or unable to sign, please complete the following: 

Responsible party                                                         Relation to Patient/Client
