WAXING CONSULTATION FORM
Today’s Date: ______________
Name ____________________________________________________________ Birthday ________________________
Address __________________________________________________________________________________________
City ____________________________________________ State __________________ Zip code ___________________
Home Phone # __________________________ Work Phone # ___________________ Cell # _____________________
Occupation _______________________________________Email Address: _____________________________________
_________ Male _______ Female ______ Emergency Contact _____________________ # ___________
Do you have any allergies?____________________________________________________________________________
Have you used any of the following in the present time or experienced any of the following in the last two weeks?
____________________Alpha Hydroxy Acid

___________________Broken Skin

____________________Retin-A

___________________Inflammation

____________________Renova

___________________Suspicious Growth

___________________Active Herpes

___________________Diabetes

It has been explained to me that following waxing procedures I should:
--Apply sun block with an SPF of at least 15
--Avoid sauna, steam rooms, whirlpool bath or sunbathing and;
--Avoid application of Retin-A, Renova, or AHA for 48 hours before or after waxing.
**Please note that you may be more sensitive to the waxing procedure if you are premenstrual or taking antibiotics**

I understand and agree to comply with all the salon and spa policies listed below:
1. We do not wax anyone on Accutane, Retin-A, or other medications/products that exfoliate or thin the
skin. We do not wax anyone undergoing chemotherapy or radiation treatments.
2. We will not treat clients with questionable medical conditions such as Herpes Simplex (cold sores, fever
blisters), open wounds or sores, healing incisions, infectious diseases, etc. We do not massage clients
undergoing cancer, diabetes, or systemic treatments or any other specific contra-indications for the body.
3. We require a minimum of 24 hours advance cancellation notice. Any client giving less will be
charged up to 100% of the service price.
4. I understand that services received here are not a substitute for MEDICAL CARE and any information
provided by the technician is for educational purposes only.
5. All information received by the client on this chart, is completely private and confidential.
6. We do not give cash refunds.
7. Defective products must be returned within ten (10) days of purchase to receive credit.
8. Gift Certificates are non-refundable and must be used within a year to avoid monthly inactivity fees.
9. ALL SALES ARE FINAL
____________________________________
NAME

______________________________________
DATE

