
<SALON LOGO>
Please take the time to read and sign this form. If you have any questions please speak with our staff. Please do not sign unless you have read this document.
I certify the personal and medical information I have provided to <SALON NAME> to be true and correct
No representation has been made to me by this salon or its employee, that I will lose weight/have complete hair loss
I acknowledge that the results of the treatment and the areas of the body where centimetre/hair loss occurs will vary from person to person 
I understand that I am having the treatment at my own risk and that this establishment and its employees assume no liability of any kind
I will instruct my therapist at each appointment if any of my health conditions have changed
I understand that my personal belongings are my responsibility
<SALON NAME> take no responsibility of loss or damage to personal belongings
<SALON NAME> reserve the right to request a 50% deposit on each treatment; this deposit must be paid in order to hold the appointment for you
I am aware that 24 hours notice must be given for a cancellation
Less than 24 hours notice for a cancellation will be charged at 50% of the treatment/deposit will be forfeited
I understand that to secure a promotional package that full payment is required at time of booking 
I am aware that if promotional package has been prepaid for in full, failure to attend any appointments will forfeit that appointment and all other appointments remaining in the package
If you are not happy with your treatment you must let us know before you leave the salon in order for you to take advantage of our guarantee
I understand that to gain the maximum from this service I must follow the guide given to me by <SALON NAME>. Failure to do so will alter the results of the treatment
There are no refunds issued once you have purchased a package 

Date:_______________________Signature:______________________________

Name:____________________________________________________________

Therapist Signature:_________________________________________________
<SALON LOGO>
GENERAL CLIENT INFORMATION FOR FAT CAVITATION
DATE:					
NAME:											D.O.B				
POSTAL ADDRESS:													
EMAIL ADDRESS: (we will send you our newsletters and any updates on special offers that we have)
															
HOME PHONE:				 WORK:					 MOBILE:						
HOW DID YOU HEAR ABOUT US?											
IF FROM A FRIEND/RELATIVE PLEASE PROVIDE THEIR FULL NAME:							
WOULD YOU LIKE TO RECEIVE FREE GIFTS AND SPECIALS FROM US?							

PLEASE CIRCLE ANY OF THE FOLLOWING THAT YOU WOULD LIKE US TO HELP YOU WITH
	CELLULITE
	FLABBY SKIN
	DULL SKIN
	OILY SKIN
	WRINKLES
	DEHYDRATION
	BODY CONTOURING
	OTHER:

	SCARRING
	HAIR REDUCTION
	DRY SKIN
	JOINT PAIN
	ACNE
	PIGMENTATION
	WEIGHT GAIN
	




DO YOU SUFFER WITH CELLULITE?		 WHERE ABOUTS:							

CURRENT DIET: (Please give a general outline)
BREAKFAST:														
LUNCH:															
DINNER:														
SNACKS:															
GLASSES OF WATER:		   COFFEE:		   CIGARETTES:			  ALCOHOL:			


<SALON LOGO>
MEDICAL INFORMATION
	MEDICAL PROBLEMS
	Please write yes (if yes please give detail) or no

	MEDICATIONS
	

	ARE YOU UNDER DOCTORS CARE?
	

	RECENT OPERATIONS
	

	VARICOSE VEINS
	

	DIABETES
	

	THYROID PROBLEMS
	

	HERPES
	

	PREGNANT
	

	EPILEPSY
	

	CANCER
	

	SKIN CONDITIONS <FACE AND BODY>
	

	HIGH OR LOW BLOOD PRESSURE
	

	ALLERGIES
	

	ANXIETY
	

	DEPRESSION
	

	CIRCULATORY PROBLEMS
	

	AIDS
	

	HEART AILMENT
	

	BROKEN BONES
	

	PINS OR PLATES
	

	SURGICAL IMPLANTS
	

	MENOPAUSAL
	

	HERNIAS
	

	BOTOX
	

	ROSACEA
	

	CAPILLARY FRAGILITY
	

	ANTICOAGULANTS
	

	PACEMAKERS
	

	NATURAL THERAPIES 
	



NAME:							
SIGNATURE:						
© Emma Greyson
