
NAME: _______________________  PHONE # ______________________
ADDRESS: _____________________________________________________
EMAIL: _______________________________________________________

Makeup Consent Form

DO YOU SUFFER FROM ANY OF THE FOLLOWING?
Viral Bacterial Fungal Infections  

Conjunctivis 

Undiagnosed Lumps Swelling

Skin Conditions  

Recent Scarring

COVID

PLEASE CHECK IF APPROPRIATE 

What is your Skin Type?1. Normal

Dry

Oily

Combination

2. What is your skin tone?  Fair

Light

Medium

Deep

3. What is your skin’s undertone?  Neutral Warm Cool

DO YOU HAVE ANY ALLEGIERS? YES NO

If yes, please list: 

Have you ever experienced a reaction to any makeup or skincare products? YES NO

If yes, please list: 

ARE YOU ALLERGIC TO LATEX? YES NO



Client Signature  
Thank You For Your Business

Makeup Consent Form

Do you have any of the following conditions:
aids/HIV:   Herpes/cold sores:    hepatitis:    eczema:   warts:   shingles:   cystic acne:  
 Psoriasis:    rosacea:    autoimmune disorder:     current cancer treatments:    
other medical conditions not listed:____________________________________________________
____________________________________________________________________________________

Date:  

Do you have any skin concerns  you would like address? 

Is this look for event or special occasion? YES NO

Are there any specific colours or techniques you would like to 
include in your makeup? 

Are you currently taking any medication? YES NO

If yes, please list: 

What coverage are you looking for? 

Light
Medium
Full

By signing this form, I consent to Makeup and skincare applications. I also consent to the use of my makeup
photos for marketing purposes. these include but are not limited to finished makeup looks & before and after
photos.. by signing this form I attest that I have completed this form to the best of my abilities and have
informed the makeup artist of any and all allergies or medical conditions that could effect the services
rendered..


