
Skin Patch Test Waive Form 

I (insert full name)_________________________________________________________________________ hereby acknowledge that I have 

waivered my decision to a skin patch test. If by chance that I suffer an allergic reaction including but not restricted to; welts, blisters, shortness 

of breath, epileptic fit, stroke etc or worst case death. In the event of an allergic reaction, I acknowledge that Image Counts Pty Ltd t/a Shear 

Image Hair & Beauty, informed me at the time of making my appointment that I had a choice to have a skin patch test 48 hrs before my 

appointment. I was also informed of the side effects that may happen if I do not have a skin patch test. 

______________________________  ___________________________ ___________________ 

(Shear Image Hair & Beauty)    (Client Signature)   (Date) 

To be filled out by client for first visit: 

Mobile Number & Home number: ______________________________________________ 

Address:______________________________________________________________________________________ 

Email:________________________________________________________________________________________ 

Name & Ph of Emergency Contact_________________________________________________________________ 

ALL BELOW INFORMATION WILL BE KEPT PRIVATE & CONFIDENTIAL, BUT WILL BE PASSED ON TO A MEDICAL 

OFFICER IF NEEDED. AS SOON AS YOU LEAVE THE SALON IT WILL BE DESTROYED. 

(to be always filled out) Have you ever had? 

 1 an allergic reaction to any colour  y  n 

 2 an epileptic fit     y  n 

 3 been diagnosed with cancer, leukaemia or other life threatening disease  y  n 

 4 in the last month have you had a cold or flu  y  n 

 5 in the last few months have you been under a lot of stress (more than usual)  y  n 

 6 do you suffer from any heart problems  y  n 

 7 any other allergic reaction     y  n 

 7a please list allergens if known:______________________________________________________ 

 8 are you on medication for allergens  y  n  n/a 

 8a do you have them with you   y  n  n/a 

 9 are you on any prescription medication  y  n 

 9a Please list medication:____________________________________________________________ 

 10 is there anything we may need to know (please write)_________________________________________________ 

 11 do you have any phobia’s (please list) ____________________________________________________________________ 

To be filled out by Stylist 

Skin Patch Test Completed?      Y N  Waiver Signed if No?  Y N 

Skin Patch Tested with:______________________________________  Skin Patch Tested behind  Right  Left  ear 

Person who did test:______________________  Person who checked test:___________________________ 

 



 

 


