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Client Declaration for Treatment at Concept Derma Clinic: 

Client Statement: 
 
The information I have given within this document is, to the best of my knowledge, 
correct. I have not withheld any known medical history or condition.  
 

 I have read and understand the Consultation form. I am over 18 years of age 
(or my parent or legal guardian is giving consent on my behalf). 

 I have read a copy of the foregoing consent for the procedure. I understand 
and accept these facts. 

 I confirm that I have not been exposed to anyone that I believe may have 
been infected with the Covid -19 virus. 

 I confirm that I have maintained my social distancing rules, handwashing and 
staying alert as part of my everyday approach.  

 I confirm that I am fit and healthy with no symptoms such as a cough, 
runny/stuffy nose, sneezing, fever, high temperature, GI disturbances, 
headache, fatigue, aches and pains, sore throat or shortness of breath which 
may relate to the Covid-19 outbreak.  

 I understand that the conditions listed in the consultation form and consent 
form can make me unsuitable for the required treatment. It is my responsibility 
to inform the Concept Derma Clinic if my circumstances change, on each and 
every visit for treatment. 

 I have been informed that the person providing my treatment is a fully 
qualified aesthetic practitioner and is suitably qualified to perform this 
procedure. 

 I have been fully informed about the procedure I am to receive including the 
possible side effects and the aftercare procedures I must follow. 

 I freely assume responsibility for any risks of complications or injury from 
known or unknown causes associated with, relating to, or otherwise arising 
out of this procedure. 

 I consent to the taking of both before and after treatment photographs and I 
authorise clinical photographs to be taken to monitor my treatment journey, 
insurance and publicity. I have been informed that my personal details will be 
protected. 

 I have also been informed regarding the post procedure instructions that I 
should follow.  
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 I have been given the option of a 14-day cooling off period should I need time 
to consider before going ahead. I hereby authorise the practitioner to perform 
the procedure that I am having.  

 I have the required full mental capacity to undergo and proceed with this 
treatment. 

 
 
GP Disclaimer: 

 
 I understand that the General Medical Council advise that General 

Practitioners are kept fully informed about all treatments undertaken by their 
patients. Either I have informed my General Practitioner, or in signing this 
form I am exercising my right not to inform my General Practitioner about the 
treatment I am about to undertake. 
 

 I have read and understood this consent form, all the above matters have 
been explained to me and my questions have been addressed and answered 
to my satisfaction.  
 

 

Client Name   

 

Address   

 

 

Date of Birth 

 

Treatment to be received Date of treatment  

 

 

PATIENT’S NAME (Please Print) ____________________________________  

PATIENT’S SIGNATURE ____________________________________  

DATE ____________________________________ 

PRACTIONERS NAME (Please Print): ____________________________________  

PRACTIONERS SIGNATURE: ____________________________________  
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DATE: ___________________ 

 

Date: 

Treatment details 
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Treatment details 

 

 

 

 

 

 

 

 

 

 
 
 

 


