
PSYCHEDELIC SHACK PIERCING RELEASE FORM 
Full Name:____________________________ Race: _____________ DOB:___/___/________ Sex: M or F 

Address:________________________________________ City/State/Zip:__________/____/_________ 

 Phone Number: (____)____/________  Email: ________________________________________________ 

Physician’s Name: _______________________________________Phone Number:(____)____/_______ 

Physician’s Address:____________________________________________________________________ 

Emergency Contact:_____________________________________ Phone Number:(____)____/________ 

Emergency Contact Address: _____________________________________________________________ 

 
I authorize The Psychedelic Shack Inc. to pierce my _______________________. I release The Psychedelic Shack, its employees, and 

any subcontractors from any and all liability from this procedure. I willingly submit to this procedure and understand the possible 

implications, including but not limited to: infection, allergic reaction, or rejection of the piercing. I am not under the influence of 

drugs, alcohol, or any other mind-altering substance. I have received educational after-care information on the procedure, expected 

healing, and possible risks. I have also proven that I am at least 18 years of age. 

 

**I acknowledge that if I am paying for this piercing with a credit or debit card, the first and last name must 

match the same name on my ID card.** 

Print Name: ____________________________ Signature:__________________________________ 

 

Please initial all true statements below: 
_____ I acknowledge that I have informed my piercer of any allergies I may have. 
            Please list here if applicable: _____________________________________________________________ 
_____ I acknowledge that I have informed my piercer of any medication I am currently taking. 
            Please list here if applicable: _____________________________________________________________ 
_____ I have eaten in the last four hours. 
_____ I acknowledge that I am NOT pregnant or nursing. 
_____ I acknowledge that I am NOT under the influence of drugs or alcohol. 
_____ I acknowledge that I have disclosed to my piercer any medical or blood conditions that might affect the piercing process or 
healing process of my piercing. 
            Please list here if applicable: _____________________________________________________________ 
_____ I acknowledge and allow my piercer to contact me via phone three weeks from piercing date and on the expected date said 
piercing should be healed to check on the status of my new piercing. 
 

Signature:______________________________________________________ Today’s Date: ____/____/______ 

 

ID Type:_______________ ID Number:_______________________________ Checked by: ________________ 

 

TO READ AND SIGN AFTER PIERCING PROCEDURE IS FINISHED 
I acknowledge that the sterilization procedures used were explained to my full satisfaction, and I had the opportunity to ask any 

questions regarding this procedure. I am 100% satisfied with the location and placement of my piercing. All equipment used during 

the procedure was opened in front of me and I witnessed the disposal of the needle in the medical sharps contained. Both written 

and verbal aftercare instructions were provided to me, and I agree to follow the instructions.  

Client Signature:_______________________________ Piercer Name:________________________________ 

 

OFFICE USE ONLY 

Piercing:____________________ Jewelry:____________________ Aftercare:_______________________ 
Reaction/Immediate Followup:_____________________________________________________________ 
Piercer:______________________________ Signature:_________________________________________ 



 


