
Please print, fill in and send us a copy of this document. This can be by post or email (as a picture).
The health and well-being of all of our clients, students and co-workers is of upmost importance
to us. Completing this questionnaire, as well as reading and signing my updated covid-19 salon
procedures (attached to this email) will allow us to ensure everyone is as safe as possible. Please
note, you will not be permitted to attend your appointment if you have not completed this form
and we may need to reschedule your appointment depending on your answers. Please answer
honestly to ensure you are not putting your own health, our staff, clients and students safety and
well-being at risk. Thank you.

By answering the following questions, you agree to us holding this data on file along with your
client/student record card in line with GDPR policies.

Name: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Email: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Mobile number: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Appointment Date / Time: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Have you or any members of your household or social bubble knowingly had contact with
anyone in the past 14 days with a confirmed case and/or are currently self-isolating? YES / NO

Have you or any members of your household or social bubble been suffering from any of the
following symptoms over the past 14 days; temperature or fever, new continuous cough, loss
or change of smell/taste? YES / NO

Would you consider yourself as high-risk or have pre-existing medical conditions that can
increase your vulnerability to covid-19? YES / N0

In the past 14 days have you or any members of your household or social bubble travelled
outside of the UK? YES / NO

I have answered the above questions truthfully and will not visit Beauty on the Bridge if I have
answered yes to any of the above.

Signature: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Date: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Beauty on the Bridge Covid-19 Client Questionaire
Please complete and return the following via email to

24hrs prior to your appointment.


