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LASER TREATMENT PATIENT CONSENT FORM

I hereby authorize and direct Med Spa at Seena One’s Laser Technicians to perform Laser Hair Reduction on me. I understand that this procedure works on growing hairs and not dormant hairs. I understand that complete destruction of hair follicles from one treatment is not possible and that I will require several treatments to obtain a significant, long term reduction of hair growth.  I also understand that some people may not experience complete hair loss even with multiple laser treatments.
 I am aware of the following possible experiences/ risks that can result:

DISCOMFORT:  Some discomfort may be experienced during the laser treatment.

BRUISING/SWELLING/INFECTION:  Occasionally, bruising of the treated area may occur.  Additionally, there may be some swelling, or rarely an infection of the skin at the site of treated area.

SKIN PIGMENT CHANGES:  During the healing process, there is a slight possibility that the treated area can become either lighter or darker in color compared to the surrounding skin.  This is usually temporary but rarely may be permanent.

WOUND HEALING:  Laser treatments can result in swelling, blistering, crusting or flaking of the treated areas, which may require anywhere from 1-3 weeks to heal.  Once the surface has healed, it may be pink or sensitive to the sun for several months or longer in some patients.  This is more likely to happen in patients taking medications causing photosensitivity and/or antibiotics, or in patients with dark skin.

[bookmark: _GoBack]SCARRING:  Scarring is a rare occurrence, but it is a possibility when the skin’s surface is disrupted.  To minimize the risk of scarring, it is important to follow all pre-and post-treatment instructions carefully.

LACK OF PERMANENT RESULTS:  Treatment may vary among patients.  For some this may mean a significant decrease in the frequency with which you must shave or tweeze.  For others, this may mean permanent cosmetic improvement because hair regrowth is minimal, very fine or completely absent.  EVERYONE WILL EXPERIENCE SOME HAIR RE-GROWTH over time, regardless of the technology used.  Hair that grows back will tend to be finer, lighter, and less dense.



PHOTOSENSETIVE MEDICATIONS:  Due to the high risk of burning and/ or scarring, we will not treat a patient who is on photosensitive medication without a signed Doctor’s note giving permission. For the same reasons, we will not treat anyone who is on antibiotics and will require you to have been off of antibiotics for at least ONE week prior to any laser treatments. 

PREGNANCY:  Since there have been no formal studies on the effects of laser therapy on women who are pregnant, we will not conduct any laser treatments on pregnant women. 

I agree to all that I initial:
_______ I have provided my past and current medical history and medications and it is my responsibility to keep Med Spa at Seena One aware of any changes to my medical history and medication usage.
_______ I am not pregnant (female patients) and will notify Med Spa at Seena One if that changes.
_______ If I am using prescription strength acne medication, I have my doctor’s permission to receive treatments.
_______ I agree to avoid getting other laser/ cosmetic treatments for at least two weeks before and after my laser treatments at Med Spa at Seena One.
_______ I recognize that the practice of laser medicine is not an exact science and acknowledge that no guarantees have been made to me concerning the results of such procedures and thus no monetary refunds will be issued to me on any previous or future treatments.
_______ I understand that payment is due at the time of the treatment and that no refunds are allowed if, for any reason, I change my mind about wanting to pursue future treatments that I have paid for. 

ACKNOWLEDGEMENT
I certify that I have read and fully understand the contents of this permit for Laser Hair Reduction and I release Med Spa at Seena One from any adverse reactions to the laser.

____________________________         __________
        CLIENT SIGNATURE	            DATE

____________________________         __________
    LASER TECH SIGNATURE                  DATE
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