[image: image1.jpg]DrdHONNYSALOMON

Plastic Surgery & Med Spa




LASER CONSULTATION FORM

PATIENT NAME: ___________________________________________ DATE: __________________
( PLEASE PRINT )

In order to provide you with the most appropriate laser treatment, we need you to complete the following questionnaire. All information is strictly confidential.

Which of the following best describes your skin type?  (Please Circle One)
I
Always Burns, Never Tans

II
Always Burns, Sometimes Tans

III
Sometimes Burns, Always Tans

IV
Rarely Burns, Always Tans

V
Brown, Moderately Pigmented Skin

VI
Black Skin

MEDICAL HISTORY

Are you currently under the care for a physician?     □ YES   □ NO
If yes, for what? _______________________________________________________________________________________

_____________________________________________________________________________________________________

Are you currently under the care of a dermatologist?     □ YES   □ NO

If yes, for what? _______________________________________________________________________________________

_____________________________________________________________________________________________________

Do you have a history of erythema abigne, which is a persistent skin rash produced by prolonged or repeated exposure to moderately intense heat or infrared irritation?     □ YES   □ NO

Do you have any of the following medical conditions?      □ YES   □ NO    □ None

□ Cancer  □ Diabetes  □ High Blood Pressure  □ Herpes  □ Arthritis   □ Frequent Cold Sores   □ HIV / AIDS

□ Keloid Scarring  □ Skin Disease / Skin Lesions   □ Seizure Disorder  □ Hepatitis   □ Hormone Imbalance  

□ Thyroid Imbalance     □ Blood Clotting Abnormalities     □ Any Active infection  

Do you have any other health problems or medical conditions? Please List: ______________________________________

______________________________________________________________________________________________________

Have you ever had an allergic reaction to any of the following? (Please check ALL that apply and describe the reaction you experienced) □ Food  □ Latex  □ Aspirin  □ Lidocaine  □ Hydrocortisone  □ Hydroquinone or Skin Bleaching Agents  □ None □ Other    Please List: __________________________________________________________

MEDICATIONS 

What oral medications are you presently taking?   □ Birth Control Pills  □ Hormones □ Other    □ None 

Please List:  ___________________________________________________________________________________________
Are you on any mood altering or anti-depression medication?    □ YES   □ NO
If yes, please list: ______________________________________________________________________________________

Have you ever used Accutane?   □ YES   □ NO   If yes, when did you last use it?  _________________________________

What topical medications or creams are you currently using?   □ Retin-A   □ None □ Other   

Please List:  ___________________________________________________________________________________________

What Herbal Supplements do you use regularly?  ___________________________________________________________

______________________________________________________________________________________________________

HISTORY

Have you ever had Laser Hair Removal?     □ YES   □ NO   

Have you used any of the following Hair Removal methods in the past six weeks?

□ Shaving  □ Waxing  □ Electrolysis  □ Plucking  □ Tweezing   □ Stringing   □ Depilatories
□ None

Have you had any recent tanning or sun exposure that changed the color of your skin?     □ YES   □ NO   
Have you recently used any tanning lotions or treatments?     □ YES   □ NO   
Do you form thick or raised scars from cuts or burns?   □ YES   □ NO   

 

Do you have Hyper-pigmentation (Darkening of the Skin) or Hypo-pigmentation (Lightening of the Skin) or marks after physical trauma?     □ YES   □ NO   If yes, please describe: _________________________________________________________

 _______________________________________________________________________________________________________________________________

FOR OUR FEMALE CLIENTS ONLY
Are you pregnant or trying to become pregnant?     □ YES   □ NO   
Please be advised that if you become pregnant at any time during your treatments we will have to discontinue the treatments until after you have delivered your baby.
Are you breastfeeding?     □ YES   □ NO   

Are you using contraception?     □ YES   □ NO   

I certify that the preceding medical, personal and skin history statements are true and correct. I am aware that it is my responsibility to inform the technician, esthetician, therapist, doctor or nurse of my current medical and health conditions and to update this history. A current medical history is essential for the caregiver to execute appropriate treatment procedures.

PATIENT SIGNATURE: ________________________________________     DATE: ___________________________

PROVIDER SIGNATURE: ________________________________________ 
DATE: ___________________________
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INFORMED CONSENT FOR HAIR REMOVAL

Patient Name: ____________________________________________________________   Date: ______________________


Treatment Sites: (Please Circle One)
mono-brow,  lip,  chin,  neck,  face,  arms,  fingers,  chest,  areola,  linea,  underarms,  back,  buttocks,  bikini,  labia,  scrotum, thighs,  lower legs,  feet, and  toes.
Previous Hair Removal Methods: (Please Circle One)
shaving,  tweezing,  waxing,   depilatories,   electrolysis,   laser)

The purpose of this procedure is to diminish or remove unwanted hair. The procedure requires more than one treatment and may produce permanent hair removal. The total number of treatments will vary between individuals. On occasion there are patients that do not respond to treatments. The treated hair should exfoliate or push out in approximately 2-3 weeks.

Alternative methods are waxing, shaving, electrolysis, and chemical epilation.

The following problems may occur with the hair removal system.

1. However slight, there is a risk of scarring.
2. Short term effects may include reddening, mild burning, temporary bruising or blistering.
Hyper-pigmentation (Darkening of the Skin) and Hypo-pigmentation (Lightening of the Skin) have also been noted after treatment. These conditions usually resolve within 3-6 months, but permanent color change is a rare risk. Avoiding sun exposure before and after the treatment reduces the risk of color change. 

Infection: Although infection following treatment is unusual, bacteria, fungal and viral infections can occur. Herpes simplex virus recurrence around the mouth can occur following treatment. This applies to both individuals with a past history of herpes simplex virus infections and individuals with herpes simplex virus who have not previously developed an outbreak. Should any type of skin infection occur, additional treatments or medical antibiotics may be necessary. 

3. Bleeding: Pinpoint bleeding is rare but can occur following treatment procedures. Should bleeding occur, additional treatment may be necessary.

4. Allergic Reactions: In rare cases, local allergies to tape, preservatives used in cosmetics or topical preparations have been reported. Systemic reactions (which are more serious) may result from prescription medicines.
5. I understand that exposure of my eyes to light could harm my vision. I must keep the eye protection goggles on at all times.
6. Compliance with the aftercare guidelines is crucial for healing, prevention of scaring, and hyper-pigmentation.

Occasionally, unforeseen mechanical problems may occur and your appointment will need to be rescheduled. We will make every effort to notify you prior to your arrival to the office. Please be understanding if we cause you any inconvenience. 

ACKNOWLEDGEMENT:

My questions regarding the procedure have been answered satisfactorily. I understand the procedure and accept the risk. I hereby release Dr. Jhonny Salomon, Spa LLC., (facility) and Dr. Jhonny Salomon (doctor) from all liabilities associated with the above indicated procedure.

I have read and understood all information presented to me before signing this consent.

PATIENT SIGNATURE: ________________________________________________      DATE: __________________
PROVIDER SIGNATURE: ______________________________________________     DATE: ___________________
LASER HAIR REMOVAL PRE & POST-TREATMENT GUIDE
PLEASE READ CAREFULLY

Pre-Treatment Instructions:

1. You should shave 1 or 2 days prior to your FIRST treatment only.  Instructions will be provided at the time of your initial Consultation. 
2. Avoid any waxing (including any method of pulling), electrolysis, or bleaching 2 weeks prior to your treatment.

3. NO Sun Exposure, Tanning Beds or Spray-Tans 2 to 3 weeks prior to your treatment.

4. No Topical Medications or Products that may cause your skin to be tender or sensitive 5 days prior to your treatment.

5. No Antibiotics 2 weeks (15 days) prior to your treatment.

6. Make sure you have NO make-up on at the time of your treatment.

Topical Anesthetics

PHARMACIES CAN PROVIDE TOPICAL ANESTHETICS. SOME MAY REQUIRE PRESCRIPTIONS WHILE OTHERS DO NOT. KEEP IN MIND, NOT ALL PHARMACIES PREMOTE THE SAME PRODUCTS. ALWAYS READ THE LABELS ON ANY MEDICATION PRIOR TO APPLICATION.

Post-Treatment Instructions:

1. Immediately after your laser treatment the areas will be tender, slightly red, this may last up to 2 hours or longer. Blisters, oozing and scabbing may occur, although not common. DO NOT pick or squeeze skin (Contact our office if this occurs). It is normal for the treated area to feel sunburned for a few hours. Use cold compress or Thermal gel for added comfort following your treatment until all the irritation has subsided. Darker pigmented skin may require additional skin cooling.  Instruction will vary with each patient.
2. Makeup may be used after the treatment, unless there is epidermal blistering. It is recommended to use new makeup to reduce the possibility of infection. Moisturizers may be applied 24 hours AFTER your laser treatment. 

3. Any type of heat should be avoided 8 to 12 hours after your treatment: Hot Showers, Steam Rooms, Sweating and Hot Stove Exposure.

4. Avoid sun exposure or tanning to reduce the risk of skin discoloration after your treatment for up to 3-4 weeks. Use water resistant sunscreen SPF 30 or higher at all times throughout your treatment.
5. Avoid picking or scratching the treated skin. DO NOT USE any other hair removal methods or products on the treated area unless other wise instructed during the course of your laser treatments, as it will prevent you from achieving your best results.
6. The treated area may be washed gently with a mild soap. Avoid the use of irritating cleansers, aggressive scrubs, exfoliate, or brushes. Skin should be patted dry and NOT rubbed. You may apply deodorant after 24 hours.
7. For several days or weeks after the treatment, shedding of the hair may occur and this may appear as new hair growth. This is not new hair growth, but rather dead hair pushing its way out of the follicle. You can help the hair exfoliate by washing and wiping with a washcloth, loofah or sugar scrub.
8. Call our office with any questions or concerns you may have after the treatment at 302-270-7991.
***   Cancellation Policy   ***
As a courtesy to all our patients, we ask that a twenty four-hour notice be given if you need to cancel or change your appointment with us.  For a cancellation with less than twenty four-hour notification, guests will be charged 50% of the treatment fee.  For no-show appointments, the full treatment fee will be charged.

I have read and understood all information presented to me before signing.

PATIENT SIGNATURE: ___________________________________________      DATE: __________________
PROVIDER SIGNATURE: __________________________________________   DATE: ___________________
As always, we appreciate your continued support and look forward to serving you.
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