Consent for Laser & IPL

Patient Name: ____________________________________________________________

Provider: ________________________________________________________________

 Hair Removal		 IPL-Photorejuvenation		 Levulan IPL

While Laser/IPL treatments is effective in most cases, no guarantee can be made that a specific patient will benefit from the procedure. Additionally, the nature of Laser/IPL may require a patient to return for numerous visits in order to achieve the desired results: or, to determine that Laser/IPL may not be completely effective at treating the particular condition. I hereby authorize and direct the above name Physician(s) with associates or assistants of his choice to perform the above listed procedure. Lifetime authorization: I further give my permission for the above named Physician(s) and associates or assistants to perform such procedures and furnish such services as deemed necessary to diagnose and/or treat my condition.

The nature and purpose of the treatment have been explained to me, and questions I have had regarding the treatment have been answered to my satisfaction. I have been made aware of the following possible experiences/risks with Laser and Light Based Treatments (IPL).
1. Discomfort – Patients may feel some mild sting on exposed areas (some areas maybe more 
sensitive than others).  Discomfort may range from moderate to minimum, but it does not last 
long.  Anesthetic cream may be required by some people.
2. Healing Wound – In a small number of patients a mild burn can occur.  This usually takes five 
to ten days to heal and could possibly leave a scar.
3. Pigment Change – Because this laser is specific for pigment cells, the area may heal with 
either decreased or increased pigmentation or color.  This happens infrequently and it is most 
often temporary. On rare occasions it may be permanent.  It is very important to protect the 
area being treated from exposure to the sun for at least two months following treatment.
4. Scarring – Scarring is a rare occurrence, but it is a possibility when the skin’s surface is 
disrupted. To minimize the chances of scarring, it is important that you follow all post-procedure
instructions carefully.
5. Redness/Swelling/Infection – Immediately after treatment, especially in sensitive areas such 
as the lip,chin, and ears tissue may swell.  This is a temporary condition and is not harmful.  The
 swelling usually subsides over two to seven days and requires frequent application of ice.  Skin 
infection is a possibility anytime a skin procedure is performed.  You will experience temporary 
redness that should fade within 2-24 hours.
6. Fragile Skin – The skin near the treatment area may become fragile.  This area should not be 
rubbed as this activity could cause tearing of the skin.
7. Bruising – Treatment may cause a blue-purple bruise in the area.  The bruise can last for 5 to 
15 days. As it fades there may be a rust-brown discoloration of the skin, but this is very rare.
8. Crusting – A fine crust may appear on the skin similar to a mild abrasion.  This will usually 
disappear within 15 days.
9. Eye Exposure – There is a risk of harmful eye exposure to laser energy.  You must wear the 
protective eyewear provided at all times during the treatment to protect your eyes from 
accidental laser exposure.
10. Pigmented Lesions – Lesions will increase in color and then fade over 7-14 days.
11. Vascular Lesions – May increase in redness and can take 4-6 weeks to fade.
12. Inflammatory Acne – Light Based Therapy is only meant to reduce the inflammatory response
 of  your acne, and is NOT a cure.
13. Hair Growth – Approximately 5% of patient will not respond to laser hair removal.  The 
reason for this is unknown; however, this is universal to all lasers.  Additionally, female patients 
with dark skin types (Indian, Hispanic, Middle Eastern, Mediterranean) have a small risk of hair 
stimulation when treatment is done on the face.  Patients with persistent or increased hair 
growth are advised to consult with their physician for screening of possible hormonal or 
endocrine imbalances.  This treatment is not intended to diagnose and/or substitute for 
treatment of such conditions.
14. Levulan (Aminolevulenic Acid) – can cause a phototoxic reaction if you expose your skin 
to sunlight  after this procedure.  Avoid all sun exposure for 48 hours after procedure and
 you must wear an SPF of 30 during the length of your treatments.  Initials:___________
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ACKNOWLEDGEMENT
I understand that the treatment may involve risks of complication or injury from both known
 and unknown causes, and I freely assume these risks. I agree to adhere to all safety 
precautions and regulations during the laser treatment. I have been given the opportunity 
to ask questions and have received satisfactory answers.
I have chosen this method for hair removal and alternative treatments have been reviewed
 with me, including shaving, waxing, chemical depilatories, and electrology. I understand 
that no claims have been made that the treatment is 100% permanent. Ideal results are 
80-85% hair reduction. As with any cosmetic or medical procedure, response to treatment 
varies with each individual, therefore, results cannot be guaranteed.

I agree   I do not agree   that any pictures taken of my treatment site may be
 used for publication or teaching purposes: however, my name will not be disclosed and
complete confidentiality will be maintained.

I certify that I have read this Informed Consent and I understand and agree to the 
information provided in this form. I certify that I am a competent adult of at least 18 years
of age, or that if I am a minor, under the age of 18, I understand the  consent of my 
parent/legal guardian/person having legal custody will also be required before treatment. 
This Informed Consent is frely and voluntarily executed and shall be binding upon my 
spouse, relatives, legal representatives, heirs, administrators, successors, and assigns. By
my signature below, I certify that I have read and fully understand the contents of this 
permission for laser treatments and that the disclosures referred to herein were made to 
me.

*If patient is a minor or mentally incompetent, signature of parent or legal guardian is 
required. 


Patient Signature _______________________________________


Print Name____________________________________________Date________________


Witness Signature_______________________________________


Print Name ____________________________________________Date________________
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