Patient Name:___________________ Date:_______
Pre-Treatment Laser Checklist

□
Informed Consent Form Signed

□
Fitzpatrick Skin Type Assigned

□
Contact Lenses Removed (if applicable)

	Exclusion Criteria:
	Yes
	No

	1
	Pregnant or possibility of pregnancy, postpartum or nursing. 
	
	

	2
	Abnormal photosensitivity. (sensitive reaction to sun)
	
	

	3
	Recently use of tanning beds or self - tanners 
	
	

	4
	Inflammatory skin conditions(dermatitis, etc)
	
	

	5
	Active cold sores OR herpes, open lacerations or abrasions on the area to be treated ( for cold sores may need to be treated)
	
	

	6
	Use of oral isotrentinoin (Accutane®) within the past year or Retin A or Hydroquinone
	
	

	7
	Use of medications or over-the-counter medications causing photosensitivity (sensitive reaction to sun) (antibiotics)
	
	

	8
	History of vitiligo or psoriasis (koebernizing skin disorder)
	
	


	9
	History of Keloids or hypertrophic scarring
	
	

	10
	For laser hair removal, hx or abnormal hair growth, minoxidil
Polycystic ovarian syndrome, endocrine problems)
	
	


	11
	Presence of tattoo/ moles in area to be treated
	
	

	12
	Active Systemic Lupus or any active autoimmune disorder
	
	

	13
	Porphyria
	
	

	14
	Uncontrolled Diabetes
	
	

	15
	Active Cancer ( currently on chemotherapy or radiation)
	
	

	16
	Active HIV
	
	

	17
	Recent sun exposure in past two weeks (beach, gardening, golf, tennis, biking, parks)
	
	

	18
	History of light induced seizures or migranes
	
	


