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Marshall Back & Body Wellness Center

Laser Hair Removal Consent Form

______________________________________________________________________________
We are unable to treat clients that are on ACCUTANE and PHOTOSENSITIZING medications. Clients using ANTICOAGULANTS should be noted.

1. I understand the laser is intended for hair removal and that clinical results may vary with different skin types, hair color, and location. I understand there is a possibility of rare side effects such as scarring and permanent discoloration as well as short-term side effects such as reddened, mild burning, blistering, temporary bruising , and temporary discoloration of the skin including hypo-pigmentation (decrease in skin pigmentation) or hyper-pigmentation (increase in skin pigment). These effects have been fully explained to me _______ (Please initial).

2. I understand that to achieve maximum results, the protocol prescribed should be adhered to. The treatment schedule is designed to maximize the results during treatment of each hair cycle. If for any reason the schedule cannot be adhered to, I understand that the total percentage of hair loss could be affected. In addition, hair follicles that are dormant now may become active during or after my treatment program and additional treatments may be necessary. I also understand that I will have to pay for these additional treatments. _______ (Please initial).
3. I understand that I need to stop tweezing, waxing, bleaching, using depilatories or any substance/medication that will damage the hair in the follicle. I understand that I need to shave, trim, clip or cut any of the surface hairs before I have treatment done (excluding shoulders and back) _______ (Please initial).
4. I understand that excessive sun exposure needs to be avoided prior to treatment. For optimal results, I should attempt to maintain the same skin tone throughout the treatment process. Sun exposure, tanning bed exposure, or the use of self-tanning creams could result in a less effective treatment or the nurse choosing not to perform the treatment. _______ (Please initial).
5. I understand that treatments performed in the clinic involve payment and the fee structure has been explained to me. _______ (Please initial).

6. I understand that laser time is blocked out for each client’s treatment and in order to avoid cancellation charge or no show fee of $25.00, I will give 24 hour notice so that the laser will be available for others. _______ (Please initial).

7. I understand that the effectiveness of my treatment is dependent upon the presence of melanin in my hair; therefore it will not be effective on my white, grey, red or blonde hair. _______ (Please initial).

8. I understand that if I am taking Accutane or any generic equivalent, my laser treatments will be postponed. _______ (Please initial).
9. I understand that if in the event I become pregnant, my treatments will be suspended and resume after delivery. _______ (Please initial).

I have read and understand this agreement and all my questions have been addressed and answered to my satisfaction. I consent to the terms of this agreement. 

Client Name:    _______________________________

Signature:         _______________________________          Date: ​​ _______________
Witness:           _______________________________           Date: ________________
