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Marshall Back & Body Wellness Center

Informed Consent Removal of
 Pigmented Lesions&/ Spider Veins

________________________________________________________________________
Name: ​​​​​​​​​​​​​​​​_____________________________________              Date:__________________           

I authorize ____________________________, to perform the procedure. The laser system may dramatically reduce darkly pigmented sunspots and spider veins. More than one laser session may be necessary to achieve desired results. However, other treatments, including skin care products, are often needed to blend color, reduce sun damage and give the best results.    

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

1. I understand this treatment is a cosmetic treatment and that no medical claims are expressed or implied.

2. I understand that although uncommon, complications may occur. These complications include local infection, pigmentation changes, scarring, redness, swelling, tenderness and temporary worsening of the appearance of my skin. I understand that many of these complications are temporary; however I acknowledge that although uncommon the pigmentation changes and scarring may be permanent. 
3.   I understand that there are no guarantees implies as to the results of this treatment, 

      due to many variables, such as skin type, skin condition, sun damage, smoking,          

      alcohol, environmental exposures, etc.

4. I acknowledge that I have been candid in revealing and condition which might 

      have an effect on this treatment, such as: pregnancy, medications, previous or 

      recent skin surgery or treatment, skin cancer, cold sores/fever blisters, allergies, 

      use of Retin-A, Accutane, Differin or hormones   

5. I understand that direct sun exposure is prohibited while I am undergoing
      treatment. The use of sun block protection with a minimum SPF of 30 is

      recommended. I agree to refrain from skin tanning in tanning booths while I am 


undergoing treatment, and during the 14 days following my last treatment. 

6. If I am prone to Herpetic outbreaks around the mouth, I have been advised to see 

my physician for a prescription for Acyclovir or Zovirax.

7. I agree to refrain from any skin care treatment , cosmetic or medical, 14 days 

preceding and 14 days following any treatment, including filler injections and 

Botox® Cosmetic treatments. 

8. I understand that I will not be allowed to have treatments during any pregnancy.

My unused treatment fees will be refunded or the unused portion will be placed on hold.

9. Compliance with the aftercare guidelines is crucial for healing, prevention of 
scarring hyper-pigmentation and hypo-pigmentation. 

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: ____________________________________________

Witness: ______________________________________________
Date: ______________________
I, the undersigned medical professional, hereby certify that I have reviewed the foregoing treatment consent with the named patient (including the risks of and alternatives to treatment) on or prior to the first date of treatment and have given the patient the opportunity to ask questions regarding his/her treatment, including the opportunity to communicate with a physician. 


Medical Professional: ____________________________________


Date: _________________________
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