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PATIENT SS#
LAST FIRST MIDOLE

ADDRESS

CiTY STATE ZIP PHONE

DATE OF BIRTH AGE SEX REFERRING PHYSICIAN

RESPONSIBLE PARTY RELATIONSHIP

PRIMARY INSURANCE: (circle one)
MC BC BS AUTO COMMERCIAL COMPENSATION

POLICY # GROUP # NAME OF POLICYHOLDER
SECONDARY INSURANCE: (circle one)

MC BC BS 65 SPECIAL OTHER

POLICY # GROUP # NAME OF POLICYHOLDER

MEDICARE: PATIENT'S CERTIFICATION, AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST TO
PROVIDER AND PHYSICIANS, UNDER TITLE XVIiL.

NAME OF BENEFICIARY HEALTH INSURANCE CLAIM #

| request that payment of authorized Medicare benefits be made either to me or on my behalf to for
any services furnished to me by that physician or supplier. | authorize any holder of medical information about me to release to the
Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable
for related services.

PATIENT, PATIENT'S AGENT, REPRESENTATIVE OR LEGAL GUARDIAN

SIGNATURE DATE TELEPHONE #

[ MEDICARE PATIENT’S Authorization to File Secondary insurance:
| request that payment of authorized Medigap benefits be made either to me or on my behalf to
for any services furnished me by that physician/supplier. | authorize any holder of

Medicare information about me to release to any information needed to determine
these benefits payable for related services.
SIGNATURE NAME OF 2ND INSURANCE CO.

[JCOMMERCIAL INSURANCE, BLUE CROSS OR BLUE SHIELD AUTHORIZATION TO RELEASE INFORMATION:
| hereby authorize the physician/surgeon to release medical information to my insurance company or employer as required
to obtain payment for treatment rendered. | understand that | may cancel this authorization at any time with written notice.
ASSIGNMENT OF INSURANCE BENEFITS: | hereby authorize payment be made to physician/surgeon under the terms of
my insurance policies both with respect to hospital and/or professional services rendered to me.
PATIENT, PATIENT’'S AGENT, REPRESENTATIVE OR LEGAL GUARDIAN.

SIGNATURE DATE SSAN TELEPHONE NUMBER

[ JWORKMAN’'S COMPENSATION
This is a compensation case

EMPLOYEE'S SIGNATURE DATE TELEPHONE NUMBER

My Employer is:

DATE OF INJURY

Employer’s Address

STREET CiTY STATE i

[T]SELF PAY PATIENT:
| do not have insurance coverage and will assume responsibility for the charges.

SIGNATURE DATE TELEPHONE NO SS#

REV. 11/05
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Patient Instructions For
Laser Hair Removal Treatment

Pretreatment Instructions

O

Avoid the sun, tanning, tanning beds and tanning creams 4 to 6 weeks prior to and
after treatment; to reduce hyperpigmentation or hypopigmentation.

TAN SKIN CANNOT BE TREATED!
Avoid bleaching agents 6 weeks prior to treatment.
To obtain optimal results you may shave or trim. All other temporary hair
removal methods should be avoided.
If you have had a history of perioral herpes, prophylactic antiviral therapy may be
started the day before treatment and continued one week after treatment.

Intraoperative Care

O
O
O

Stubble should be visible on the day of treatment.

The skin is cleaned and shaved prior to treatment.

Epidermal melanocytes compete as the chromophore (target) for the
755nm/1064nm wavelength with melanin at the target site. The DCD (cryogen
cooling device), will be used with the laser to minimize epidermal damage.

Safety considerations are important during the laser procedure. Protective eye
wear will be worn by the patient and all personnel in the operative suite during the
procedure to reduce the chance of damage to the retina. The hair is shaved or
trimmed very short to reduce the change of fire.

Postoperative Treatment Care

O

Immediately after treatment, there should be erythema and edema (swelling) at
the treatment site, which may last up to 2 hours, or longer. The erythema may last
up to 2 to 3 days. The treated area will feel like a sunburn for a few hours after
treatment. The application of ice during the first few hours after treatment will
reduce the discomfort and swelling that may be experienced.

Avoid using deodorant or makeup on the treated area, 24 hours post treatment.
The skin may be washed gently with a mild soap; avoid using abrasive materials.
Treat the area as if you had a sun burn, for the first 24 hours.

Avoid the sun, tanning, tanning beds and tanning creams 4 to 6 weeks prior to and
after treatment; to reduce hyperpigmentation or hypopigmentation.

Use sunscreen (SPF 25 or greater) at all times throughout the course of treatment.
Anywhere from 10 to 30 days after the treatment, shedding of the hair may occur
and this appears as new hair growth. This is NOT new hair growth. You can clean
and remove the hair by washing or wiping the area with a wet cloth or loofa
sponge.

There are no restrictions on bathing except to treat the skin gently, as if you had a
sunburn, for the first 24 hours.

Call your physician office with any questions or concerns you may have after the
treatment,
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Informed Consent for Hair Removal

Client Name: Date:

Treatment sites: mono/uni-brow, forehead, ears, upper/lower lip, chin, cheeks, neck, face, arms, fingers, chest,
arcola, linea, underarms, back, buttocks, bikini, brazilian, labia, scrotum, thighs, lower legs, feet, and toes.

Combinations:

Previous hair removal methods;
ExX Shaving, tweezing, waxing, depilatories, electrolysis, laser)

The purpose of this procedure is to diminish or remove unwanted hair. The procedure requires more than one (1)
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.

The following problems may occur with the hair removal system.

1. There is risk of scarring.

2. Short term effects may include reddening, mild burn, temporary bruising, or blistering. Hyper-
pigmentation (browning) and Hypo-pigmentation (lightening) have also been noted after treatment. These
conditions usually resolve with 3-6 months, but permanent color change is a rare risk.

Avoiding sun exposure before and after the treatunent reduces the risk of color change.

3. Infection. Although infection following treatment is unusual, bacterial, fungal and viral infections can occur.
Herpes Simplex virus infections around the mouth can occur following a treatment. This applies to both
individuals with a past history of herpes simplex virus infections and individuals with no known history of
herpes simplex virus infections in the mouth area. Should any type of skin infection occur, additional
treatment or medical antibiotics may be necessary.

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

5. Allergic Reactions: In rare cases, local allergies to tape, preservatives used in cosmetics, or topical
preparation have been reported. Systemic reactions (which are more serious) may result from prescription
medications.

6. 1understand that exposure of my eyes to light could harm my vision. I must keep the eye protection goggles
on at all times.

7. Compliance with the aftercare guidelines is crucial for healing, prevention of scarring, 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 (o your arrival to the office. Please be understanding it we cause you
any inconvenience.

ACKNOWLEDGMENT:

My questions regarding the procedure have been answered satisfactorily. 1 understand the procedure and accept
the risks.

[ hereby release (individual) and

(facility) and (doctor)
From all liabilities associated with the above indicated procedure.

Client/Guardian Signature Date:

Laser Technician Signature Date:
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Client Name: Date:

Please note: Treatment fees are based on the information gathered during the consultation
appointment. In the event that a patient requests additional arcas to be treated, the cost of
the treatment could result in additional charges.

Maintenance Treatments
Some conditions require more than 6 treatments, and some less. Patients must have a
minimum of 6 treatments before being eligible for maintenance treatments.

Payment

All treatments are expected 10 be paid in full at the time of the procedure, however, we
will allow any amount over $500.00 to be paid in 2 cqual payments, Y5 paid at the time of
the first treatment, and the full remaining balance to be paid at the time of the -
treatment, which is typically scheduled 1 month from the first treatment.

Appointment policy

Patients must provide 24 hour advanced notice in the event of a cancellation of scheduled
appointment. Failure to cancel an appointment 24 hours or more n advance will result in a
treatment from your package being forfeited, or the loss o f your ability to use your
coupon/pre-purchased treatment. If you are more than 5 minutes late for your scheduled
appointment without calling to verify your appointment can still commence on the
scheduled date, you may be asked to reschedule.

Treatment schedule

About Face will hone the cost of treatment as stated above for a period of (30) thirty days
from the date of this consultation. The packages of 3 or 6 are to be completed 1n | year
(365 days) from the date of the first treatment. Any treatments not scheduled within that
time period are forfeited by the patient and no refund will be given.

Client Signature: Date:

Patient Signature is verification that the information provided on this form is accurate and
an acceptance of the terms expressed herein. This is not a consent or obligation for
treatment.
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GentleYAG Patient Informed Consent

The Candela GentleYAG is a device that produces an intense but gentle burst of light that
fragments and removes the hair with selective destruction with minimum harm to the surrounding
tissue. To protect my eyes from the intense light, I will have my eyes covered with an opaque
material or wear laser protective glasses. I will feel a cool spray then a hot pulse from the laser.

I have been informed of the following possible risks and complications of this procedure
including but not limited to:

Purpura (red-purple discoloration, bruising)

Itching (hive-like response which lasts 2-3 hours to 2-3 days)

Herpes simplex virus activation

Burns, blisters, scabbing, crusting, skin color and/or textural changes
Hyperpigmentation (darkening of the skin; transient or long term)

Hypopigmentation (lightening of the skin; transient, long term or possibly permanent)
Scarring (rare, possibly permanent)

I understand that immediately following the laser treatment redness, swelling, discomfort,
bruising, and discoloration may develop at the treatment sitc. 1 understand that any discoloration
may develop at the treatment site. | understand that any discoloration may last 7 — 14 days and
swelling should resolve within several days. Discomfort may be treated with the application of
cool compresses or topical soothing agents.

| was given complete instructions regarding after care of the treated area. | understand that it is
important to follow after care instructions carefully to minimize the change of incomplete
healing, skin textural changes or scarring. Sun avoidance and/or use of a Sunblock may be
recommended. Tanning should be avoided.

| have provided my past and current medical history and medications.

I have been given the opportunity to ask questions about my procedure. My questions have been
answered and | understand the information given to me.

Contraindications (o the performance of this procedure have been discussed in detail with me.

§ recognize that the practice of medicine is not an cxact science and acknowledge that no
guarantees have been made to me concerning the results of such procedures.

I consent to the taking of photographs during the course of my laser therapy for the purpose of
medical education. T understand that my identity will not be revealed on these photographs or
corresponding text.

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

Signed: Date:

Witness: Date:
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CONSULTATION FORM

Name Age Sex .~ Date

Area(s) to be treated today:

Past or present Illnesses/Medical Conditions, please list:

A 1 l e T g i € S

Present Medications (Accutane, Antibiotics, Aspirin, Antiviral, Iron supplements, Gold therapy, Coumadin,
drugs which may cause photosensitivity this includes herbal supplements):

List medications and dosages:

Please list dosage of oral antibiotics/Accutane and date of last dose taken:

Please list any topical medications you are using:

Do you have a history of any autoimmune disease?
Do you have a history of HSV I or HSV 2

Do you have any implants/injectables/permanent make-up? If so, please list:

Do you have any tattoos? Is so, please list location:

Are you pregnant? Yes No » N/A LMP

History of keloids/hypertrophic scars: yes no
Tanning history (including direct sun, self tanners, spray tans) Please list and include last date of use:

0920-23-0070 Revision 03 CANDELA PROPRIETARY Page 1of3
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CONSULTATION FORM

Previous Laser Treatment: (specify date/number of treatments/frequency/tissue response/devise used, if
known):

Previous Hair Removal History, if applicable:
Wax epilation Mechanical epilation (plucking) Electrolysis Bleaching
Shaving__

Frequency/and last use of above modalities:

Other type treatment:
Have you ever had a cosmetic peel/cosmetic procedure? Please list

FOR STAFF ONLY:

Recommendations: Discussion with provider

1. Treatment options (testing, brown or black hair responds best, number of treatments).
2. Client expectations: (understand need for multiple treatments, after care, possible side

effects, etc).

3. Physician consultation(If required in your state) before or after test for a treatment

recommendation.

4. Full treatment schedule process (waiting period in-between treatments, expected results.,

5. Possible side effects (hyperpigmentation, hypopigmentation, purpura, scarring, textural
changes,burns,blistering, pain or discomfort and erythema) and length of time to expect
healing if side effects occur.

6. Specifics of area to be treated. Test small area for tissue response BEFORE full treatment.

7. Importance of sun exposure avoidance and the use of a
broad spectrum zinc oxide or titanium dioxide UVA/B sun block with SPF 30 or higher.
during the entire treatment program.

3. Sensation of the laser/DCD spray and the option for topical anesthesia or other cooling

methods.
9. Benefits of laser treatment (possible long-term hair removal),

10. Cost of treatment (payment schedule, cost of multiple treatments versus single payment per

visit).

11. Eyewear protection and laser safety measurcs required for patient and provider. Patients

may sense light while wearing proper eye protection.

12. Importance of post care instructions/procedures.

Photo taken today: YES NO
COMMENTS:

I agree that the information listed above has been reviewed and presented with my clear understanding of
what this procedure involves. All of my questions have been addressed to my satisfaction.

Signed: Date:
Witness: Date:

0920-23-0070 Revision 03 CANDELA PROPRIETARY Page. 20f3
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Treatment Agreement

Area;

Price:

Signature:

Area:

Price:

Signature:

Area:

Price:

Signature:

Area:

Price:

Signature:

Area:

Price:

Signature:

Arca:

Price:

Signature:

Treatments:
Note:
Date:
Treatments:
Note:
BaleSo T N
Treatments:
Note:
Date e
Treatments:
Note:
Date:
Treatments:
Note:
Date: o e
Treatments:
Note:
Date:





[image: image10.jpg]R R LIS S B e ok P ALYl g

FAMILY INTERNAL MEDICINE
4701 DEVONSHIRE RD. SUITE 102
HARRISBURG, PA 17109

Patient Instructions For
Laser Hair Removal Treatment

Pretreatment Instructions

o Avoid the sun, tanning, tanning beds and tanning creams 4 to 6 weeks prior to and

after treatment; to reduce hyperpigmentation or hypopigmentation.
TAN SKIN CANNOT BE TREATED!

o Avoid bleaching agents 6 weeks prior to treatment.

o To obtain optimal results you may shave or trim. All other temporary hair
removal methods should be avoided.

o If you have had a history of perioral herpes, prophylactic antiviral therapy may be
started the day before treatment and continued one week after treatment.

Intraoperative Care

o Stubble should be visible on the day of treatment.

o The skin is cleaned and shaved prior to treatment.

o Epidermal melanocytes compete as the chromophore (target) for the
755nm/1064nm wavelength with melanin at the target site. The DCD (cryogen
cooling device), will be used with the laser to minimize epidermal damage.

o Safety considerations are important during the laser procedure. Protective eye
wear will be worn by the patient and all personnel in the operative suite during the
procedure to reduce the chance of damage to the retina. The hair is shaved or
trimmed very short to reduce the change of fire.

Postoperative Treatment Care

o Immediately after treatment, there should be erythema and edema (swelling) at
the treatment site, which may last up to 2 hours, or longer. The erythema may last
up to 2 to 3 days. The treated area will feel like a sunburn for a few hours after
treatment. The application of ice during the first few hours after treatment will
reduce the discomfort and swelling that may be experienced.

o Avoid using deodorant or makeup on the treated area, 24 hours post treatment.

o The skin may be washed gently with a mild soap; avoid using abrasive materials.
Treat the area as if you had a sun bum, for the first 24 hours.

o Avoid the sun, tanning, tanning beds and tanning creams 4 to 6 weeks prior to and
after treatment; to reduce hyperpigmentation or hypopigmentation.

o Use sunscreen (SPF 25 or greater) at all times throughout the course of treatment.

o Anywhere from 10 to 30 days after the treatment, shedding of the hair may occur
and this appears as new hair growth. This is NOT new hair growth. You can clean
and remove the hair by washing or wiping the area with a wet cloth or loofa
sponge.

o There are no restrictions on bathing except to treat the skin gently, as if you had a
sunburn, for the first 24 hours.

o Call your physician office with any questions or concerns you may have after the
treatment,




