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Medical History for Laser Hair Removal 
 

 Name: _______________________________________________________  D.O.B: ______________________ 
 
 Have you ever had the following: 
 
     Vein therapy 
    Diabetes 
    Bleeding Disorder  
___________________________________________________________________ 
 

Are you pregnant?      □ Yes □ No 
What medications are you taking (including aspirin)?  _______________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
Daily consumption of alcohol ___________________________________________________________________ 
 
Allergies: ___________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
Are you taking any herbal preparations? (St. John’s Wort)  □ Yes □ No 
If yes, list __________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
 Skin type (when exposed to the sun without protection for about 1 hour) 
   Always burns, never tans 
   Always burns, sometimes tans 
   Sometimes burns, sometimes tans 
   Always tans 
  Hispanic, Asian, Mediterranean, Middle Eastern 
   Black 
 
When were you last exposed to the sun (including tanning booth)? ____________________________________ 

Do you use chemical sun tanning lotions?  □Yes  □No 

Are you planning a holiday in the sun?      □Yes  □No 
 
 Reason for visit (area to be treated) ____________________________________________________________ 
___________________________________________________________________________________________ 
 
 Prior treatment (if any) _______________________________________________________________________ 
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Help Us Treat You the Right Way..... 
Skin type is often categorized according to the Fitzpatrick Skin Type Scale which ranges from very fair (skin type I) to very 
dark (skin type VI).  Genetic disposition, individual reaction to sun exposure and tanning habits are considered.  
Please mark the Score (0-4) and then add the scores on the right side of the page. 
 
Genetic Disposition 
What is the color of your eyes?         
0 –Light blue\Gray\Green        1 – Blue\Gray\Green       2 – Blue       3 – Dark Brown                 4 – Brownish Black Score: ______ 
 
What is the natural color of your hair?     
0 – Sandy Red  1 – Blonde         2 – Auburn/ light Blonde          3 – Dark Brown        4 – Black   Score: ______ 
 
What is the color of your skin (non-exposed areas)?   
0 – Reddish              1 – Very Pal e               2 – Pale w/Beige Tint               3 – Light Brown          4 – Dark Brown  Score: ______ 
 
Do you have freckles on unexposed skin?    
0 – Many                 1 – Several                     2 – Few                                     3 – Incidental              4 – None  Score: ______ 
  

                         Total Score for Genetic Disposition:       _______ 
Reaction to Sun Exposure 
What happens when you stay too long in the sun?   
0 – Painful redness, blistering, peeling                   1 – Moderate redness, blistering followed by peeling     
 2 – Mild burn sometimes followed by peeling               3 – Rare Burns                           4 – Never had burns    Score: _______ 
 
To what degree do you turn brown?     
0 – Never             1 – Light color tan     2 – Reasonable tan         3 – Tan very easy         4 – Tans  darkly quickly  Score: _______ 
 
Do you turn brown within several hours after sun exposure?   
0 – Never              1 – Seldom  2 – Sometimes  3 – Often  4 – Always   Score: _______ 
 
How does your face react to the sun?    
0 – Sensitive 1 – Seldom 2 – Sometimes  3 – Normal 4 – Resistant    Score: _______ 

                 
 Total score for Reaction to Sun Exposure:   _______ 
 

Tanning Habits 
How many months ago was your body last exposed to sun, tanning light or tanning cream?  
0 – More than 3months 1 – 2-3months 2 – 1-2months 3 – Less than a month           4 – 2 weeks Score: _______ 
 
 Has the area to be treated ever been exposed to the sun?      
0 – Never     1 – Hardly ever       2 – Sometimes      3 – Often                4 – Always  Score: _______  
 
   

   
 
 
:     _______ 

 Skin type score Fitzpatrick Skin Type 
0 to 7 I 
8 to 16 II 

17 to 25  III 
25 to 30  IV 
  over 30  V - VI 

        
             Total score of 3 sections:               _______ 
  

 
                                         Fitzpatrick SKIN TYPE       _______ 
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LASER HAIR REMOVAL CONSENT FORM 
 
 
 
I authorize _________________________________ to perform LASER and/or Intense Pulsed Light (IPL) therapy for  
  Hair Reduction  
  Photo Rejuvenation 
  Fraxel Skin Resurfacing 
  Vein Reduction  
   ________________________________________________________ 
   ________________________________________________________ 
 
 I understand that LASER and IPL therapy is performed with devices that produce transient, 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 have been informed that for the best results multiple treatments are necessary. 
 
 I understand that immediately following treatment; the treated area may appear as a red discoloration (erythema) 
that may last up to 2-3 days, and may have slight edema (swelling), which may last up to two hours or longer.  The treated 
area may feel like sunburn after treatment, and some darkening or peeling may be normal. These expectations, post 
treatment care and precautions have been explained to me. Improper care of the treated area may increase the chance of 
scarring or skin textural changes. Antibiotic ointment, hydrocortisone 1%, or Aloe Vera gel may be used for a few days 
after treatment.  
 

I have been informed that scarring, blistering, purpura, hypopigmentation (lightening of the skin) or 
hyperpigmentation (darkening of the skin) are possible risks and complications of this procedure, and may occur up to two 
weeks from the treatment. I understand that avoiding exposure to sun for two weeks pre and post treatment is necessary to 
avoid complications. If complications occur, they are usually temporary and can be resolved, but skin discoloration may be 
permanent.  If hyperpigmentation occurs, a bleaching cream may be prescribed to reduce the pigmentation.   

 
I will contact Aesthetic Specialists with questions, or if I suspect that a complication is developing. 
 

 I consent to the taking of photographs during the course of my therapy for the purpose of medical education and 
/or the professional evaluation of treatment progress.   I understand that my identity will not be revealed on these 
photographs or corresponding text. 
 
 I have read and understood all information presented to me before signing this consent. 
 
Signed: _________________________________________________________ Date: _____________________ 
              (Patient or person legally authorized to consent for patient) 
 
Witness: ________________________________________________________ Date: _____________________ 
                (To patient’s signature) 
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LASER HAIR REMOVAL PATIENT INSTRUCTIONS 
 
 
 

PRE-TREATMENT INSTRUCTIONS: 
 

1. Avoid the sun 1 to 2 weeks before and after treatment.  Irritated skin may be more susceptible to 
injury. 

 
2. Please let us know of any topical medications or skin care products that you use as we may ask 

you to stop these 3 to 5 days prior to treatment. 
 

3. You MUST avoid bleaching,; plucking or waxing hair for 4 to 6 weeks prior to treatment.  The 
melanin-containing hair must be present in the follicles as it is the “target” for the laser light. 

 
4. If you have a history of peri-oral or genital herpes simplex, please let us know, as we may 

recommend prophylactic antiviral therapy. 
 

5. RECENTLY TANNED SKIN CANNOT BE TREATED!  If treated within one week for active (natural 
sunlight or tanning booth) tanning, you may develop hupopigmentation (white spots) after 
treatment and this may not clear for two to three months or longer. 

 
6. Please shave the area that is to be lasered as close to the time of your appointment as possible. 
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Patient Acknowledgement of Receipt of the  
Notice of Privacy Practices 

 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain rights to privacy 
regarding my protected health information.  I understand that this information can and will be used to: 

 
• Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved 

in that treatment directly and indirectly 
• Obtain payment from third-party payers 
• Conduct normal healthcare operations such as quality assessments and physician certifications 

 
By signing this document, I acknowledge that you have provided me with a copy of your Notice of Privacy Practices. The 
Notice of Privacy Practices contains a more complete description of the uses and disclosures of my health information. 
 
I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may 
contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices. 
 
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out 
treatment, payment or health care operations.  I also understand you are not required to agree to my requested restrictions, 
but if you do agree then you are bound by such restrictions. 
 
Please initial each line and sign below to facilitate the processing of any necessary insurance forms and to acknowledge 
your understanding of our office payment procedures: 
 
_____ I authorize the release of any medical information necessary to process my insurance claims.   
 
_____ I authorize payment of medical benefits to Ob/Gyn Specialists of the Palm Beaches or Perinatal and Gynecologic 
Specialists of the Palm Beaches.  
 
RELEASE OF INFORMATION: 
 
I authorize Aesthetic Specialists of the Palm Beaches a subsidiary of Ob/Gyn Specialists of the Palm Beaches to release 
information regarding my medical condition to the following people. (Please provide us with their names, relationship and 
phone number. 
 
1) _________________________________________________________________________________________________ 
 
2) _________________________________________________________________________________________________ 
 
3) _________________________________________________________________________________________________ 
 
_____ I authorize the request for any medical records to other health care providers for records necessary to my care. 
 
May we leave the results of testing on your answering machine?   YES ________  NO _______ 
 
If yes, what telephone number? ______________________________________________ 
 
Patient Name: ____________________________________Signature: _______________________________________ 
 
Relationship to Patient: _____________________________Date: _____________ 




