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 Texas Laser Clinic 

 

CONSENT FOR PULSED LIGHT/LASER TREATMENTS 

I hereby authorize Texas Laser Clinic or any delegated associates to perform laser/pulsed light cosmetic dermatology 

treatments on me, including but not limited to Fotofacials, fractional (laser wrinkle reduction), hair removal, treatment 

of pigmented lesions, vascular lesions, acne, and/or tattoo removal.  

I understand that the procedure is purely elective, that the results may vary with each individual, and multiple 

treatments may be necessary. 

I understand that: 

 Serious complications are rare but possible. 

 Common side effects include temporary redness and mild “sunburn” like effects that may last a few hours to 3-4 

days longer. 

 Pigment changes, including hypo-pigmentation (lightening of skin) or hyper-pigmentation (darkening of skin) 

lasting 1-6 months or longer by occur. 

 Freckles may temporarily or permanently disappear in treated areas. 

 Other potential risks include crusting, itching, pain, bruising, burns, infection, scabbing, scarring, swelling, and 

failure to achieve the desired result. 

 Laser/Intense Pulsed Light can cause eye injury and protective eyewear must be worn during the treatment. 

 I understand that sun or tanning lamp exposure and not adhering to the post-care instructions provided my 

increase my chances of complications. 

Before and after treatment instructions have been discussed with me. The procedure as well as potential benefits and 

risks have been explained to my satisfaction. I have had all my questions answered. I freely consent to the proposed 

treatment. 

 

Client Signature:         Date:     

Print Name:          Date:     

Witness Signature:         Date:     

Print Name:          Date:     

 

 



 
 Texas Laser Clinic | 3246 Preston Road Suite 510A | Frisco, TX 750304 | 972-334-0222 | texaslaserclinic.com 

 

  

 Texas Laser Clinic 

NEW CLIENT HISTORY 

First Name:            Date:         

Last Name:            Birth date:        

Address:                 

City:          State:       Zip code:         

Cell Phone:        Home Phone:        Work Phone:       

Email (optional):          Occupation:         

Today’s Treatment Area (s):      ___        

Have you taken any Antibiotics within the past 2 Weeks?      Yes  No 

any Sun Sensitive Medications-Auto Immune-Blood Thinners 

If so, please list:                

Have you had any recent sun exposure in the past 4–6 weeks,   

including tanning beds, bronzing creams or spray-on tans?     Yes  No 

If so, please specify:           

Do you have a history of cold sores, fever blisters or herpes 1 or 2?    Yes   No 

If so, when was your last outbreak?                  *the use of lasers and IPL can trigger an outbreak 

Please list ALL Medications you are currently taking:      ___    

  ________________________________________________________________________________  

Have you ever been treated with a laser, microdermabrasion, chemical peel, or injection? Yes  No  

If so, please list when:                

Have you taken Accutane or any anticoagulants in the past 6 months?    Yes  No 

Do you have any chronic medical conditions which we should know about?   Yes  No 

If so, please list:                

Do you have any allergies to medications, herbal or natural supplements?    Yes  No 

If so, please list:                

Do you have permanent makeup or tattoos?       Yes  No 

If so, please list where:              _____0 
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Texas Laser Clinic 

Natural Hair Color:          Eye Color:         

Veneers on your teeth?       Yes  No     Are you a smoker? Yes No   

Keloid  scarring?          Yes  No   Hypo/hyper-pigmentation? Yes No  

What skin care products are you currently using?            

Are you happy with your skin care products?       Yes  No 

Do you or have you used any topical medications or creams such as  

Retin-A, Renova, Tazorac, Differin, Obagi, or any others? (Circle one)    Yes  No 

Please tell us about your skin (check all that apply): 

Normal  

Dry   

Oily 

Acne 

Large Pores 

Melasma 

Hyper-pigmentation 

Hypo-pigmentation 

Broken Capillaries

What are you skincare goals?             

WOMEN ONLY: 
Are you or could you be pregnant? Yes  No 

Are you currently breast-feeding? Yes  No 

Are you menstrual cycles normal?  Yes  No 

MEN ONLY: 

Method of shaving?  Wet Dry      

Do you use an Electric or Blade type razor? ____________________ 

 

Additional information you would like your technician to know:          

                

How did you hear about us?               

 

 

Client Signature:            Date:        
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Texas Laser Clinic 
Patient Name:            Date:       

 

Skin Score  0 1 2 3 4 

____ 

 
What is your eye 

color? 
 

Light Blue or 
Grey 

Blue or Green 
Hazel or Light 

Brown 
Dark Brown 

Brownish 
Black 

____ 

 
What is your natural 

hair color? 
 

Red, Sandy 
Red 

Blonde 
Dark Blonde, 

Chestnut, 
Brown 

Dark Brown Black 

____ 
What is the color of 

your skin (unexposed 
areas)? 

Reddish Very Pale 
Pale with 
Beige Tint 

Light Brown Dark Brown 

____ 
Do you have freckles 
on exposed areas? 

Many  Several Few Incidental None 

____ 
What happens when 

you stay in the sun too 
long? 

Painful, 
redness, 

blistering, and 
peeling 

Blistering 
followed by 

peeling 

Burns, 
sometimes 
followed by 

peeling 

Rarely burn Never burn 

____ 
To what degree do you 

turn brown? 
Hardly or not 

at all 
Light tan 

Reasonable 
tan 

Tan very 
easily 

Turn dark 
brown quickly 

____ 
How does your face 
respond to the sun? 

Very sensitive Sensitive Normal Very resistant 
Never has 

problems in 
the sun 

____ 

When did you last 
expose yourself to the 
sun, tanning beds or 
self0tanning creams? 

More than 3 
months ago 

2-3 months 1-2 months 
Less than 1 
month ago 

Less than 2 
weeks ago 

____ 

How often is the area 
that you want to have 
treated exposed to the 

sun? 

Never  Hardly Ever Sometimes Often Always 

TOTAL 
  
 

____ 
 

Score                Skin Type 
0-7                    I 
8-16                  II 
17-25               III 
26-30               IV 
Over 30           V - VI 
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Texas Laser Clinic 

PRE AND POST CARE FOR LASER HAIR REDUCTION AND PHOTOFACIALS 

PRE: 

 Avoid the sun for 4-6 weeks before and after the treatment 

 Avoid electrolysis, tweezing, threading, bleaching and/or waxing for 6 weeks prior to treatment 

 If you have a history of herpes, prophylactic antiviral therapy must be started the day before treatment and 

continued one week after treatment. 

 The use of tanning creams, tanning beds, or bronzers must be discontinued before and during treatments.  

 May not have treatments until 2 weeks after final dose of any Antibiotics or Sun Sensitive Medications.  

 

Clients Initials ____________ 

POST: 

 Immediately after treatment there may be erythema (redness) and edema (swelling) at the treatment site. This 

usually lasts 2 hours or longer. The erythema may last up to 10 days. The treatment area may feel like a sunburn 

for a few hours after the treatment, but it will subside. 

 Apply ice as needed.  

 Hydrocortisone may be used for 3 – 5 days post treatment. 

 No heat, such as saunas, steam rooms, Jacuzzis, extremely hot showers, or strenuous activities. No prolonged 

heat for a minimum of 48 hours post treatment. 

 Avoid sun exposure to avoid hypo-pigmentation and hyper-pigmentation.  

 Avoid picking or scratching the treated areas. Please do not use any hair removal products or similar treatments 

(i.e. electrolysis, tweezing, and/or waxing). Those will disturb the hair follicle. Shaving is permitted.  

 Up to 2 weeks post treatment you will notice shedding of the treated hair. This is not new growth. You can clean 

and remove the hair by washing or wiping the area with a wet cloth. 

 Treat your skin gently for at least 24 hours after your treatment. 

Our office number 972-334-0222 

I have read and understand the pre and post treatment instructions.  

Client Signature:          Date:     

Print Name:           Date:     

Witness Signature:          Date:     
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*Re Instatement Fee Options: 

If you are on treatment #, 

(1-3)=$100.00 

(4-5)=$50.00 

(6)=$25.00 

Texas Laser Clinic 

Cancellation Policy 

We are always happy to reserve time in our schedule, especially for you. However; In consideration of others, we 

require at least 24 hours of notice prior to cancellation of appointments. 

 Failure to do so will result in forfeiture of your entire package or a single treatment, depending on the type of 

Package/Coupon/Service you purchased.  

Late arrivals: We will do our best to accommodate. Rescheduling will be necessary if our schedule cannot permit the 

time. Clients arriving on-time must be seen with priority.  

RESCHEUDLE ALERT: 

Your treatment schedule is very important to us. We make every effort to keep all clients within the proper 
time frame for optimum results however, We understand that life happens and you may need to reschedule 
due to work, illness, car problems etc.,. Due to the volume of reschedules that have occurred, our schedule is 

limited we cannot guarantee that if a reschedule occurs that we can keep your appointment within your 
required time frame.  

We are available via phone at 972-334-0222 or 
you may submit your request to info@texaslaserclinic.com 

 Failure to give a 24 Cancellation or NO SHOW will result in forfeit of your Package*. Texas Laser Clinics policy 

states that any appointment arriving more than 15 minutes will be considered a no show/cancellation.  

 Arriving for your appointment on Medications that are Sun Sensitive(antibiotics) or you have been sun 

exposed or having to reschedule due to our “unattended child” policy will result in the forfeit of a 

treatment.  

 Children are NOT allowed in the treatment rooms or left unattended in the spa.  

 

 

 

 

 

 

 

 

We greatly appreciate your cooperation in helping us provide you with excellent care for you and your family.  

Please sign below that you have read and acknowledge the above information provided to you. 

 

Patient’s Signature:__________________________________________   Date: _____________________ 


