
Personal Information 

Name Home phone 

Address Work/ Mobile 
Phone 

City cc Province/ 
State ·-

Zip Code Date of birth 
Referred by Gender Male / Female 

Skin Type Assessment 
I 

Fitzpatrick skin type I II Ill IV V VI \ Ethnicity I I 

Last exposed to UV (Sun or tanning bed) 

Passive tan? Yes/No I Self-tanning lotion? I Yes/No 
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-------------==�---------.--•. �·--�· 

Medical· Histcwy 

Active skin infection Pacemaker / defibrillator (e.g,. psoriasis, ee21ema) 
Skin disorders (e.g .. kel:oids, Meta1 implants abnormal woulld heating} 

Current or history of skin cancer/ 
History of bleeing disorders other cancer / pre-malignant moles 

Severe concurrent medjcal Use of medication I herbs 
conditions (e.g. cardiac disorders) inducing ph:ot<lSetlSffiMJ\y 

Facial laser resurfacing I deep Pregnancy and nuraing chemical p.eefing, last 3 months 

Impaired immune system Need]e ·epi!ation, wmdng· or 
tweezing, last 6 weeks 

I 

Diseases stimutated by light Tattoo or permanent makeup 
I (e .. g. Lupus, Porphyria, Epi'lepsy) 

Diseases stimulated by heat Tanned skin(e.g. Herpes Stmplex) 
Endocrine disorders (e.g. diabetes, Saphenoustnsufficiency 
PCO) 

Surgical Pr:o-cedures I tnjectionsffillers 
I 

List any medications taken 

List any al:fergies 

Detail any medical 
condition 

Other considerations 
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Patient name _____________________ _ 

Treatment sites _____________________ _ 

I duly authorize _____________ to perform ______ _ 
· treatment .

I understand that the _______ is a device used for hair removal, skin rejuvenation, acne treatment,
wrinkle reduction, ablative and non-ablative skin treatments, leg veins and other vascular lesions treatment,
of which I am consenting to be a patient receiving ______________ treatment (specify
procedure).

I understand that clinical results may vary depending on individual factors, including but not limited to
medical history, skin type, patient compliance with pre/post treatment instructions, and individual response to
treatment.

I understand that there is a possibility of short-term effects such as reddening, mild burning, temporary
bruising and temporary discoloration of the skin, as well as the possibility of rare side effects such as
scarring and permanent discoloration. These effects have been fully explained to me ___ {patient's
initials).

I certify that I have been fully informed of the nature and purpose of the procedure, expected outcomes and
possible complications, and I understand that no guarantee can be given as to the final result obtained. I am
fully aware that my condition is of cosmetic concern and that the decision to proceed is based solely on my
expressed desire to do so.

I confirm that I have informed the staff regarding any current or past medical condition, disease or
medication taken.

I consent to the taking of photographs and authorize their anonymous use for the purposes of medical audit,
education and promotion.

I certify that I have been given the opportunity to ask questions and that I have read and fully understan� the
contents of this consent form.

Patient Signature _________________ _ 

Date. ______________ _ 

Witness ____________ _ 
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Potentially Photosensitizing Medications 

This is not an exhaustive list o'. all_ potentially ph?�osensitizi�g drugs. The clinician sHi�uld
ultimately determine if a med1cat1on photosens1tlzes a patient to the spectrum of light 
emitted from the GentleFAMIL Y lasers. 

Acne Meds 
lsotretinoin 
{Accutane) 
Tretinoin (Retin-A) 

Anticancer 
Chlorambucil 
Cyclophosphamide 
Dacarbazine 
Fluorouacil 
Flutamide 
Mercaptopurine 
Methotrexate 
Procarbazine 
Thioguanine 
Vinblastine 

Antidepressants 
Amitriptyline 
Amoxapine 
Clomipramine 
Doxepin 
lmipramine 
lsocarboxazid 
Maprotiline 
Phenelzine 
Protriptyline 
Trazadone 
Trimipramine 

Antiepileptics, 
Sedative, Muscle 
Relaxants 
Carbamazepine 
Cyclobenzaprine 
Diazepam 
Meprobamate 
Phenobarbitol 
Phenytoin 
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Antihistamines 
Azatadine 
Clemastine 
Diphenhydramine 
Terfenadine 
Tripelennamine 

Antihypertensives 
Captopril 
Dilitiazem 
Methyldopa 
Minoxidil 
Nifedipine 

Antimicrobials 
Ciprofloxacin 
Clofazimine 
Dapsone 
Demeclocycline 
Doxycycline 
Enoxacine 
Flucytosine 
Griseafulvin 
Ketoconazole 
Lomefloxacine 
Methacycline 
Minocycline 
Nalidixic acid 
Narfloxacin 
Ofloxacin 
Oxytetracycline 
Pyrazinamide 
Sulfa drugs 
(Bactrim, Septra, 
Tetracycline) 

Antiparasitics 
Bithionol 
Chloroquine 
Pyruvinium 
pamoate 
Quinine 

Thiabendazole 

Antipsychotics 
Chlorpromazine 
Chlorprothixene 
Fluphenazine 
Haloperidol 
Perphenazine 
Prochlorperazine 
Promethazine 
Thioridazine 
Thiothixane 
T rifluoperazine 
Thioflupromazine 
Trimeprazine 

Cardiovascular 

Amiodarone 
Atenolol 
Captopril 
Diltiazem 
Disopyramide 
Nifedipine 
Propranolol 
Quinidine 
gluconate 
Quinidine sulfate 
Verapamil 

Diuretics 
Acetazolaminde 
Amiloride 
Bendroflumethiazide 
Benzthiazide 
Chlorothiazide 

Furosemide 
Hydrochlorothiazide 
Hydro flumethiazide 
Methyclothiazide 
Metalazone 
Polythiazide 
Quinethazone 
Trichlormethia-zide 
Hypoglycemics 

Acetohexamide 
Chlorpropamide 
Glipjzide 
Tolazamide 
Tolbutamide 

NSAIDS 
Diclofenac 
Fenoprofen 
Flurbiprofen 
lndomethacin 
Ketoprofen 
Meclofenamate 
Naproxen 
Phenylbutazone 
Piroxicam 
Sulindac 

Others 
Bergamot oil 
Oils of citron, 
lavender, lime, 
sandalwood 
Benzocaine 
Clofibrate 
Oral contraceptive 
Etretinate 
Gold salts 
Hexachlorophene 
Lovastatin 
St John's Wort 
Gmethylcoumarin 
{used in perfumes, 
lotions, etc) 
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