
LaserAway Beauty

General Consent
This electronic material contained within this website is intended to provide you with detailed
information about our policies, programs, agreements and consents. Please read each section
thoroughly before making your final decision to move forward with the treatment process.

I, _____, understand, agree and certify that the consents, agreements and policies contained on this
website shall be considered equivalent to traditional paper copies and I certify that my electronic
signatures, electronic initials, auto-filled name and check boxes shall serve the legal equivalent of a
physical, signed document. Moreover, I certify that my name and information entered is accurate and
complete. I also understand and agree that this general consent will remain in effect for any and all
treatments I choose, and may be supplemented in the future by written, electronic or verbal
information from the LaserAway staff in the future.

I, _____, understand that LaserAway utilizes a comprehensive team of healthcare professionals to
assist, assess, implement and supervise my treatments. These individuals may include physicians
(MDs/DOs), Nurse Practitioners (NPs), Physician Assistants (PAs), Registered Nurses (RNs) and, in
Arizona, certified laser technicians. I acknowledge that I may be treated by any of, any combination of,
or even all of these allied health care professionals during the course of my treatment(s). Nurse
Practitioners and/ or Physician Assistants may be delegated the task of providing the appropriate
good faith examination prior to treatment and ordering the drug or prescriptive device for the patient,
when acting under Standardized Procedures.Business & Professions Code Section 2836.1. In some
cases, the supervising physician will not see the patient personally, but rather a Nurse Practitioner
and/or Physician Assistant will be the health professional who will initiate the medical procedure
performed by the licensed staff approved under the Standardized Procedures. I understand and
agree that members of the non-clinical staff may make treatment suggestions/recommendations but
my ultimate course of care will be determined by a clinician. While LaserAway strives for clinician
continuity, I understand that I may not be treated by the same clinician at every visit, and that I can
request, but I cannot be guaranteed, treatment by a specific individual. I also understand that my
appointments may have to be postponed or rescheduled on occasion due to unforeseen equipment



maintenance or for medical reasons. While LaserAway will attempt to accommodate my appointment
requests, the actual day or time I request may not be available. I also understand and agree that there
occasionally may be the need for some patients to travel to multiple LaserAway clinics.

I, _____, understand and agree that treatments offered at LaserAway are voluntary, elective
procedures and are not covered by public or private insurance plans. I understand that LaserAway will
not submit any claims to any insurance carriers. I understand that payment is due before services are
rendered. I fully acknowledge that I am personally responsible for all fees and charges incurred in
connection with my purchase, and I completely understand that there is absolutely NO refunding of
any patient fees, payments, charges, credit, gift certificates, product purchases, pre-paid packages or
services. In some cases, LaserAway can offer a refund of unused/unrendered services purchases for
up to one year. After one year, unused/ unrendered services purchases may be returned for store
credit only. LaserAway has a 24 hour cancellation policy for all procedures. I understand and agree
that if I cancel less than 24 hours in advance of my appointment, or I do not show for my appointment,
a $50 charge will be billed to my credit card (there is no charge if you change your appointment prior
to the 24 hour period). LaserAway prides itself on patient satisfaction but, since only elective
procedures are offered, I understand and agree that LaserAway also retains the right to refuse service
to anyone.

I,_____, understand, agree and consent that LaserAway and their employees, independent
contractors, associates, agents and representatives participate in Telehealth (telemedicine), and may
take photographs and/or use video (for "store & forward" or teleconferencing technology) of the area
to be treated before initial treatment begins and at some or all recurring visits (genital area photos
and videos are usually NOT taken). These recordings will be available only to our medical staff
members to assess patient treatment and track the progression of each treatment, and are part of the
medical record. LaserAway follows extremely strict HIPAA guidelines regarding patient confidentiality
and privacy, therefore names and recordings are used internally. Only the treated area/area to be
assessed will be shown in these photographs & videos.

I, _____, understand and agree that LaserAway will contact me. I will allow this communication to
come in the form of live telephone calls, automated telephone appointment reminder calls, text
messages, e-mails, electronic surveys, U.S mail, social media or by any means convenient to
LaserAway. I understand that LaserAway may also send other communications informing me of
changes to office policies, new technology, announcements and specials that I may find invaluable or
informative. That being said, contact will only come directly from LaserAway. LaserAway will never sell
or trade my private information including phone numbers, e- mail addresses or mailing addresses. I
understand that I may opt out of any or all communication measures any time by contacting
LaserAway in writing.

I, _____, understand that I have a right to view a copy of my medical records. In accordance with
California regulations, I understand that there may be a "reasonable fee" associated with copying
medical records. At LaserAway this fee consists of an administrative charge of $10.00 plus $0.25 for
each black & white page, and $1.00 per color page and photograph. I understand that this
administrative fee must be received prior to the printing and mailing of the records. All documents will
be printed and then physically mailed to the address provided. I understand that medical records
(including photos) cannot be e-mailed.



I, _____, agree and certify that I have had ample time to read this electronic agreement in its entirety,
and that I have thoroughly reviewed each and every section that I have signed and/or initialed
electronically. I also certify that I have not taken any medication that might impair my ability to
understand this information, and was not rushed or pressured to agree and/or certify to the
information contained herein.


