
 

VAS C UTOUC H   
P a t i e n t  F o r m  

 

 
 

MEDICAL HISTORY (CIRCLE ALL THAT APPLY) 

 
AREAS YOU WOULD LIKE TREATED (EX: NOSE, UPPER LIP, ETC) (PLEASE CIRCLE) 

 
PAIN THRESHOLD (PLEASE CIRCLE) 

 
 

LIABILITY RELEASE, ACKNOWLEDGEMENT & WAIVER  ---  REQUIRED BY LAW 

I acknowledge that no medical technique is perfect and no two people are alike. Accordingly, the treatment of vascular blemishes is very successful 
with facial and upper body vascular blemishes. I understand that although most cases of vascular blemishes are hereditary, there are several 
diseases that can cause the condition, and the vessels can be a vital diagnostic indicator. 

 
I acknowledge that you may not be able to remove all of the unwanted vessels/freckles, skin tags, etc. in just one session, this is done for safety 
reasons. Thus, a series of treatments may be necessary (2-3 sessions). I acknowledge that you may also be genetically pre-disposed to vascular 
blemishing, and will develop more of them in your lifetime. You acknowledge that I may take photographs of your skin to document the progress of 
this procedure. These photographs may be used for training, marketing, and educational purposes. 
 
DISADVANTAGES / SIDE EFFECTS OF THIS PROCEDURE 

1) A few treatments may be needed and I should not expect 100% removal of all vessels/pigmentation, etc if I have a large number. 
2) Some facial capillaries/freckles may take up to one week or more to flake off. 
3) Skin Tags may take up to a month to fall off. 
4) I may experience some redness following this procedure, which may last one to two days. 
5) Some of the capillaries may appear to have dilated vessels remaining in the areas that are darker in color, please note that this is temporary 
and caused by the inflammation and lack of oxygenated blood. The degree of redness depends on your skin type. 
6) I will see tiny crusts form on the areas treated that may last 7-10 days or longer (sometimes up to 3 weeks). 
 
POST PROCEDURE GUIDELINES 

Keep the area that has been treated clean.  
Avoid harsh cleaners, peels, exfoliants or rubbing of areas worked on, until completely healed. 

 

CANCELLATION POLICY 

I acknowledge that I may be charged 50 to 100% of my scheduled service if I fail to cancel or reschedule an appointment 24 hours in advance. If  
you need to cancel your appointment, please call  call the office at: (800) 652-5802.  If we do not answer, please leave your information on our 
answering service.  
 
By singing this form, I hereby acknowledge that I have carefully read this entire agreement and agree to all of the terms above: 
 

 
 

DATE REFERRED BY (FRIEND, PHONE BOOK, INTERNET, ETC) PATIENT CODE (OFFICE USE ONLY) 

LAST NAME FIRST NAME PHONE NO. 

BIRTHDATE GENDER WEIGHT HEIGHT E-MAIL ADDRESS 

STREET ADDRESS, CITY, STATE, ZIP CODE EMERGENCY CONTACT NAME & PHONE 

ACCUTANE USE AUTO-IMMUNE DISEASE; HIV, LUPUS, HEPATITIS BLOOD THINNER USE 

PACEMAKER   CANCER OR POST-CANCER TREATMENTS     EPILEPSY 

DIABETES   SKIN LIGHTENING/BLEACHING PREGNANT   

FEVER RECENT ACCIDENT, INJURY OR SURGICAL PROCEDURE VIRAL INFECTION/INFLUENZA 

PLEASE LIST CURRENT MEDICATIONS: 

EYES CHIN NECK CHEEKS FOREHEAD 

OTHER, PLEASE LIST: 

LOW MEDIUM HIGH   

CLIENT SIGNATURE X DATE 


