LHE CLIENT CONSENT FORM 
Client:________________________________________Phone:__________________________
I __________________________________duly authorize______________________________, and other specially trained associate technicians of this facility, to perform hair removal and or other FDA approved procedures including acne and photorejuvenation using Radiancy  technology.
I understand the procedures are purely elective and that studies indicate that results vary with each individual according to skin and or hair type as well as the medical condition of the client.  
I have been advised of the following possible risks of treatments, and I am aware that multiple treatments may be necessary to achieve optimum results.
· The treatment may be painful, but this can be minimized if the client uses a topical called Emla(, Ela-Max(, or Betacaine
· In some cases, mild discomfort, crusting of the skin, minor swelling and color changes (hyper or hypo pigmentation) may develop in treated skin.  In almost every case, skin will return to normal after a period of 1 to 6 months
· 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 or longer

· Freckles may lighten or permanently disappear in treated areas

· Other potential risks include crusting, itching, pain, bruising, burns, infections, scabbing

· I understand that sun or tanning lamp exposure and not adhering to the post-care instructions provided to me may increase my chance of complications
· I have not used oral Isotretinoin (Accutane) for at least 6 months 
· Herpes Simplex virus may become active and there may be an increased susceptibility to sunburn.  It is recommended that Valtrex( or other similar prescription medication be taken prior to treatment, as prescribed, to avoid an outbreak of herpes.

My questions regarding this procedure have been answered to my satisfaction.  I accept all risks of treatment and agree to provide aftercare as directed by this facility
______________________________________________________________________________
Signature of Client






Date

I consent to photographs for the purpose of monitoring response to therapy and for use in medical education 

Yes

No

______________________________________________________________________________
Signature of Client






Date

