[image: A black letter y

Description automatically generated with low confidence]


[image: A close-up of a logo

Description automatically generated with medium confidence]
Doctor/Practice Name Address
Phone







        IPL PATIENT CONSENT FORM; SKIN REJUVENATION	

CLIENT INFORMATION
NAME:		DATE:		

GENDER:	❑F    ❑M	D.O.B.	

FITZPATRICK SKIN TYPE	

SKIN CONDITION/S TO BE TREATED:	

The ZYE® LASER uses the latest advances in light treatment technology to offer reliable and predictable skin improvement treatments. It promotes collagen production, and helps to remove unsightly blemishes and restore a smooth, even complexion. It can be used on a range of skin types, and is ideal for treating problems such as skin laxity and wrinkling, sun damage, acne and some types of pigmented and vascular lesions.

TREATMENT AND AFTERCARE	
· Your practitioner will cover your eyes with eye pads and/or dark glasses. A cool gel will be spread over the area of skin to be treated. The surface of the handpiece is placed against your skin and you will be aware of the pulses of light flashing. You will feel a slight sting, as if a rubber band is being snapped against your skin, but this is minimal because of the adjustable Contact-Cooling® system built into the ZYE® LASER
· The length of the treatment will depend on the size of the area being treated. At the end of the treatment, a cooling and moisturising cream or gel and sunblock, if required, will be applied. This treatment does not involve any downtime, so you will be free to resume your day’s business when the treatment is complete.
· If there is any mild swelling, you might be given a cold pack to apply to your skin for a few minutes.

DISCLAIMER: This sample documentation/consent form is for general information purposes only and not intended as legal advice.  Cryomed does not accept liability for its contents. It is essential that each clinic customise the consent form according to treatment procedure, state law requirements, specific local requirements, language and insurance compliance. Cryomed does not make any representation, guarantee or warranty, express or implied or assume any liability or responsibility for the accuracy or completeness of the contents of this sample form. You should seek your own legal advice independently or though your insurance policy provider along with insurance advice. 

· You must protect your skin with a good sunblock at all times.
TERMS OF USE: This form should be reviewed periodically to ensure that its contents are current. Cryomed Australia cannot and does not recommend standard operating procedures related to the practice of medicine. Cryomed does not accept liability for its contents. It is essential that each clinic customize the consent form according to treatment procedure, state law requirements, and language. Cryomed does not make any representation, guarantee or warranty, express or implied or assume any liability or responsibility for the accuracy or completeness of the contents of this sample form. You should seek your own legal advice independently or through your insurance policy provider along with insurance advice. Practitioners and staff are responsible to ensure that patients receive accurate information concerning the nature, risks and costs associated with a given procedure or treatment. 
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POTENTIAL RISKS AND COMPLICATIONS OF IPL TREATMENT
ZYE® LASER photorejuvenation involves relatively little risk and no downtime. The surface of the skin is not removed, and this contributes to the relatively easy recovery and low risk of severe side effects.
Potential short-term risks include:
· Mild bruising
· Swelling
· Blistering
· Scabbing
· Changes in the skin’s pigmentation (may be more severe and last up to several months) 
In the majority of patients, these issues will resolve by themselves within a few weeks.
CONSENT FOR ZYE® LASER TREATMENT
· I have requested to undergo ZYE® LASER treatment for
❑Pigmentation	❑Redness 		❑Rejuvenation		❑Other ________
· I acknowledge that results can vary, depending on the individual, and that a number of factors, such as skin colour and condition can affect treatment outcomes.
· I declare that I have not had any other Laser or IPL treatment of any kind in the last 21 days, and I agree not to seek any further treatment within 21 days of this treatment.
· I understand that to achieve optimal results, I will need several treatments.
· I agree to refrain from direct sun tanning and sun tanning booths while I am undergoing treatment.
· I have read the list of medications that may make me photosensitive, and have disclosed all medications I am currently taking to my treating practitioner.
· I have provided a full disclosure of all requested information to my practitioner.
· I understand that there may be some degree of discomfort during and after treatment, including inflammation, bruising and redness.
· I agree  to  follow  all post-procedural care  instructions  as  I am  directed, and   I understand that not to do so could compromise the results of the treatment.
· I consent to the taking of photographs of the area to be treated before each treatment, and also at any follow-up consultations. I give my consent for these photographs to be used for the purposes of education and research, and for information about the procedure on this clinic’s website, on the understanding that my identity will not be disclosed and that I will not be identifiable from the photographs.
Patient’s Initials:
Please mark any conditions or medications that apply to you in the boxes below:

❑Scepticaemia	❑Easily bruised	❑Skin lacerations	❑Heart disease
❑Pregnancy	❑Recently tanned      ❑Active cold sores	❑Bleeding disorders
❑Lupus	❑Scleroderma	❑Vasculitis	❑Induced photosensitivity
❑Diabetes	❑Gold injections	❑Polycystic Ovarian Syndrome
If you have ticked any of the above boxes, you will be referred to a medical doctor for consultation prior to undergoing ZYE® LASER treatment.
CONTRAINDICATED MEDICATIONS:
❑Anti-coagulants	❑Cortisone	❑Insulin	❑Roacutane or Retin-A
❑Steroids	❑Tranquillisers	❑Antipsychotics	❑Thyroid medication
❑Other (please indicate): 	



PATIENT’S  SIGNATURE:		DATE:	


PRACTITIONER/NURSE NAME:	


PRACTITIONER’S SIGNATURE:		DATE:	
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