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1880Howard Ave, #203
Vienna, VA 22182

703.356.6143

HEALTH HISTORY INFORMATION FOR IPL & LASERHAIR REMOVAL

NAME: TODAYʼSDATE:
LAST, FIRST M.I

HOME ADDRESS:
DATEOF BIRTH: AGE: SEX: FEMALE MALE
HOME PHONE: CELL PHONE:
EMAIL:
I consenttothis email addressbeingaddedtotheMedSpaandwill beusedtosendemail newsletter,whereI will getinformation on
specials andpromotions. YES NO
LEAVE MESSAGES AT: HOME CELL EMAIL

OCCUPATION:
PRIMARY CARE PHYSICIAN | PHONE NUMBER:

IN CASE OF EMERGENCY, WHO SHOULD BE NOTIFIED? [nameandphone]

UNLESS OTHERWISE INDICATED,WE HAVE PERMISSION TOCOMMUNICATE CHANGES IN
YOUR HEALTH STATUS,INCLUDING SURGERY, TO OTHER PHYSICIANS PARTICIPATINGIN YOUR
CARE. YES MAY NOTIFY NO,PLEASE DONOTNOTIFY

DO YOU HAVE ANY MAJOR MEDICAL PROBLEMS, SERIOUS ILLNESS? YES NO
IF SO,PLEASE LIST:

PLEASE LIST ALL PRIOR SURGICAL PROCEDURES ANDDATESPERFORMED:

PLEASE LIST ALL INJECTABLE PROCEDURES {Botox, Jevederm,Restylane,Collagen,etc.}AND
DATESPERFORMED:
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MEDICAL HISTORY

DO YOU HAVE A PACEMAKER OR DEFIBRILLATOR?............................................................. YES NO
DO YOU SUFFER FROM “PHOTOSENSITIVITY” {EXTREME SENSITIVITY TOSUNLIGHT}.......... YES NO
DO YOU HAVE A HISTORY OF EASY/EXCESSIVE HYPERPIGMENTATION?.................... YES NO
DO YOU FORM KELOID SCARS?..................................................................................................... YES NO
DO YOU HAVE ANY METAL IMPLANTS?...................................................................................... YES NO
DO YOU WEAR CONTACT LENSES?............................................................................................... YES NO
HAVE YOU TAKEN ACCUTANE,RETIN A,OR RENOVA IN THE PAST 12MONTHS?......... YES NO
ARE YOU CURRENTLY TAKINGCOUMADIN [Warfarin]OR OTHER BLOOD THINNERS?. YES NO
DO YOU REQUIRE ANTIBIOTICS BEFORE PROCEDURES SUCH AS DENTAL CLEANINGS?........... YES NO
DOYOU SMOKE? YES NO IF YES, HOW MANY PACKSPER DAY?
DO YOU DRINKALCOHOL? YES NO IF YES, QUANTITYPER WEEK?
HAVE YOU EVER HAD AN ADVERSE REACTIONTO LASER OR COSMETIC TREATMENTS?

YES NO IF SO,PLEASE LIST:

ARE YOU ALLERGIC TO ANY MEDICATIONS?............................................................................ YESNO
IF SO,PLEASE LIST:

DO YOU HAVE ANY OTHER ALLERGIES?..................................................................................... YESNO
IF SO,PLEASE LIST:

DO YOU TAKE ANY OF THE FOLLOWING [Pleasecheck all that applyand/orlistadditionalmedications]:
ANTIBIOTICS HORMONES/CONTRACEPTIVES
ANTI-COAGULANTS INSULIN
ANTI-DEPRESSANTS NSAIDS
APPETITE DEPRESSANTS SEDATIVES
ASPIRIN OR IBUPROFEN THYROID MEDICATION
BLOOD PRESSURE MEDICATION OTHER
CORTISONE OR STEROIDS OTHER

ARE YOU TAKING HERBAL PREPARATIONS OR VITAMINS [St.JohnsWort,VitaminE, etc.]?.. YES NO
ARE YOU OR MIGHT YOU BE PREGNANT?.................................................................................. YESNO
ARE YOU TRYING TO BECOME PREGNANT?.............................................................................. YES NO
ARE YOU NURSING?............................................................................................................................ YES NO

HAVE YOU EVER HAD ANY PROBLEMS WITH ANY OF THE FOLLOWING ANESTHETICS?
IF SO,PLEASE SPECIFY:

BLOCK [e.g,dental]: Ineffective|Heart palpitations|Systemicreaction|Other:
LOCAL: Ineffective|Heart palpitations|Systemicreaction|Other:
TOPICAL: Ineffective|Heart palpitations|Systemicreaction|Other:
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HAVE YOU EVER HAD OR DO YOU HAVE ANY OF THE FOLLOWING [Pleasecheckall thatapply]:

Active Infection Hormonal Imbalance
Arthritis Insomnia/SleepingProblems
Asthma Joint Injury
Bleeding Disorders Multiple Sclerosis
BlisteringSunburns Muscle Pain/Spasms
Circulation Problems/BloodClots Neurological Disorders
Cold Sores/Shingles Permanent Makeup/Tattoo
Collagen Disorders Pigmentation Disorders
Diabetes(Type_____) Psoriasis
Easy Bruising Melanoma
Eczema Recent Surgery
Endocrine/Hormonal Issues Scleroderma
Eye Problems Sensitive Teeth
Fatigue Skin Cancer
Fibromyalgia Skin Injury
Headaches/Migraines Stroke
Heart Condition UnusualMoles
Hepatitis VaricoseVeins
High/Low Blood Pressure Vision Deficits
HIV/AIDS Other

SKIN CARE HISTORY AND CONCERNS

PLEASE LIST ANY PRODUCTSTHAT IRRITATEYOUR SKIN:

HAVE YOU HAD UNPROTECTED SUN EXPOSURE OR BEEN IN A TANNINGBOOTH IN THE LAST 2
WEEKS? YES NO

DO YOU USE SELF TANNERS? YES NO IF YES, WHEN WAS THE LAST APPLICATION?
ARE YOU PLANNING A VACATIONIN THE SUN IN THE NEXT 3-6MONTHS? YES NO

HAVE YOU USED ANY OF THE FOLLOWING HAIR REMOVAL METHODS IN THE PAST6WEEKS?:
SHAVING WAXING ELECTROLYSIS PLUCKING/TWEEZING STRINGING DEPILATORIES

PLEASE INDICATE YOUR CURRENT SKIN CARE PRODUCTS/REGIMEN:

THERAPIST/PROVIDERREVIEWED: SIGNATURE _________________________ DATE_____________
THERAPIST PRINTEDNAME:
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EXCLUSIONARY CRITERIA FORM

YES NO I havehad unprotectedsunexposure,useda tanning bedor applieda tanning cream in
the area(s) to betreatedwithin the sixweeksprior tomy first treatment on a regular
basis(tanned skin will not betreatedwith laser). Protected sun exposuremeanswearing
protective clothing or the daily useof an SPF-30or greatersunscreen.

YES NO I haveusedamechanical form of epilation with the sixweeksprior to my first treatment
(this appliesto laserhair removal treatmentsonly.) Mechanical epilation includes
Plucking,waxing,tweezing,electrolysis,threading, or sugaring.

YES NO I havea history of seizures.Flashing lights may trigger a seizure.

YES NO MedicationsI am taking Accutane, anticoagulantsor St.Johnʼs Wort. I am taking a
medication or herbal remedythatmay makemy skin sensitiveto light
(photosensitizing).

YES NO I haveahistory of keloidand hypertrophic scarformation. Although scarring israre,
picking or pulling off scabsorcrusting can resultin scarring. For this reasonit is
recommendedto exclude from treatmentclientswith known tendency to formkeloid
or hypertrophic scars.Clients with this history are evaluatedona caseby casebasisto
determine if treatment can beperformed.

YES NO I havean active infections or am immunosuppressed.(Active infections and immuno-
suppressioncompromisethe healing ability of the body).

YES NO I havean openlesion in the areato betreated.

YES NO I haveahistory ofHerpesI or II within the areato betreated.

YES NO I am usingor haveusedwithin the twoweeksprior to treatmentTretinoin (Retin-A,
Renova) or a retinol product in the areato be treated.

PLEASENOTE A “YES” TO ANY OF THE ABOVE MAYEXCLUDE CLIENT FROMTHE LIGHT THERAPY
(LASER/IPL)TREATMENTS.

PRINT CLIENT NAME:

SIGNATURE: DATE:

WITNESS: DATE:
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MY SPECIFICCONCERNS AND INTERESTS
(Please check all that apply and indicate anyprior treatmentsin spaceprovided)

CONCERNS LIST ANY PRIOR TREATMENT AND
APPROXIMATE DATE(S):

[Accutane/Botox/Peels/IPL/Lasers/Surgery/etc.]

Dry or Oily Skin

Skin discoloration

Brown Spots

Acne I have usedAccutane: Yes No |LastDose:

Rosacea

Fine Wrinkles

Lip Lines

Thin Lips

Nasolabial Creases

Marionette Lines

Loose Skin

AgingHands

Excessive Sweating

Facial/BodyHair

Scars

Facial Veins

Leg Veins

Not Certain

Toenail Fungus

CoolSculpting/BodyContouring

Other

CLIENT SIGNATURE: DATE:
PRINTEDNAME:
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PROVIDER NAME ANDSIGNATURE: DATE:

THE FITZPATRICK SKIN-TYPECHART
Youcan usethis skin-typechart for self-assessment,byaddingupthescore for eachofthe questions
you̓veanswered.Attheendthere is ascale providing arange for eachof thesixskin-typecategories.
Followingthescale is anexplanationof eachoftheskin types.Youcanquickly andeasily determinewhich
skin typeyouare.

GENETIC DISPOSITION
SCORE 0 1 2 3 4

What is the colour of your
eyes?

Light blue,
Grey, Green

Blue, Grey,
or Green

Blue DarkBrown Brownish
Black

What is the natural colour
of your hair?

Sandy Red Blond Chestnut/
DarkBlond

DarkBrown Black

What is the colour of your
skin (non exposedareas?)

Reddish Very Pale Pale with
Beige tint

Light Brown DarkBrown

Do you have freckles on
unexposed areas?

Many Several Few Incidental none

TOTALSCORE FOR GENETIC DISPOSITION:___________

REACTION TO EXPOSURE
SCORE 0 1 2 3 4

What happenswhen you
stay in thesun too long?

Painful
redness,bliste
ring,peeling

Blistering
followed by
peeling

Burns
sometimes
followed by
peeling

Rare burns Never had
burns

To what degreedo you
turn brown?

Hardly or not
at all

Light colour
tan

Reasonable
tan

Tan very easy Turn dark
brown
quickly

Do you turn brown within
several hours after sun
exposure?

Never Seldom Sometimes Often Always

Do you have freckles on
unexposed areas?

Very
Sensitive

Sensitive Normal Very Resistant Never had a
problem
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TOTALSCORE FOR REACTIONTO SUN EXPOSURE: ___________
TANNING HABITS

SCORE 0 1 2 3 4

When did you last expose
your body to sun [or
artificial sun
lamp/tanning cream?]

More than3
months ago

2-3months
ago

1-2months
ago

Less than a
month ago

Less than 2
weeks ago

Did you expose the area
to be treated to the sun?

Never Hardly Ever Sometimes Often Always

TOTAL SCORE FOR TANNINGHABITS: ___________

**Add up the total scoresfor each of the three sectionsfor your Skin Type Score.

SKIN TYPE SCORE -FITZPATRICK SKIN TYPE
0-7 1

8-16 II

17-25 III

25-30 IV

OVER 30 V-VI

TYPE 1:Highly sensitive,always burns,never tans.
Example: Red hair with freckles.

TYPE 2:Very sun sensitive,burns easily,tansminimally.
Example: Fair skinned, fair haired Caucasians.

TYPE 3:Sun sensitive skin, sometimesburns,slowly tans to light brown.
Example: Darker Caucasians.

TYPE 4:Minimally sun sensitive,burnsminimally, always tans tomoderatebrown.
Example: Mediterranean type caucasians,somehispanics.

TYPE 5:Sun insensitiveskin, rarely burns,tanswell.
Example: Some Hispanics, someBlacks.

TYPE 6: Sun insensitive,never burns,deeply pigmented.
Example: Darker Blacks.
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1880Howard Ave, #203
Vienna, VA 22182

703.356.6143

INFORMED CONSENT FORM IPL andLASER HAIR REMOVAL
CLIENT NAME: DATE:
TREATMENT SITES:

I DULY AUTHORIZE NEROLI MEDSPAʼSTECHNICIANS TO PERFORM ______________________
___________________________________________________________________________TREATMENT.

I UNDERSTAND THAT CLINICAL RESULTSMAY VARY DEPENDING IN INDIVIDUAL
FACTORS,INCLUDING BUT NOT LIMITED TO MEDICAL HISTORY, SKIN TYPE, PATIENT
COMPLIANCE WITH PRE AND POST TREATMENT INSTRUCTIONS,AND INDIVIDUAL
RESPONSE TO TREATMENT. INITIALS ___________

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
INITIALS ___________

I UNDERSTAND THAT TREATMENT WITH THE _________________________________INVOLVES
A SERIESOF TREATMENTS AND THE FEE STRUCTURE HAS BEEN FULLY EXPLAINED TO ME
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 ASTO 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.
INITIALS ___________
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I CONFIRM THAT I HAVE INFORMED THE STAFFREGARDING ANY CURRENT OR PAST
MEDICAL CONDITION, DISEASE OR MEDICATION TAKEN. INITIALS ___________

I CONSENT TO THE TAKING OF PHOTOGRAPHSAND AUTHORIZE THEIR ANONYMOUS
USE FRE THE PURPOSE OF MEDICAL AUDIT, EDUCATION AND PROMOTION.
INITIALS ___________
I CERTIFY THAT I HAVE BEEN GIVEN THE OPPORTUNITY TO ASKQUESTIONS AND THAT I
HAVE READ AND FULLY UNDERSTAND THE CONTENTS OF THIS CONSENT FORM.
INITIAL _______

CLIENT SIGNATURE:

DATE
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NEROLI	MED	SPA	
LASER	HAIR	REMOVAL	PATIENT	CONSENT	FORM	

	
I,	the	client,	(patient’s	name)	___________________________________	certify	that	I	have	read	
and	understood	the	content	of	this	informed	consent	form,	and	gave	ACCURATE	information	as	
to	my	health	condition	and	sun	exposure	(A	–	J)	to	AVOID	COMPLICATIONS	SUCH	AS	BURNS.		
	
TREATMENT	AREA	TODAY	(___/___/	20_____):	______________________	
	

	CIRCLE	YES	“Y”	or	NO	“N”	FOR	BEST	RESULTS:	 	
	
A.	Within	the	past	4-6	weeks,	were	you	exposed	to	the	SUN,	like	on	the	beach,		 YES	 NO																							
pool,	walking	outside	for	long	periods,	outside	sports,	vacation…	 	 	 	 	
	 	 	 	 	 	 	 	 	 	 	
B.	Within	the	past	4-6	weeks,	were	you	exposed	to	TANNING	BOOTHS?	 	 YES	 NO	
	
C.	Have	you	used	any	SELF-TANNERS	in	the	past	4	weeks?		 	 	 	 YES	 NO	
	
D.	Have	you	taken	Accutane	(Isotretinoin)	within	the	past	year?	 	 	 YES	 NO	
	
E.	Are	you	using	any	creams	that	contain:	RETIN-A	OR	RETINOL	on		 	 YES	 NO	

the	treatment	area?	(Generally	used	on	the	face)	
	
F.	Are	you	currently	taking	PHOTOSENSITIZING	medication	or	supplements?	 YES	 NO	
	
G.	Are	you	PREGNANT,	suspect	you	may	be	pregnant,	or	nursing?	 	 	 YES	 NO	
	
H.	Is	there	a	presence	or	history	of	active	cold	sores	or	herpes	simplex	virus?	 YES	 NO	
	
I.	Have	you	had	SKIN	CANCER?	 	 	 	 	 	 	 YES	 NO	
	
J.	Have	you	BLEACHED,	WAXED,	TWEEZED	treatment	are	within	last	4-6	weeks?	 YES	 NO	
	
K.	Have	you	had	any	PREVIOUS	HAIR	REMOVAL	procedures	on	requested		 YES	 NO	
treatment	area?	
	
I	UNDERSTAND	that	my	signature	certifies	that	I	have	read	and	understood	that	if	I	did	not	tell	
the	truth	or	am	not	sure	about	any	of	the	following	above,	laser	can	result	in	BURNING,	
SCARRING,	BRUSING,	SCABBING,	BLISTERING	and/or	DISCOLORATION	and	IRRITATION.	
	
	
Patient	Signature:	_____________________________________		Date:	_____/_____/________	
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(NEROLI	MED	SPA	COPY	ON	FILE)	

	 	 	
	

Consent	For	Laser	Hair	Removal	
	
I	______________________________	(patient’s	name),	authorize	the	technicians	at		
Neroli	Med	Spa	to	perform	Laser	Hair	Reduction	treatment(s)	on	me.	There	are	several		
alternatives	to	laser	hair	removal	including	but	not	limited	to	electrolysis,	shaving,	waxing	and	
plucking	or	no	treatment	at	all.		
	
I	understand	that	serious	complications	are	rare	but	possible.	Common	side	effects	include	
temporary	redness,	swelling	and	mild	“sunburn”	like	effects	that	may	last	a	few	hours	to	3-4	
days	or	longer	on	the	treated	area.	Other	potential	risks	include	itching,	pain,	bruising,	burns,	
infection,	scabbing,	blistering,	hypopigmentation,	hyperpigmentation,		
scarring,	and	failure	to	achieve	the	desired	result(s).																												 	 		Initial	____	
	
I	understand	that	a	single	procedure	will	most	likely	fail	to	completely	remove	all	my	unwanted	
hair	on	the	treated	area.	Multiple	treatments	are	required.	Individual	response	will	vary	
according	to	skin	types,	hair	color,	degree	of	tanning,	follow	up	care,	and	the	body	area	being	
treated.		
	
I	understand	that	treatment	can	be	painful,	but	this	is	typically	managed	without	any	pain	relief	
medication.	Discomfort	generated	by	that	laser	pulse	is	most	commonly	described	as	a	rubber	
band	snapping	against	the	skin.	Topical	anesthetics	are	available	to	decrease	any	perceived	
discomfort.	Color	changes,	such	as	hyperpigmentation	(brown/red	discoloration)	or	
hypopigmentation	(skin	lightening),	may	occur	in	the	treated	skin.	This	may	take	several	
months	to	resolve,	if	at	all.	Unprotected	sun	exposure	in	the	weeks	following	treatments	is	
contraindicated	as	it	may	cause	or	worsen	this	condition.	Blistering	of	the	skin	may	occur.	
Scarring	happens	but	is	uncommon.		
	
Lasers	can	cause	eye	injury	and	protective	eyewear	must	be	worn	during	treatment.	I	
understand	that	sun	or	tanning	lamp	exposure	and	not	adhering	to	the	post-care		
instructions	provided	to	me	may	increase	my	chances	of	complications.	I	understand	that	no	
refunds	will	be	given	for	treatments	or	for	treatments	paid	in	advance.	I	have	read,	been	
explained	and	understand	as	well	as	given	the	post-treatment	instructions.	

Initial	____	
	
	
	
_______________________________________________________/_____/________	
Patient	Signature																																					 	 													Date	
	

	


