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Consent Form

Name:

Address:

Phone Number:

Email address:

Please circle
Are you using RETIN-A, DIFFERIN, OR RENOVA (ie anti-aging products)? YES NO
Are you taking any medications that make you photosensitive? YES NO
Have you taken ACCUTANE with the past year? YES NO
Do you frequent tanning beds? YES NO
Are you currently sunburnt? YES NO
Are you diabetic? YES NO
Are you allergic to Lidocane Prilocaine, Benzocaine, Tetracaine, and/or Epinephrineor any
numbing products? YES NO

Please circle

Do you currently have or have you had any of the following medical conditions that could
compromise your skin and/or services being offered:
AIDS/HIV ECZEMA/PSORIASIS COLD SORES/FEVER BLISTERS VARICOSE VEINS
CANCER HEPATITIS HERPES HAEMOPHILIA

Caution:

If you are using any of the following medications, you cannot be get your service today:
- ACCUTANE - ADAPALENE - ISOTRETINOIN - RETIN-A - RENOVA - ALUSTRA - AVITA -
TAZAROTENE- TRETINOIN - AVAGE - DIFFERIN- BLOOD THINNERS

You may experience skin sensitivity/swelling/irritation, which can result in reactions,
from the following: SUNBURNED SKIN, RETINOL, CERTAIN MEDICAL CONDITIONS,
PREGNANCY, ANTIBIOTICS, OTHER MEDICATIONS NOT LISTED, MENSTRUATION, RECENT
LASER SKIN TREATMENT, ROSACEA OR VERY SENSITIVE SKIN, USING HYDROQUINONE,
RECENT SURGICAL PEEL, MICRODERMABRASION OR CHEMICAL PEEL USING GLYCOLIC,
ALPHA HYDROXY, SALICYLIC ACID, OR OTHER ACID-BASED PRODUCTS, DRY SKIN, TAKING
PREDNISONE OR STEROIDS.

CONSENT AND SIGNATURE:

1 UNDERSTAND THAT IF | BEGIN USE, OR ARE CURRENTLY USING, ANY OF THE
PRODUCTS LISTED IN THE ABOVE WARNING AND DO NOT INFORM THE
ESTHETICIAN PRIOR TO CURRENT OR FUTURE TREATMENTS, | ACCEPT FULL
RESPONSIBILITY FOR ANY ADVERSE REACTIONS. | WILL FOLLOW ALL
AFTERCARE INSTRUCTIONS EXAVCTLY AS PRESCRIBED

CLIENT SIGNATURE & DATE:



Confidential Skin Health History

NAME _ S

DATE

Please answer the following confidential questions so that we may have a better understanding of your
general health and lifestyle, thereby enabling us to accurately analyze and assess your skin care needs.

PERSONAL INFORMATION: Age Date of Birth / /
Address City State Zip

Home Phone Mobile Best ume to reach AM  PM
Email Are you a smoker?! Yes No

List all medications taken

Allergies

Are you currently under the care of a physician? Yes No
If yes, for what condition(s)? Are you pregnant! Yes No

Please circle any of the following you have been treated for:

Skin Disease Acne Cold Sores High Blood Pressure Diabetes Cancer Hormane Therapy
Your daily stress level is: Mild/Low Medium/Average High/Intense
How much water do you drink a day? How often do you exercise! -

Do you have any metal implants in your body?  Yes No  If yes, where?

Ethnic Background __Occupaton

YOUR SKIN:

On a scale of | to 10 (I = Horrible, 10= Fantastic), please rate how you feel about the overall look of your skin
How often do you wear facial sunscreen?  Everyday Occasionally Only when I'm outside

If you go in the sun without sunscreen, how often will you burn?
Always Most of the Time Sometumes Rarely Burn Very Rarely | never Burn

When was your last sun burn? Use of tznning beds:  Daily Once a weel Occasionally  Never

Please list any cosmetic procedures you have had in the last 12 months

What skin care line are using?

Describe your daily skin care routine:

What is the most important improvement you would like to see in your skin

Do you receive any of the following procedures regularly?
Waxing Facial Injections Microdermabrasion Chemical Peels Other

l understand the information | have provided above is true and correct. |also understand that all information
stated is strictly confidential and will not be shared outside of this facility due to HIPPA regulations.

Signature Date




Informed Treatment Consent ]

NAME
TREAMENT DATE

The instructions and guidelines provided in this informed consent should be followed by all individuals receiving a Professional
Resurfacing Treatment.
Please read and initial after each paragraph acknowledging that you have read and understoad all of the information presented.

PROFESSIONAL RESURFACING TREATMENT

. This Professional Resurfacing Treatment is a superficial peel designed to improve the texture and appearance of your skin. Your participation
in your treatment will determine the outcome. It is important that you strictly adhere to all instructions that your treatment specialist has
provided.

2. No guarantee is expressed or implied as to the precise results, peeling times, or discomfort.

- Depending on the treatment, you may experience some temporary redness, stinging. or warm flushing. During the next few hours, you may
experience some tightening of the skin which may last for several days.

. For most individuals. a light flaking begins within 48 hours. It is impossible to pre-detarmine how much peeling will occur.

. Dark spots may appear darker before shedding off.

- Depending on the treatment, the shedding process usually subsides within 2-7 days.

- Lack of flaking or peeling is NOT an indication that the treatment was unsuccessful. If you do not notice actual peeling, you are sull receiving
all che benefits of your treatment such as improvement of skin tone, texture, and appearance of fine lines and hyperpigmentation. There are a
number of reasons why some people may not experience peeling such as severe sun damage, having peels regularly with short intervals
between treatments, and frequent use of Retin-A, Retinol, or AHAs.

9. Depending on the treatment performed and your individual skin health, the follewing reactions may occur in some individuals:

Prolonged redness, irritation, flakiness, dryness, sensitivity, and in rare instances severe allergic reactions,

(%)

~N o

INDIVIDUALS WHO SHOULD NOT BE TREATED

|. A Professional Resurfacing Treatment SHOULD NOT be performed on people with active cold sores or warts, skin wich open wounds,
sunburn, excessively sensitive skin, dermatitis or inflammatory Rosacea in the area to be treated, or an autoimmune discase.

2. You should not have a Professional Resurfacing Treatment if you have a history of allergies, rashes, other skin reactions. cancer, or may be
sensitive to any components of this treatment.

3. This treatment is not recommended if you have taken Accutane (or its generic form) within the past year, or received chemotherapy or
radiation therapy.

4. With the exception of Lira Clinical's Beta-C Plus, Vita Brite Refresher with PSC and Pumpkin Plus Definer with PSC treatments, this treatment

should not be administered to
pregnant or breastfeeding (lactating) women.

“Inform your treatment specialist if you have any of the above concerns, a history of herpes simplex, or are allergic to aspirin.

PRE-TREATMENT GUIDELINES

Unless otherwise instructed to do so by your treatment specialist:

I. One week prior to treatment avoid waxing, electrolysis, Laser Hair Removal, prescription retinoids/retinoid-like compounds (Retin-A,
Renava, Differin, Tazorac), products containing Retinol, AHAs, BHAs, Benzoyl Peroxide, or any exfoliating products that may be drying or
Irritating on the area to be treated,

2. Individuals who have medical cosmetic facial procedures must wait untl skin sensitivity completely resolves before having a Professional
Resurfacing Treatment.

POST TREATMENT GUIDELINES

Itis crucial to the health of your skin and success of your treatment that these guidelines be followed:

- Itis imperative that you use the prescribed Lira Clinical BIO Recover Kit to heal and protect the skin which includes mandatory daily sun
protection.

2. Avoid direct sun exposure for at least 48 hours.

3. Your skin may be mare sensitive after your treatment so avoid strenucus exercise for at least 24 hours,

4. Do not pick or pull the skin.

5

6

- When cleansing, do not scrub or use a wash cloth.

- Wait until all flaking and peeling is complete before returning to your regular heme care routine or having additional professional
treatments.

7. Immediately notify your treatment specialist of any concerns.

CONSENT

| hereby give my consent & authorization, and voluntarily release from any claims implicd
or stated that | have or may have in the future with this treatment, regardless of result. | am stating that the treatment and precautions above
have been explained to me in detail and that | fully understand. If | am under the care of a physician, | have discussed the treatment plan with my
physician for prior approval.

SIGNATURE: DATE:_




Fitzpatrick Skin Type Evaluation

NAME

DATE

Please answer the questions below. Circle the appropriate response to each of the items to

arrive at a total score.

Genetic Disposition

Score:

0

2 3 4
What 1s the calor of your eyes? Lighr Bk Gy, e L e Blue Dark Brown Brownish Black
Green Green
he: /Darl -~
What s the natural color of your han? Sandy Red Blond — hé;:::)D" ‘ Dark Brown Black
WWhat 1 shan? ale witl J "
AL B Erusiu i O Reddish Very Pale Falany Bege Light Brown Dark Brown
(non exposed areas) Tine
Do you have fieckles on unexposed areas? Many Several Few Incidental Naone
Total Score for Genetic Disposition:
Reaction to Sun Exposure
Score: 0 I 2 3 4
What happens when you stay in the sun Painful redness, foBIII:::;:!”ﬁy Burns someumes Ry s NS BEe
teo long? blistering. peeling sl followed by peeling
ge
‘ Turn darx bre
To What degree do you turn brown/’ Hardly o Light color tan Reasonable tan Tan very easy urn dark brawn
not at all quickly
Do you turn brown within several hours /
after sun exposura? Never Seldom Somenmes Often Always
How does your face react to the sun! Very sensitve Sensiive Norinal Very Resistant Never had a problem
Total Score for Reaction to Sun Exposure:
Tanning Habits

Score:

When did you last expose your body (o sun
(or aruficial sunlamp/tanning cream)?

Over 3 nonths

2.3 months ago

-2 months ago

Less than a month ago

Less than 2 weeks ago
£

Rg(l
Do yauexpas ‘:;::T‘::, R Never Hardly ever Someumes Often Llways
Total Score for Tanning Habits:
TOTAL SCORE | FITZPATRICK TYPE
This will confirm your skin type which will be reviewed at time of consulta-
Gel ! tion.

8-16 Il

b i YOUR TOTAL SCORE: .

25-30 v

Over 30 Vv



