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Patient NAME:  ______________________________________________________________________ 

Laser Treatment: ____/_____/______   Body area to be treated: ____________________ 

 Have you been tanning or had any significant sun exposure in the  

 Last 7 days?                                                                                       Y   N 

 Do you have permanent cosmetics or tattoos ?           y   N  

 Are you wearing any lotions, oils, cosmetics or deodorants?  

 [in area being treated]                                                                    y   N 

 Are you on any medications which may cause sun sensitivities? 

 If yes, please list: ________________________________________                  y   n 

 Have you started any new medications / supplements since your 

Last visit? If yes, please list: _____________________________                 y   n 

Have you taken Accutane within the last 6 months?               Y   n 

Are you prone to cold sores? If yes, are you taking an anti-viral  

Medication? _______________________________                                      y   n 

Have you tweezed or waxed your hair in the last 6 weeks?  

[only for laser hair removal]                                                       y   n 

Are you using any products containing glycolic, salicylic, lactic, 

Or any alpha hydroxy acids or Prescription Tretinoin?         Y    n                  

Have you taken any aspirin within the last 10 days?                Y    n 

I have answered these questions truthfully & I am aware it is my responsibility                

to inform the doctor / laser tech / nurse of my current medical or health                   

conditions & to update my history. 

 

Patient Signature: _________________________________________________        date: ____/_____/________     
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