CONSENT FOR LASER/LIGHT BASED TREATMENT
I authorize Dr. Siruvella and the dedicated staff at Signature Medical Aesthetics to perform
laser/ pulsed light cosmetic treatments on me, including but not limited to deep tissue heating,
hair removal, treatment of pigmented lesions, vascular lesions, acne, and/or wrinkles or tattoo
removal. I understand that the procedure is purely elective, that the results vary with each
individual, and that multiple treatments may be necessary.
I understand that: 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. Pigment changes, including hypopigmentation (lightening of the skin) or
hyperpigmentation (darkening of the skin), lasting 1-6 months or longer may occur. In addition,
freckles may temporarily or permanently disappear in treated areas. Other potential risks
include crusting, itching, pain, bruising, burns, infection, scabbing, scarring, swelling, and failure
to achieve the desired result. Lasers/intense light can cause eye injury and protective eyewear
must be worn during treatment. I understand that a series of treatments may be required to
achieve the desired result.
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 consent to photographs being taken to evaluate treatment effectiveness, for medical
education, training, professional publications or sales purposes. Photographs revealing my
identity will not be used without my written consent. If my identity is not revealed, these
photographs may be used and displayed publicly without my permission.
Before and after treatment instructions have been discussed with me. The procedure as well as
the potential benefits and risks have been explained to my satisfaction. I have had all my
questions answered. I freely consent to the proposed treatment.
Patient's Signature:
__________________________________________________________________
Date: ___________________
Print Name:
__________________________________________________________________________

Witness Signature:
____________________________________________________________________
Date: ___________________
Print Name:
_________________________________________________________________________
Initial Here and date each treatment.
#2______________
#6_________

#3_____________

#4 ____________

#5____________
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Cosmetic Procedure Contract

I, _____________________________________, agree to the treatment plan and fees regarding
the following laser/light source procedure(s) discussed with me by the staff at Signature Medical
Spa. Signing this contract does not obligate me to have this procedure(s) performed. It is
designed to inform me of the costs of the procedure(s) and the policies involved in cancellation
and payment.
The following fees have been quoted and are expected at time of treatment:
Procedure(s):___________________________________________________________
Treatments Required: _______________ spaced __________ weeks apart.
Cost per Treatment: $ __________________________________________________
These fees are guaranteed until ________________________________________
I understand and accept the following financial arrangement:
The entire cost of each procedure is to be paid in full at the time of service. This may be paid by
cash, pre- approved check, MasterCard/VISA or Care Credit or divided between any of these
payment methods. Elective cosmetic procedures are not covered by insurance.
Reservation Policy:
We understand that life is busy and emergencies arise and we will understand missing one
appointment, however, should a client miss an appointment or cancel a procedure less than one
(1) business day prior to the scheduled time a second time, a cancellation fee of $50.00 may be
charged.
Thank you for visiting Signature Medical Aesthetics.
Client Signature_____________________________________Date________________

Witness Signature___________________________________ Date________________

CLIENT TREATMENT NOTES
Client: ____________________________________________

Chart # ___________________

Date:
Treatment Notes:

Date:
Treatment Notes:

Date:
Treatment Notes:
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LASER/LIGHT TREATMENT SHEET
Date of
Service
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Treatment
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Setting
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Clinician

