Dr. R. Moulton-Barrett

2-05

Er YAG/ Resurfacing  THERAPY

INFORMED PATIENT CONSENT

________________________________________________________________________________________________
YAG therapy is used for pigmented lesions (hyperpigmentation/lentigos) and tattoos. 

PLEASE INITIAL AND SIGN BELOW:

1.
I, ____________________consent to and authorize the Aesthetic Medicine department and members of the staff to perform YAG/LTP therapy on me.

2.
I understand treatment may involve risks of complication or injury from both known and unknown causes.  I freely assume these risks.  I understand that in some patients, superficial erosions, bruising, blistering, redness and swelling may occur.  I understand that a darkening or lightening of the skin could take place and may persist for many months, and in some cases may be permanent.

3.
Alternate means of treatment and their risks and benefits have been explained to me and I understand that I have the right to refuse laser treatment and choose an alternate course.

4.
Depending on the size and color of the lesion or tattoo being treated, complete clearing may not be possible or take multiple treatments for best results.  I agree to pay a fee for the above mentioned services and I understand that there is no money back guarantee for this cosmetic procedure.

5.
I am aware that I should avoid the sun on treated area until completely healed and use an SPF of 30 or higher ______ (initial)

6.
I am to notify RN or MD should any concerns or questions arise from this procedure ________ (initial)

7.
I am an adult of at least 18 years of age _______ if not, I realize that I must have a parent or legal guardian provide signature approval for me to have laser treatment ________(initial).

8.
The nature and purpose of the treatment has been explained to me and any questions I had regarding the treatment have been answered to my satisfaction _______ (initial)

10.
The undersigned MD and/or RN hereby certifies that he/she has discussed with this patient all of the foregoing matters, including the risk and benefits of the treatment.

________________________________________________________________________

Patient Signature:





Date:

Witness:






Date:

03.29.04

