


If you have a history of Herpes simplex virus in the treated area, we recommend preventive 
therapy. 

4. Bleeding: Pinpoint bleeding is rare but can occur following pigmented and vascular lesion 
treatment procedures. Should bleeding occur, additional treatment might be necessary. 

5. Skin tissue pathology: Energy directed at skin lesions may potentially vaporize the lesion. 
Laboratory examination of the tissue specimen may not be possible. Only clearly benign 
pigmented lesions can be treated. Check with your doctor for a clearance for the treatment. 

6. Allergic reactions: In rare cases, local allergies to tape, preservatives used in cosmetics or 
topical preparations have been reported. Systemic reactions (which are more serious) may 
result from prescription medicines. Allergic reactions may require additional treatment. 

7.Wear sunscreen of SPF 50 or higher before and after treatment to protect your skin. We 
highly recommend you use sunscreen at all times. 

8. I understand that exposure of my eyes to light could harm my vision. I will keep the eye 
protection on at all times during the treatment session. 

9. Compliance with the after-care guidelines is crucial for healing, prevention of scaring, hyper-
pigmentation, and hypopigmentation. Occasionally, unforeseen mechanical problems may 
occur, and your appointment will need to be rescheduled. We will make every effort to notify 
you prior to your arrival to the office. Please be understanding if any inconveniences occur. 

ACKNOWLEDGEMENT 

I authorize you to perform a Pulsed Light System procedure and understand that procedures 
may be modified to ensure my safety and the safety of others during Covid – 19. I agree that 
the clinic has taken all the necessary precautions to provide me with a safe treatment and I 
consent to being in close parameters with my technician in accordance to the measures put in 
place. I understand that the Clinician reserves the right to terminate the treatment immediately 
if I show symptoms of feeling unwell.  

My questions regarding the procedure have been answered satisfactorily. I understand the 
procedure and understand the risks. I hereby release (individual) and (facility) and (doctor) 
from all liabilities associated with the above indicated procedure. 

Client/Guardian Signature _______________________ 

Date _______________________ 

Practitioner Signature _______________________ 

Date _______________________ 


