Gentle YAG Patient Consent
I authorize Orlando Dermatology Med Spa, under direction of Dr. Lateef to perform Candela Gentle YAG therapy for:

Laser Hair Removal  _____

Please read each line carefully and initial by the X to confirm that you understand and agree with the following:

The Candela Gentle YAG is a device that produces an intense gentle burst of light that fragments and removes the hair with selective destruction without harming the surrounding tissue. To protect my eyes from intense light I will wear laser protective glasses X _____

For best results I have been informed that multiple treatments will be necessary. X _____

I understand that laser hair removal is FDA approved for hair reduction (possible long term hair removal) because all lasers target only the color/pigmented hair Orlando Dermatology cannot guarantee 100% elimination through laser hair removal. Based on years of study, the majority of the hair will not grow back; any hair that does grow back will be lighter and finer. X_____
 I understand insurance does not cover laser hair removal treatments and understand this policy and agree to pay all cost to Orlando Dermatology Med Spa. X ______

I understand that in order to achieve hair reduction, hair with no pigment (color) including blond, grey, and light hair will need to be treated with electrolysis. X ____

I have been informed that I cannot be treated if I have used Accutane within the last 6 months or other photosensitive drugs. I understand that if I ask Orlando Dermatology Med Spa will provide me with a list of photosensitive drugs. X ____

I understand that scarring, blistering, hypo pigmentation or hyper pigmentation is possible risk and complications of this procedure. X _______

I understand that I must stay out of the sun 48 hours post treatment and wear sun block on the treated area to prevent any complication. Orlando Dermatology Med Spa will provide me with a list of pre and post procedure instructions. X______

I HAVE READ AND UNERSTAND ALL INFORMATION PRESENTED TO ME BEFORE SIGNING THIS CONSENT.

Patient Signature or legal parent/guardian: ______________________ Date: _________

Witness: _________________     Date: __________

