New Patient Information
Name: ___________________________
Birth Date: _______________
Age: _______
Address:_________________________________________________________
Sex: M / F
City: _______________________________
State: __________
Zip Code: __________
Home: _______________________ Cell: ___________________ Cell Provider: ___________________
E-Mail: ______________________________________________________________________________
Emergency Contact: _____________________________Telephone: _____________________________
Allergies: _____________________________________________________________________________
How did you hear about The Spa at Mecca? ____________________________________
Please put a check mark next to the procedures which you would like to receive more information:
___Acne Treatment
___Brown Spots
___Botox
___Sun Damage
___Enhanced Skin Rejuvenation
___Broken Capillaries
___Collagen Augmentation
___Spider Veins/Leg Veins
___Wrinkles
___Hair Reduction
___Skin Toning or Pore Size Reduction
___Shaving bumps/ingrown hair
___Facial Redness
Please put a check mark next to a past or current medical condition:
___Lupus or other auto-immune deficiency
___Pulmonary embolism/blood clot
___Pregnancy
___Leg ulcer or Phelbitis
___Bleeding abnormalities
___Blood thinning medication
___Treatment with Accutane in the last year
___Coumadin anti-clotting agents
___Treatment with Tetracycline in the past
___Rheumatoid Arthritis “Gold” Therapy
___Cystic Acne
month
___Keloid or very thick scarring
___Herpes simplex or fever blisters
___Psoriasis or Vitiligo
___Diabetes
___Epilepsy
___Waxing/Plucking/Electrolysis within the last
___Scars that turn white or brown
four weeks
___Dark spots after pregnancy, skin injury
___Hirsutism
___HIV
___Transplant Anti-Rejection Drugs
___Hepatitis
___Chemical Peels, Dermabrasion, Laser
Resurfacing or Face Lift
Please list any medication or herbal supplements that you are currently taking:
_____________________________________________________________________________________
_____________________________________________________________________________________
Patient Signature:______________________________________________

Date: ______________

Pre – Procedural Instructions Laser Hair Removal Treatments








No retinols 1 week prior
No sun exposure
No Accutane 6 months prior
No Doxycycline / Tetracycline 1 month prior
Shave area prior to treatment (day of)
Please take picture of area prior to shaving

~---

~'~

VENUS VELOCITY
Velocity Laser Hair Removal
Informed Consent Booklet
INSTRUCTIONS
This Informed Consent Booklet has been prepared by ot:mdoctors to.help inform you about the potential benefits, associated risks and
alternatives of the Velocity Laser (Hair Removal) Treatment.
During your consultation and medical assessment, the physician will have reviewed with you the potential benefits, associated risks and
alternatives ofthe Velocity Laser that are outlined in this booklet They will have also provide you with answers to any and all questions you may
have had about the procedure.
It is important that you read the information contained in this booklet carefully and completely. Only when all of your questions and concerns about
the procedures have been addressed should you then initial each page, indicating that you have read and fully understood all of the items that this
booklet discusses. When you reach the end of the booklet, please sign the consent for the procedure as proposed by the doctor _ _. If you have
any-remaining questions or co!'lcerns_ aboutthe potential benefits, associated risks or alternatives of the Velocity, do not initial any pages or sign the
consent withoutspeaking with the doctor.

INTRODUCTION
Velocity Laser(Hair Removal) Treatments are advanced, proven, high-tech hair removal procedures. Published studies indicate that Laser
Treatments can significantly reduce the appearance of unwanted hair with very little maintenance.
Velocity Lasertreatmentconsists of directing laser energy at the skin. The energy disables the growth center ofthe hair, called the hair
follicle. This is possible through a process of "selective photothermolysis", whereby the energy injures only those tissues around the
target, which is absorbed by it. At the base of the hair follicle and hair shaft are pigmented cells. The light emitted from the laser has
a specific energy level and lasts a specific duration such that it's absorption is maximized by the pigment in the hair follicle. When
the energy is absorbed, the heat released is sufficient to disable the hair follicle, which interrupts its ability to produce ahair shaft
(selective photothermolysis). While delivering the energy to the hair follicle, it is important to cool the skin to avoid injury. An
advanced cooling crystal is integrated in the applicator to ensure comfort and safety.
Following Velocity Laser {Hair Removal) treatments, there may be a minor degree of redness and puffiness to the skin, with some tingling discomfort
thatusuallydisappearswithin 1hourto2days. You may apply makeup, body lotion and sunscreen immediatelyand retumtoyourregulardaily
activities with no "downtime·. It is advisable to avoid hot showers, saunas or excessive sweating for a few hours posttreatmentto avoid irritation. /tis
highly recommended you discuss a maintenance program to maintain the cosmetic improvements you obtain with yourVelocity Laser treatments.
Before beginning aVelocity Lasertreatmentprogram you mustfirst attend an Assessment and Information consultation with aTreatment
Professional, during which your skin type, hair concerns, expectations and goals will be assessed and discussed. The Treatment Professional will
work with you to select the best treatment or combination of treatments for your unwanted hair concerns, expectations and aesthetic goals. The
estimated duration and cost ofeach session or series ofsessions will also be provided to you. Ifyou area candidate, you may schedule your
treatments and test spots at the time of this initial consultation.

POTENTIAL BENEFITS OF VELOCITY LASER HAIR REMOVAL TREATMENTS
The most obvious potential benefits are a long term reduction of unwanted hair.
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RISKS ASSOCIATED WITH VELOCITY LASER HAIR REMOVAL TREATMENTS
Although the vast majority of Velocity Laser (Hair Removal) treatment clients never experience any of these complications, you should discuss each
of them with a Treatment Professional to ensure you fully understand the alternatives, risks, potential complications and average outcomes of
Velocity treatments.
·
Discomfort: The Velocity Laser (Hair Removal) treatments are very well tolerated in-office treatments. Client comfort may optimized with the
use ofatopical anesthetic cream and askin chiller, but the integrated parallel cooling tip on the Velocity applicator often provides an
acceptable level of comfort during the procedure. With these treatments you may experience a minor and tolerable degree of heat and/or
tingling discomfort with each treatment, especially when many active hair follicles are present.
Skin Wound; It is exceedingly rare for Velocity Laser (Hair Removal) treatments to cause a bum, blister or skin irritation/wound. This is more
of a risk in darker or tanned skin types. If a bum, blister or skin wound develops it may take 5-1 Odays to heal, and, in extremely rare instances,
may leave a noticeable whitening or darkening of the skin or, even more rarely, ascar. Burns, blisters or skin wounds are much more common
if you do not follow the recommended use of sunscreen and avoidance of sunlight, self tanners, UV light and fluorescent light exposure after
treatment.
Scarring: Occurs less than 0.1 %. If you have developed a wound and a scar, the scar may end up being flat and white (hypotrophic), large
and red (hypertrophic) or extend beyond the margins of the injury (keloid). Subsequent treatment or surgery may be required to improve the
appearance of the scar. The scar may be permanent. Not following pre and post treatment instructions may increase the likelihood of askin
wound or scar.
Pigment Change: With the laser energy used in Velocity (Hair Removal) treatments, there is a small risk of <1 % of temporary
hyperpigmentation Uncreased pigment or brown discolouration) or hypopigmentation (whitening of the skin). Usually these pigment effects are
temporary and resolve over several weeks or months. Permanent hyperpigmentation or hypopigmentation is very rare and may occur in less
than 1% of cases.
Sun Exposure: Sun exposure to the treatment area immediately aftertreatment and for one month following the treatment may also
increase the risk of pigmentary changes in the treatment area.
Bruising: It is exceedingly uncommon to have any skin bruising following treatment. If bruising occurs, it can be camouflaged immediately and
will usually resolve in 8-1 Odays. As the bruising fades, there may be a rust-brown discoloration of the skin (hyper pigmentation) that may
take special creams to fadeaway.
·
Infection: Velocity Laser(HairRemoval) treatments involve no cutting, surgeryorskin penetration, and thus infection is exceedingly rare.
Excessive Redness and Swelling: Rarely, a minor degree of redness and/or puffiness of the skin may follow treatment and usually lasts 1-2
hours. This may persist, in rare instances, for 1-2 days. A mild steroid cream (0.5% hydrocortisone available atthe clinic) or ice application, will
usually settle this.
Velocity Laser (Hair Removal) treatments will leave your skin photosensitized for 48 hours after each treatment and you must avoid sunlight/UV
light. Failure to do so could result in significant redness and swelling that may be quite disfiguring and may increase the rare risk of
complication, such as blisters, scarring and pigmentation changes.
Fragile Facial Skin (hair removal on the face): The skin overlying the treatment area may become quite fragile. Although uncommon, the
fragile skin can become reddened and the outer layer may peel off, much like a blister. This usually settles in 8-1 Odays. Fragile skin or blisters
may be more common if post-care instructions are not followed
If you are subject to cold sores, please notify your Treatment professional, as cold sore eruptions can be common with laser treatments, you
may need to go on an anti-viral medication during your treatment.
Accutane - An oral acne medication that must be discontinued 6 months prior to treatments.
Additional Treatment- In most instances, it is recommended that you have maintenance Velocity Laser (Hair Removal) session every 3-6
months after completion of the initial course to maintain your results.
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Lack ofSatisfaction- Your response issubjectto variation as not all patients or hairwill respond the same, but on average, almost 100% of
patients who have undergone treatment report a noticeable reduction in the their unwanted hair beginning after the first treatment. However, there is
a risk that you may not see an appreciable reduction in the area of unwanted hair.
Pregnancy-Although no known adverse reactions upon afetus are known to result we do not recommend proceeding with treatment if you are
known to be pregnant.

There are many variable conditions in addition to risks and potential complications listed above that may influence the long-term result from Velocity
Laser(HairRemoval) treatments. Even though risks and complication scan occurinfrequently, the risks cited in this booklet are particularfor
Velocitylaser(HairRemovaQtreatments. Othercomplicationsand risks can occurbutareeven less common. Should complications occur,
additional surgery or treatment may be required. The practice of medicine is not an exact science. Although good results are expected, there is not
aguarantee or warranty expressed or implied as to the results that may be obtained. Infrequently, it is necessary to perform additional treatment to
improve your results.

ALTERNATIVES TO THE VELOCITY LASER
Vl/~ng

HEALTH INSURANCE
Unwanted hair is a cosmetic concern and poses no medical or health care threat. Most health insurance companies, including OHIP, exclude
coverage for these treatments.
Complications that may occur from such treatments are usually considered a health care concern and may be covered. Please carefully review your
health insurance subscriber-information pamphlet, if you have a private insurance carrier.

FINANCIAL RESPONSIBILITES
You will be responsible for necessary payments. Additional costs may occur should complications develop from treatment. There are no refunds
once a treatment has been performed.

DISCLAIMER
Informed Consent Booklets are used to communicate information about the proposed treatment of a condition along with disclosure of risk and
alternative treatment( s}. The informed consent process attempts to define principles of risk disclosure that should generally meet the needs of most
patients in most circumstances.
What, the doctor ,, ,,,, has discussed with you and has been included in this booklet are the material risks both common and uncommon that the
doctor feels a reasonable person would want to know, understand and consider in trying to decide if the proposed treatment of
a condition is
something they would like to proceed with.
However, Informed Consent Booklets should not be considered all-inclusive in defining other methods of care and risk encountered. The doctor,·
may provide you with additional ordifferent information that is based on all the facts in your particular case and the state ofmedical knowledge.
Informed-consent documents are not intended to define or serve as the standard of medical care. Standards of medical care are determined on the
basis of all of the facts involved in an individual case and are subject to change as scientific knowledge and technology advance and as practice
patterns evolve. '
It is importantthat you read the above information contained on this and all preceding pages carefully and have all of your questions answered by
the doctor~ , · before signing the consent on the last page.
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Consent for Procedure and/or Treatment
I have received the following information/informed consent booklet for:
VENUS VELOCITY LASER HAIR REMOVAL

1.

Iherebyauthorize The :spa at Mecca physician and/or such assistants as may be selected to perform the following procedure and/or
treatment:

2.

I recognize that during the course of the procedure/treatment unforeseen conditions may necessitate different procedures than those above. I
therefore authorize the above physician and/or assistants or designees to perform such other procedures that are in the exercise of his or her
professional judgment necessary and desirable. The authority granted under this paragraph shall include all conditions that require treatment
and are not known to my physician at the time the procedure is begun.

3.

Aspartoftherequirementsofthe treatment protocol

4.

I acknowledge that no guarantee has been given by anyone as to the results that may be obtained.

5.

Iconsenttothe photographingortelevising ofthe procedure(s) to be performed, including appropriate portions ofmy body, for medical,
scientific or educational purposes, provided they do not reveal my identity. These photographs and videos may be used for medical meetings,
advertising, or any promotional or public relations purposes.

6.

For purposes of advancing medical education, I consent to the admittance of observers to the treatment room.

7.

I understand that the signature of the witness (if a non-physician) on this document indicates only that the signing of my name has been
observed and not that the witness has necessarily provided information regarding the procedure.

8.

IT HAS BEEN EXPLAINED TO ME BY MY PHYSICIAN AND/OR ASSISTANTS IN A WAY THAT I UNDERSTAND:
i.
ii.
iii.
iv.

·· , my chart may be subject to a peer review for quality control.

THE ABOVE TREATMENT OR PROCEDURE TO BE UNDERTAKEN
THERE MAY BE ALTERNATIVE PROCEDURES OR METHODS OF TREATMENT
THERE ARE RISKS TO THE PROCEDURE/TREATMENT PROPOSED
ANY QUESTIONS I MAY HAVE ASKED HAVE BEEN ANSWERED TO MY SATISFACTION

I CONSENT TO THE PROCEDURE AND/OR TREATMENT AND THE ABOVE LISTED ITEMS (1-9).
I AM SATISFIED WITHTHE EXPLANATION.

Patient or Person Authorized to Sign for Patient

Please Print Name Here

DATE

WITNESS
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