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NORTHJERSErLASER.I1SSOCI.I1TE8,LLC. 


History Card 
Name: Date of Birth: -------------------- ­Street Address: City: State: ____ Zip: __ 
Telephone: (Home) (Work) (Cell) ________ 
Email Address: _____________________ 

How Refurred: _______________________ 


Previous Treatments: Yes [ ] No [ ] Date Last Treated: Areas: ________ 

What is your parents' ethnic background: _____________________ 


LOCATION OF EXCESS HAIR: 

[] Sideburns [] Chest [ ] Back ofNeck [ ] Areola [ ] Unibrow 
[] Shoulders [] Buttocks [] Back [] Underarm [] Full Face 
[] Nose [] Anns [ ] Abdomen [ ] Ears [ ] Bikini 
[] Lip [] Chin [] Hands & Feet [] Legs 

Other: 

:MEDICAL HISTORY: 

Are you under a doctor's care? _________________________ 
R~em&rrgeryor~ury: _____________________________ 

Are you currently on any mood altering or depression medication? [ ] Yes [ ] No 
Allergies: _______________________________________ 
Present Medications: 
Are you pregnant? [ ] Yes [ ] No 
Regular periods? [ ] Yes [ ] No Hysterectomy? [] Yes [] No 
Overlin Menopause? [ ] Yes [ ] No Birth Control? [] Yes [] No 
Metal Implant I Copper IUD? [ ] Yes [ ] No 

Have you ever had any of the following? 
Heart Condition? [] Yes [] No Pacemaker? [] Yes [J No 
Cancer Treatment [ ] Yes [] No Hepatitis? (type) [] Yes [] No 
Diabetes? [ ] Yes [] No Acne? [] Yes [J No 
Bleeding Problem? [] Yes [] No Keloids? [] Yes [] No 
Herpes VII [] Yes [] No 

I understand that laser hair removal is not immediately permanent and that a series of treatments is necessary to 
achieve permanent hair reduction. I understand the success of treatments depends largely on my cooperation 
with my treatment schedule and recommendations made by the laser technician. I agree to inform the technician 
ofany changes in my skin after treatment, as well as changes in my general health. 

Print Name: Technician: 
Signature: _________________ Date: 



NOB'FHJERS.I!JrLASEBASSOCIATES,LLC. 

Fitzpatrick Skin Typing 
Skin type I Never Tans, always bums (extremely fair skin, blond/red hair). 
Skin type II Occasionally tans, usually bums (fair skin, sandy to brown hair, greenlbrown eyes). 
Skin type III Often tans, sometimes bums during first exposure to sun (medium skin, brown hair). 
Skin type IV Always tans, never bums (olive skin, brownlblack hair). 
Skin type V Never bums (dark brown skin, black hair) 
Skin type VI Never bums (black skin, black hair) 

Have you ever had a laser treatment before? [] Yes [ ] No 

We do not recommend laser therapy if any ofthe below conditions exists. Please check any box that describes your current health 
condition. Please advise the technician ofany medications you are taking (see form). 

Pregnancy 
Photosensitivity Disorders 
Herpes (active) 
Shingles (active) 
Seizure disorders triggered by light 

. IPIease CU"C e tile c II'OICes tbat best descn eyou and ourskin 
Score 0 1 2 

What is your eye color Light Blue Blue, Gray, I BlueJHazel 
or Green 

What is the natural color of Sandy, Red Blond Dark Blond I 
your hair Light Brown 

What is the color ofyour 
non-exposed skin Reddish Very Pale Pale with Beige 

Tint 
Do you have 
freckles on Many Several Few 

unexposed areas 
What happens Painful, redness Blistering, Burns ­

when you stay too long in blistering, peeling followed by sometimes 
the sun (1st Exposure) peeling followed by 

peeling 
To what degree do you turn Hardly or not at all Light color Reasonable tan 

brown tan 

Do you turn brown after 
several hours Never Seldom Sometimes 

of sun exposure 
How does your Very sensitive Sensitive Normal 

face react to the Sun 

I 

3 
Brown 

Chestnutt 
Brown 

Light Brown 

Incidental 

Rarely burns 

Tan very easy 

Often 

Very resistant 

4 Scores 
Brownish Black 

Black 

Dark Brown 

None 

Never Burns 

Turn dark brown 
quickly 

Always 

Never had a 
problem 

Total! Skin 
Type . 

When did you last expose More than 3 2-3 months 1-2months ago Less than I Less than 2 
your body to sun or tanning months ago ago month weeks 
booth or tan cream ago ago 

When did you last 
expose the area to be 
treated to sun .... "..................... ,. ... ,. ...................... 

More than 3 
months ago 

2-3 months 
. ago 

1-2 months ago Less than I 
month 

ago 

Less than 2 
weeks 
ago i 

~ .. ,. 

Skin Tvne Score 
0-7 

.......................................... 
Fitzpatrick ~kin Typ!: 

I 

...... ............. ............. ,.. ...... " " ................................. ~ .. .. .............. """,, ........ 
Score With . 

Tannin! Habits 

8-16 
17-25 

II 
III 

Type 
Total! Skin 

25-30 IV 
Over 30 V-VI 

....................... "",, .............................. " ........... * .. ~ ................................................................................... ,. .. ______ ~. _. ~ w ~ ...... . 
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NORTHJERSEYLASER JSSOCI.IITE8,LLC. 

SkinAulysis 

Have you used Retin A or Retinol products in the last 2 weeks in the area to be treated? YfN 

Are you currently taking Accutane for acne, or have you taken it in the last year? YfN 
Ifyes,explrun. _________________________________________ 

Have you had a chemical or acid peel on your face in the last 3 months? YfN 
If yes, explrun where and when and what percent? ___________ 


Are you or have you seen a Dermatologist in the last 6 months? YfN 

If yes, are you using Dermatologist strength skincare products? YfN 

List products: ______________________________________________ 


Are you currently using a topical antibiotic on your face for acne? YfN 

Are you currently taking oral antibiotics? YfN 

Have you taken or antibiotics in the last two weeks? YfN 

Do you have any tattoos or body piercing in the area to be treated? YfN 
Where? 

Have you ever been diagnosed with polycystic ovary disease? YfN 

Do you have excessive hair growth? YfN 
If yes, in what areas on the body? _________________________________ 

Do you have a hypolhyperactive thyroid condition? YfN 
If yes, have you had surgery or take medication for the condition? YfN 

Have you seen an Endocrinologist in the last year? YfN 
If yes, explain. ______________________________ 

Have you tried laser hair removal or other methods ofhair removal in the past? YfN 
Ifyes,explrun. __________________________________________ 

Client Signature: _______________________ Date: ________________ 



NORTHJERSEYLASER.ASSOCI.ATE8,LLC. 

CONSENT FORM FOR LASER SERVICES 

I authorize North Jersey Laser Associates and its designated staff to perform Laser Hair Removal on my body. I 
understand that Laser Hair Removal is an FDA-approved treatment method for removing unwanted hair. I have 
been advised of the possible adverse reactions which are as follows: 

PAIN: 

The Laser causes mild discomfort, which can be minimized by applying an anesthetic cream approximately one 

hour before each treatment. LMX is the anesthetic cream that can be bought over the counter in most pharmacies. 

(Check to see if this needs to be ordered by your pharmacist.) 


CRUSTING: 
If superficial crusts form, they should resolve with the gentle care we describe in the after instructions. 

PIGMENT CHANGES: 

Temporary color changes such as hyperpigmentation, which is a brown discoloration, or hypopigmentation, which 

is a skin lightening, may occur. While these can take 3 to 6 months to resolve, they rarely lead to permanent 

scarring (under 1%). 


EYE PROTECTION: 

Protective eyewear must be worn by everyone present during treatments. 


PERSISTENCE OF HAIR: 


Evaluation of Laser Hair Removal is on-going, bnt studies and clinical experience suggest that multiple treatments 

produce long-term hair loss. Although some clients will respond better than others, most clients will experience 

progressive hair loss with each treatment. The Gentlelase has been FDA approved in 1998 for permanent hair 

reduction. The Gendelase produces stable long term hair reduction. 


By signing below,I acknowledge that I have read the adverse reactions above and I feel that I have been 
adequately informed of the risks of laser hair removal treatments. Before each treatment I will inform the laser 
technician if I have taken any new medications since my last treatment or if I have tanned the areas to be treated 
either by sunlight or artificially. I understand that tanned sldn should only be treated with the Vag laser and only 
after being out of the sunlight, tanning beds and/or the use of tanning creams for a minimum of 14 days. I also 
understand that some medications can make my skin photosensitive and either of the aforementioned conditions 
could cause the laser to damage my skin. I have also read and will abide by the Client Instruction sheet for the 
GentIelase and GendeYag Treatments I will agree to comply with the recommended aftercare guidelines which are 
crucial for healing, prevention of scarring and hyperpigmentation. I hereby release North Jersey Laser Associates 
and its medical staff and the specific technician from liability associated with the above. 

Client Signature Date 



NORTHJERSEY.LASER.d.SSOCI.d.TES,LLC. 

CONSENT FOR LASER SERVICES FOR MINORS (UNDER 18 YEARS OLD) 

I autborize Nortb Jersey Laser Associates and its designated staff to perform Laser Hair Removal on my body. I 
understand tbat Laser Hair Removal is an FDA-approved treatment metbod for removing unwanted bair. I bave 
been advised of tbe possible adverse reactions whicb are as follows: 

PAIN: 
Tbe Laser causes mild discomfort, wbicb can be minimized by applying an anestbetic cream approximately one 
bour before eacb treatment. LM:X is tbe anestbetic cream tbat can be bougbt over the counter in most pbarmacies. 
(Cbeck to see iftbis needs to be ordered by yonr pharmacist.) 

CRUSTING: 

If superficial crusts form, tbey sbould resolve witb the gentle care we describe in the after instrnctions. 


PIGMENT CHANGES: 

Temporary color cbanges sucb as byperpigmentation, whicb is a brown discoloration, or bypopigmentation, wbicb 

is a skin ligbtening, may occur. Wbile these can take 3 to 6 montbs to resolve, they rarely lead to permanent 

scarring (nnder 1%). 


EYE PROTECTION: 

Protective eyewear must be worn by everyone present during treatments. 


PERSISTENCE OF HAm: 

Evaluation of Laser Hair Removal is on-going, but studies and clinical experience suggest tbat multiple treatments 
produce long-term bair loss. Altbougb some clients will respond better tban otbers, most clients will experience 
progressive bair loss with each treatment. The Gentlelase has been FDA approved in 1998 for permanent hair 
reduction. The Gentlelase produces stable long term hair reduction. 

I am tbe parentJIegal guardian of and by signing below, I acknowledge that I 
bave read the adverse reactions above and I feel tbat I bave been adequately informed of the risks of laser hair 
removal treatments. Before eacb treatment I will inform tbe laser tecbnician if I have taken any new medications 
since my last treatment or if I have tanned the areas to be treated either by sunlight or artificially. I understand 
that tanned skin sbould only be treated with the Vag laser and only after being out of the sunlight, tanning beds 
and/or tbe use of tanning creams for a minimum of 14 days. I also understand that some medications can make my 
skin pbotosensitive and eitber of the aforementioned conditions could cause the laser to damage my skin. I have 
also read and will abide by the Client Instruction sbeet for tbe Gentlelase and GentleYag Treatments. I also agree 
tbat I bave been instructed to use sunblock on exposed areas immediately following treatment. I will agree to 
comply with the recommended aftercare guidelines whicb are crucial for healing, prevention of scarring and hyper 
pigmentation. I hereby release Nortb Jersey Laser Associates and its medical staff and the specific technician from 
liability associated with tbe above. I bereby state that the minor in my care is also aware and nnderstands the 
terms of this consent. 

Client Signature Date 

Minor's Signature Date 



-----------------------

.lVortA Jerlleg LtUer .I.l1JllOCiB:te8, LLC. 

CLIENT INSTRUCTIONS FOR GENTLELASE AND GENTLEYAG TREATMENTS 

PRE-TREATMENT INSTRUCTIONS: 
1. 	 A void the sun 7-14 days before and after Yag treatments or 4-6 weeks before and after GentleLASE treatments. 
2. 	 You MUST avoid bleaching, plucking, or waxing hair for 4 weeks prior to treatment. 
3. 	 If you have had a history or perioral herpes, prophylactic antiviral therapy may be started the day before treatment 

and continued one week after treatment. 
4. 	 If you have a darker skin type, a bleaching regiment may be started 4-6 weeks before treatment. Also, the use of 

tanning cream must be discontinued at least one week before treatment. . 
5. 	 The laser seeks melanin and it will also be attracted to dark colors. Therefore, if you are treating your bikini area, 

we ask that you please wear white or light-colored undergarments. 
6. 	 Tanned skin can be treated with the GentleYAG laser but avoiding direct exposure to the sun or tanning beds in 

the treatment area is always recommended for at least one week before and after treatments. 

INTRA-TREATMENTS CARE 
1. 	 The skin is cleaned and shaved or left with one day ofnew growth. The use of the topical anesthetic Lidocaine is 

optional for discomfort. 
2. 	 Epidermal melanocytes compete as the chromophore (target) for the 755 or 1064 mm wavelength with melanin at 

the target site. The DCD, or cooling device, will be used with the laser procedure. Protective eyewear will be 
worn by the client and all personnel during the procedure. 

POST-TREATMENT CARE: 
1. 	 Immediately after treatment, there should be erythema (redness) and edema (swelling) at the treatment site which 

may last up to 2 hours or longer. The erythema may last up to 2-3 days. The treated area can feel like sunburn for 
a few hours after treatment. The applications of ice during the first few hours after treatment will reduce the 
discomfort and swelling that may be experienced but we recommend only aloe vera gel after treatment. Rarely, 
minor epidermal blistering may occur in which case triple antibiotic ointment may be applied. If this should 
happen, please contact our office immediately and our nurse will give you further instructions. 

2. 	 Makeup may be used immediately after the treatment unless there is epidermal blistering. It is recommended to 
use ONLY NEW makeup to reduce the possibility of infection. 

3. 	 Avoid sun exposure to reduce the chance of hyper pigmentations or darker pigmentations for 5 to 7 days post 
treatment. Use sunscreen (SPF 25 or greater) at all times throughout the course of treatment. 

4. 	 Avoid picking or scratching the treated skin. Do not use any other hair removal treatment products or similar 
treatments waxing, electrolysis, tweezing or bleaching) that will disturb the hair follicle on the treatment area for 
4 to 6 weeks after the treatment is peITormed. Shaving may be performed. 

5. 	 Call our office with any questions or concerns you may have after the treatment. Return to our office or call for 
an appointment at the fust sign of the return of hair growth. This can mean within 4 to 6 weeks for the upper 
body treated and possibly as long as 4 to 12 weeks for the lower body. Hair regrowth occurs at different rates 
on different areas ofthe body. New hair growtb will not occur for at least three weeks after treatment. 

6. 	 Anywhere from 5-21 days after the treatment, shedding ofthe surface hair may occur and this appears as 
new hair growth. Tbis is NOT new hair growth. You can clean and remove the hair by washing or wiping the 
area with a wet cloth or loofa sponge. 

7. 	 After the axilla (underarms) are treated, use a powder instead of deodorant for 24 hours after the treatment to 

reduce skin irritation. 


8. 	 There are no restrictions on bathing except to treat the skin gently, as if you had a sunburn for the first 24 hours. 

Signed: ____~-_=_=_-------- Date: 
Client Signature 
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NORTHJEBSErLASER.tlSSOCI.tlTES,'LLC. 


Dru that M ", Cause Photosensit.i#ty~" ,ay ,', ",. " ' 

ACNE.MEOItAlIONS 

isotretinoiri (AcaJtane) 


tretinoin (Retin-A) 


ANT1-ARTH~" 
Gold ,salt tlllQ01a!ate·tsOtganoO.. 


ANliNEOP1..ASTJC':MED.lcAllQNs. ' 

datarbazjne(b~) 
fIoorour:acif (Frua oplex;-others) 


metholl:exate(M~.ot:.her,i}, 


~(VeJbali) 


AN1lDEPR~ 


amttriptyflne-(aM~~} 


bopropion 

clonipramiOEi 

<It' desipramil"\{i! ~J>eo-qfrane), 
doxepin (Ada,pln. SineQuan) 

tluoxetine '(Pro:z;<!c) 

imipramine (TofraRiO ' 


maprotiline ' 


mirtazapine (Remuron) 

nortriptyline~,Pa~: 

paroxetine (PaxilJ 

protJiptyline (V'.vactJl) 

sertraJine (Zotaft) 


tJicyclic:s 

bimiprimine(Su.rmontil) 


ANTUiISTAMlNES 

astimizole 


brompheniramine 


cetirizine 


cyproheptadine.{I1:!riactin} 


diphenhyd&:amine:(8.enadryt; others) 


Joratadine {CIaritinJ 

terfena.dine 


ANll-tNf1AMMATORY 
celecoxjp (Cetebrex) . 

ibUprofen (MoDin) 


naproxen (Naprosyh) 


ANTlBIOncs, 


Alithromycin (Zithromax) 


demadocycfine{Declomycin;other5} 


,.~ine:.{VU;n~n;~) 

,~(FLiMcin-UIF.;~ 
~ 

'~"'r~'"':".; 


,lornf!I'Ioxacin-{Maxaquin) 

'''-~lne'(Rondo in)
JI~~."""!:"'" " ITIJC 

'na~ic:adcj:~m;~thers) 


~~~ (Teryarriycin;othefS) 

~ 

~~, 


,~~ 

~ 
..... '.. " '" 

~ 
, '~~met:fJoptiOl (Bacrtim.~, 

5U~ 

sa~1e 


,sa~_'(~n} 

~i~ 

~1JCS 

Ch~I:leJlhoraDne;~ 

.fIiJp.hencfz.io {Permitn;Prolixin) . 

ha~~.l} 
~~ (Trilafoo) 

~·",...ihes' 

~ ""'" ft.,#W ~~I 

~~,(Quide) 

proctI~'(~ne:,~) 

...............~:m....~.,.~ 'n-'Ot.heI's~
fo"~''''''~·"!,,..\~''IICI'' ga! I 

'raspeddane 
~zine~l~} 

~ 

1'riffi~ne.,IStel - . otflers)
"'~~~r-:"!:"', .~, azlne;, 

:~,{VesprtnJ 


~ne~T~riO 

:~WiI)JC:ATJONS' 
:A¢.Elhhibitor'S~ec) 
~:c~) 
~ ICarilizem) 
~.~) 
Idsar:tan 

Iova$tatl~ ~) 
~ '(PravachoJ) 

quii1~lne 

5OO)JdI 

~(Zpcor) 

http:fIiJp.hencfz.io


~~;~~:MaY,'~~~~"~I~~e(r 

Ct:tEiJO;iNG,Ali~ 

~:~: 
~~:~. 
ar:rilloride:~rllOg 
.~.6tJ~ait!tie~~,~: 

~~i:!)
diIOtthaldoae,: 

=::~~ . 
~~~~ 
~~l ' 
q~!~"~jlJr~; , . 

=== 
~ replacerJ.lerit:,b,iPl~tl.e:p~ 
'~"~ 

thlazides-- , ','.' ~ 

~~ 

~..~ 

MditianarpJcmt Icmjf.es; ~: 


~nli?e.:(o~~rAgmi1arl"~~l 
'~opropamide'~Diab~J~'Angel~~l~~:~~l

~t.pee1 (atrus ber,9a,i.;a, '.. ,'. ' gl~iide 
~i"';'>iHa
H"~ 

AlvtvWf.,. 
:~..":"'I-.-­=~~~~ ...·-'-..;~·fJi r:f'~'~~'QJ~,

¢adO! f8mJfy 
'tt:JJbutam.ide.·(bri~'

'Celery(Apium:graveoIensl' , 

Cqw~p,{H~~F.i) .'$U~~toF'Imjnf~ 

Onl (Ant:l:ijur:n:.~J 
 ~ 

. PABA(P~amin:obenzotcacid): 

• The use tit. pOte!it:i.alp~.~Qt.ie Of: in ooi:Qblnatitln>:r;nayinduce hypezplgmeat:ariori,
b~nQl1J~~~~f~o~:~'b.~. ,. . .,. ." 

.. ~.sensi~, to'the,1asert~ ma:y~; 

" Petfol'in a., test '~tjn.' ..m·:,$if:il3.tidn'~ ,... . Wbe ,,' . estloriab:le.., " , ". ,r .. ,:It theoutpOj"ne ls qu . . 

• Always cllec~ OTe .1abeis ibrC(~~teifugI~is, 
~ . ", ". 

http:pOte!it:i.alp~.~Qt.ie
http:Icmjf.es

