nuCORE-CONSENT FORM – ERBIUM GLASS LASER TREATMENT
Patient Name: ________________________________
Date of Birth: ________________________________
Date of Treatment: ____________________________
Provider / Clinic: _____________________________

TREATMENT DESCRIPTION
Erbium Glass Laser treatment is a non-ablative fractional laser procedure designed to improve skin tone, texture, fine lines, wrinkles, acne scars, and mild skin laxity by stimulating collagen production in the dermis while preserving the epidermis.
Multiple treatment sessions may be required to achieve optimal results.

INDICATIONS
This treatment may be used to improve the appearance of:
· Fine lines and wrinkles
· Acne scars and superficial scars
· Skin texture irregularities
· Mild skin laxity
· Dyschromia and photodamage
Results vary by individual and are not guaranteed.

PRECAUTIONS & CONTRAINDICATIONS
I acknowledge that I have informed my provider if I have or have had any of the following:
· Pregnancy or breastfeeding
· Active skin infection, open wounds, or inflammatory skin condition in the treatment area
· History of keloid scarring or abnormal wound healing
· Use of isotretinoin (Accutane®) within the past 6–12 months
· Recent sunburn, tanning, or use of self-tanning products
· History of herpes simplex virus (cold sores) without prophylaxis
· Photosensitizing medications
· Autoimmune or connective tissue disorders affecting healing

POSSIBLE RISKS & SIDE EFFECTS
I understand that possible side effects may include, but are not limited to:
· Temporary redness, swelling, or warmth
· Mild discomfort or sensitivity
· Dryness, flaking, or itching
· Temporary hyperpigmentation or hypopigmentation
· Acne flare or milia
· Rare risk of infection, scarring, or prolonged redness
Most side effects are temporary and resolve within several days.

POST-TREATMENT CARE
I agree to follow all post-treatment instructions provided, including:
· Avoiding sun exposure and using broad-spectrum sunscreen
· Avoiding heat, strenuous exercise, and harsh skincare products as directed
· Keeping the treated area clean and moisturizer.


CONSENT & ACKNOWLEDGMENT
By signing below, I acknowledge that:
· The procedure has been explained to me
· I have had the opportunity to ask questions
· All my questions have been answered to my satisfaction
· I understand the risks, benefits, alternatives, and limitations
· I voluntarily consent to Erbium Glass Laser treatment

Patient Signature: _______________________________
Date: ______________________
Provider Signature: ______________________________
Date: ______________________

