nuCORE-LASER HAIR REMOVAL – INFORMED CONSENT
Patient Name: _______________________________
Date of Birth: _____________ Phone: __________________
Treatment Area(s): _______________________________________
Provider / Clinic: ________________________________________

PROCEDURE DESCRIPTION
Laser Hair Removal uses concentrated light energy to target melanin in hair follicles, damaging the follicle to reduce future hair growth. Multiple treatments are required because hair grows in cycles, and results vary by individual.

EXPECTED RESULTS
· Progressive reduction of unwanted hair
· Hair may regrow finer, lighter, or slower
· No guarantee of permanent hair removal
· Maintenance treatments may be required

RISKS & POSSIBLE SIDE EFFECTS
While uncommon, the following may occur:
· Temporary redness, swelling, or discomfort
· Blistering, crusting, or scabbing
· Hyperpigmentation or hypopigmentation
· Burns or scarring (rare)
· Paradoxical hair growth (rare)

PRECAUTIONS & CONTRAINDICATIONS
I understand that Laser Hair Removal may not be recommended if I:
· Am pregnant or attempting to become pregnant
· Have active skin infections, open wounds, or herpes outbreaks in the treatment area
· Have a history of keloid scarring
· Have used isotretinoin (Accutane®) within the last 6–12 months
· Have recently tanned (sun, tanning bed, or self-tanner)
· Am taking photosensitizing medications
· Have certain medical conditions or skin disorders
I have disclosed all medical conditions, medications, and skin concerns to my provider.

PRE- & POST-TREATMENT CARE
I understand that:
· Sun exposure must be avoided before and after treatment
· Shaving is allowed; waxing, plucking, or threading is not
· Multiple sessions are required for optimal results
· Proper aftercare reduces the risk of complications

ALTERNATIVES
Alternative methods include shaving, waxing, depilatory creams, electrolysis, or choosing no treatment.

CONSENT & ACKNOWLEDGMENT
By signing below, I confirm that:
· I have read and understand this consent form
· My questions have been answered to my satisfaction
· I voluntarily consent to Laser Hair Removal treatment
Patient Signature: _______________________________
Date: ___________________
Provider Signature: ______________________________
Date: ___________________

