nuCORE-Picosecond Laser Treatment Consent Form

Patient Name: _______________________________
Date of Birth: _______________________________
Treatment Date: ______________________________
Provider / Clinic Name: _______________________

DESCRIPTION OF THE PROCEDURE
Picosecond laser treatment uses ultra-short pulses of laser energy (measured in picoseconds) to target pigment, ink particles, and/or stimulate collagen production in the skin. The laser energy breaks targeted material into microscopic particles that are gradually eliminated by the body’s natural processes.
Picosecond laser treatments may be used for, but are not limited to:
· Tattoo removal
· Pigmented lesions (sun spots, age spots, freckles)
· Melasma (when appropriate)
· Acne scarring
· Skin texture and rejuvenation

EXPECTED BENEFITS
While results vary, potential benefits may include:
· Reduction or removal of unwanted pigment or tattoo ink
· Improvement in skin tone, texture, and clarity
· Stimulation of collagen and elastin production
Multiple treatments may be required to achieve optimal results. No guarantee or assurance has been made regarding the outcome of treatment.

POSSIBLE RISKS & SIDE EFFECTS
Although generally safe, picosecond laser treatments carry potential risks, including but not limited to:
· Redness, swelling, and mild discomfort
· Temporary darkening or lightening of the skin (hyperpigmentation or hypopigmentation)
· Blistering, crusting, or scabbing
· Petechiae (small pinpoint bleeding under the skin)
· Infection (rare)
· Scarring (rare)
· Incomplete pigment or tattoo removal
Side effects are typically temporary but may persist for weeks or months in some cases.

PRECAUTIONS & CONTRAINDICATIONS
I confirm that I do not have any of the following unless disclosed to my provider:
· Pregnancy or breastfeeding
· Active skin infection, open wound, or inflammation in the treatment area
· History of keloid scarring
· Recent sun exposure, tanning bed use, or self-tanner in the treatment area
· Use of photosensitizing medications (e.g., isotretinoin/Accutane within the past 6–12 months unless cleared by provider)
· Active herpes simplex outbreak in the treatment area
I understand that failure to disclose medical history may increase the risk of complications.

POST-TREATMENT CARE
I understand that proper aftercare is essential and may include:
· Avoiding sun exposure and using broad-spectrum SPF
· Avoiding picking, scratching, or exfoliating treated areas
· Following all post-treatment instructions provided by my provider
Failure to follow post-treatment instructions may result in adverse outcomes.



PATIENT ACKNOWLEDGEMENT & CONSENT
Please initial each statement below:
☐ I have read and understand the information provided above.
☐ I have had the opportunity to ask questions, and all questions have been answered to my satisfaction.
☐ I understand the risks, benefits, and alternatives to picosecond laser treatment.
☐ I understand that results are not guaranteed and multiple sessions may be required.
☐ I consent to photography for medical documentation purposes (if applicable).

CONSENT
I hereby authorize and consent to picosecond laser treatment as performed by qualified medical or licensed aesthetic personnel under appropriate supervision.
Patient Signature: _______________________________
Date: _______________________
Provider/Witness Signature: ________________________
Date: _______________________

