
Mountain State Dermatology Laser Consent Form

Date:      ______________                           Patient: __________________________              DOB:     ______________

I authorize Dr. Norton to perform the following therapy on me:  

__ Hair Removal, Location: __________________________________________________________________________

__ Vascular Lesion, Location:_________________________________________________________________________

I certify that I have been fully informed by Dr.Norton of the risks, possible complications and alternative 
treatments of this procedure. I have been informed of the following:

- The laser produces an intense, but gentle, burst of light that fragments and removes pigments without damaging the 
surrounding tissue. To protect my eyes from the intense light, I will have my eyes covered with an opaque material or 
protective glasses throughout the entire session.

- Risk and complications of this laser treatment include scarring, hypopigmentation (lightening of the skin), and 
hyperpigmentation (darkening of the skin).

- Depending on the size, type, age, and color of the lesion/area to be treated multiple treatments may be required and 
complete clearing may not be possible.

- Immediately following the laser treatment the area will have a white/grey color and pinpoint bleeding may occur. This 
discoloration will then change to a dark reddish/purple color and blisters or crusting may appear. This discoloration may 
last 7-14 days.

- Improper care of the treated area may increase the chance of scarring or textural changes to the treated areas. I further 
agree to follow all post procedure care instructions as I am directed. If I have any problems, I will report it immediately to 
Mountain State Dermatology for treatment.

-  I agree to refrain from tanning outdoors or indoors (i.e. tanning beds) and use sunscreen to the treated areas for the 
duration of my laser treatments. I understand tanning does increase the risk of scarring and lightening/darkening of the 
skin of the treated area.

-  I understand that if I have been on Accutane (a medication for acne) within the past six (6) months I should refrain from 
having laser treatments due to the increased risk of scarring.

- I understand certain medical conditions such as lupus, keloid scarring (large raised scarring), blood clotting disorders, 
and epilepsy are contraindications for laser therapy. Medications such as Accutane and anti-coagulants (asprin/coumadin) 
can cause fragile, dry skin and increase bleeding. I attest that I have disclosed my medical details and current 
medications to my provider.

- I understand that if I have a history of cold sores near the area to be treated I may need to take an oral medication prior 
to my treatment. This prevents a reactivation of the virus that causes cold sores.

I hereby authorize the proposed laser therapy and guarantee payment as agreed.

I certify that I have read and understand all the information presented to me and have had my questions answered before 
signing this form.

Signed:   ____________________________                    Date: _________________________
             (Patient or person legally authorized to consent for patient)

Witness: _____________________________                  Date:__________________________


