


______ 7. Photographs: I understand that the physician/technician may choose to take photos of my 
treatment area for the purpose of monitoring my progress.

______ 8. For permanent hair reduction: I understand that there are other options for permanent hair 
reduction such as electrolysis, waxing, and chemical preparations. I understand the difference between 
these options and permanent hair reduction, and I am choosing LASER/IPL as a noninvasive treatment 
for my hair epilation. I also understand that the hair follicles that are treated are permanently destroyed, 
and may not grow back (this is especially important when treating certain areas such as the neck, beard/
moustache area, scalp). Use of the laser is FDA cleared for permanent hair reduction, and it is possible 
that new hairs will grow at some point in the treated areas. Response to treatment varies from patient to 
patient.

______ 9. I understand that my insurance company will not cover the cost of laser therapy, and I am 
responsible for the complete cost of the service. Payment is due at the time of the treatment. I also 
understand that once I have started my treatment program, there are no refunds. 

______ 10. I have received, read and understand the post‐treatment instructions.

______ 11. I agree to refrain from tanning or excessive sun exposure while I am undergoing treatment and 
14 days after my treatment. I understand that direct sun exposure is prohibited while I am undergoing 
treatment and that the use of sun block protection with a minimum SPF 30 is mandatory.

I have been explained the nature and purpose of the LASER/IPL treatment, including any risks and 
possible complications, and has discussed the contents of this form with me. I have read and understand 
this consent form, and I agree to its terms and authorize treatment. I further understand that there are 
no guaranteed results. I will not hold April Marie Glow, LLC or the employees responsible for my 
individual results.  

Patient name (Please Print): ________________________________________________________________________________ 

Patient Signature: _____________________________________________________________ Date: _______________________ 

Parent/Guardian Signature (if under 18): _________________________________________ Date: _________________ 




