[PRACTICE / CLINIC NAME]
[Address  •  Phone Number  •  Email]
LASER HAIR REMOVAL — MEDICAL HISTORY FORM
Alexandrite & Long-Pulse Nd:YAG Laser Treatment
Patient Information
	Full Name:

	Date of Birth:


	Phone Number:

	Today's Date:




Treatment Area(s) Requested:  ____________________________________________________________
Skin Type (Fitzpatrick I–VI, to be assessed by provider):  ____________________
Skin & Hair History
	Have you tanned (sun, tanning bed, or spray tan) in the last 4 weeks?
	☐ Yes
	☐ No



	Do you have a history of keloid or hypertrophic (raised) scarring?
	☐ Yes
	☐ No



	Do you have any active skin infections, open wounds, sunburn, or rashes in the treatment area?
	☐ Yes
	☐ No



	Do you have a history of cold sores / herpes simplex in or near the treatment area?
	☐ Yes
	☐ No



	Have you had any tattoos or permanent makeup in the treatment area?
	☐ Yes
	☐ No



	Have you had previous laser hair removal, electrolysis, or waxing in this area?
	☐ Yes
	☐ No



	Do you have any moles, skin lesions, or areas of concern in the treatment area?
	☐ Yes
	☐ No



Medical Conditions (check all that apply)
	☐ Diabetes
	☐ Vitiligo

	☐ Epilepsy / seizure disorder
	☐ Lupus

	☐ Keloid scarring history
	☐ Psoriasis or eczema (active)

	☐ PCOS / hormonal disorder
	☐ Thyroid disorder

	☐ Bleeding/clotting disorder
	☐ Autoimmune disease

	☐ Herpes simplex (cold sores)
	☐ Photosensitivity disorder

	☐ Cancer (current or history)
	☐ Pacemaker / implanted device

	☐ Pregnant or breastfeeding
	☐ None of the above



If any boxes above are checked, please explain:


Medications & Topical Products
	Are you currently taking Accutane (isotretinoin), or have you in the last 6 months?
	☐ Yes
	☐ No



	Are you taking any photosensitizing medications (e.g., antibiotics, retinoids, St. John's Wort)?
	☐ Yes
	☐ No



	Are you using topical retinoids, hydroquinone, or other exfoliating skincare on the treatment area?
	☐ Yes
	☐ No



	Are you taking blood thinners (e.g., aspirin, warfarin)?
	☐ Yes
	☐ No



Please list all current medications and supplements:


Allergies
Known allergies (medications, topical products, latex, etc.):  ____________________________________________________________
Patient Attestation
I certify that the information provided above is accurate and complete to the best of my knowledge. I understand that withholding or providing inaccurate medical information may affect the safety and outcome of my treatment. I agree to notify the clinic of any changes to my health or medication history prior to future sessions.

	Patient Signature
	Date


