Laser Lipolysis — Consultation & Medical History Form
To be completed at initial consultation and reviewed before every session
Section A — Client Details
	Full Name:  ______________________
	Date of Birth:  ______________________


	Phone:  ______________________
	Email:  ______________________


Address:  ____________________________________________________________
	Emergency Contact Name:  ______________________
	Emergency Contact Phone:  ______________________


	Date of Consultation:  ______________________
	Practitioner Name:  ______________________


Section B — Treatment Goals
Treatment area(s) requested:  ____________________________________________________________
Client's stated goals / expectations:  ____________________________________________________________

Practitioner note: confirm goals are consistent with realistic outcomes for a body-contouring treatment before proceeding.


Section C — Medical History Screening
Please answer every question. If you are unsure about any item, mark "Yes" and it will be discussed during your consultation.
	Response
	Condition / Question

	☐ Yes    ☐ No
	Are you currently pregnant or breastfeeding?

	☐ Yes    ☐ No
	Do you have a pacemaker, defibrillator, or other implanted electronic medical device?

	☐ Yes    ☐ No
	Do you have any active cancer or history of cancer in the treatment area?

	☐ Yes    ☐ No
	Do you have a blood clotting disorder, or take anticoagulant (blood-thinning) medication?

	☐ Yes    ☐ No
	Do you have epilepsy or a history of seizures?

	☐ Yes    ☐ No
	Do you have any active skin infection, open wound, or severe skin condition in the treatment area?

	☐ Yes    ☐ No
	Are you taking any photosensitizing medications or supplements?

	☐ Yes    ☐ No
	Do you have diabetes or another metabolic/endocrine condition? If uncontrolled, please specify.

	☐ Yes    ☐ No
	Have you had surgery in or near the treatment area within the last 12 months?

	☐ Yes    ☐ No
	Do you have any known allergy or sensitivity to light-based or laser treatments?

	☐ Yes    ☐ No
	Are you currently taking any other medications or supplements not listed above?

	☐ Yes    ☐ No
	Do you have any other medical condition you believe may be relevant?



Practitioner notes / follow-up on any "Yes" responses:  ____________________________________________________________
:  ____________________________________________________________
Medical clearance obtained (if required)?  Yes / No / N/A — details:  __________________________________________________


Section D — Informed Consent
☐  I confirm that the information I have provided on this form is accurate and complete to the best of my knowledge, and I understand that withholding information may affect my safety.
☐  I understand that laser lipolysis is a body-contouring treatment intended to reduce localized fat, and that it is not a weight-loss treatment or a substitute for a healthy diet and exercise.
☐  I understand that results vary between individuals and cannot be guaranteed.
☐  I understand the treatment process, expected sensations, and possible mild side effects as explained to me by my practitioner.
☐  I understand the signs of an adverse reaction and when I should contact the clinic or seek medical attention.
☐  I consent to before/during photographs and measurements being taken and stored for my treatment records.
☐  I confirm I have had the opportunity to ask questions and that these have been answered to my satisfaction.

	Client Signature:  ______________________
	Date:  ______________________


	Practitioner Signature:  ______________________
	Date:  ______________________




Section E — Pre-Procedure Assessment (completed by practitioner)
	Session Number:  ______________________
	Date:  ______________________


Area(s) to be treated today:  ____________________________________________________________
Any changes to health/medications since last visit?:  ____________________________________________________________
Baseline photos/measurements taken?  Yes / No:  ________________________________________
Patch test performed (if required)?  Yes / No / N/A:  ________________________________________
Cleared to proceed?  Yes / No — practitioner initials:  ________________________________________
Section F — Post-Procedure Record
	Device used:  ______________________
	Settings/protocol followed:  ______________________


	Session duration:  ______________________
	Areas treated:  ______________________


Client tolerance / observations during session:  ____________________________________________________________
Immediate post-treatment skin response:  ____________________________________________________________
Aftercare instructions given (verbal + written)?  Yes / No:  ________________________________________
Next session scheduled for:  ________________________________________

Any adverse reaction, however minor, must be documented in full below and escalated per clinic protocol.
Adverse reaction / incident notes (if any):  ____________________________________________________________
:  ____________________________________________________________

	Practitioner Signature:  ______________________
	Date:  ______________________


