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THE SANCTUARY

DR. K. WM. KITZMILLER’S DERMASPA

FOR CONDITIONING AND REJUVENATION



SANCTUARY DermaSpa

9509 Montgomery Rd. Cincinnati, OH 45242 · 513.842.5863 · sanctuarydermaspa.com

PATIENT INFORMATION/MEDICAL HISTORY

Name:____________________________________
Date:_____________
Age:________

Address:________________________________________________________________


Street



City

State

Zip Code

Phone: Home:__________________
Work:________________Cell:________________

Date of Birth:______________  Marital Status:______________________
Employer:__________________________________  Occupation:_________________

Emergency Contact:__________________________  Relationship:________________


Phone: Home:_________________  Work:_______________ Cell:____________

Primary Doctor:____________________Address:_______________________________

Health History

Medication (prescription and over the counter; vitamins, herbal medications)

________________________________________________________________________

________________________________________________________________________

Allergies:_______________________________________________________________

Surgeries/Dates:_________________________________________________________

Family History:  (Please list any family illnesses)

Maternal:_______________________________________________________________

Paternal:_______________________________________________________________
Personal History of any of the following (check all that apply)
__Heart Disease

__Diabetes

            __Neuro-Muscular Disease


__Blood Thinner
            __Auto-immune Disorders
__Hormonal Imbalance
__High Blood Pressure           __Liver Disease

__Cold Sores/Fever Blisters

__Other                                   __Recent Sun Exposure                __Skin Cancer
__Photo-Sensitizing Medication  __Other______________________________________
Cosmetic Procedures:__________________________________________________
Are you? Pregnant_______
and/or   Nursing______

Do you? Smoke____ Drink Alcohol______  Amount per day_____________________

The above information is true and accurate to the best of my knowledge.

________________________________________________
_________________
Patient Signature






Date
_________________________________________________           _________________
Physician Signature






 Date 
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THE SANCTUARY

DR. K. WM. KITZMILLER’S DERMASPA

FOR CONDITIONING AND REJUVENATION



SANCTUARY DermaSpa

9509 Montgomery Rd. Cincinnati, OH 45242 · 513.842.5863 · sanctuarydermaspa.com
INFORMED CONSENT SKIN REJUVENATION
Patient name _______________________________________________

Treatment sites _____________________________________________

I duly authorize _____________________________ to perform the Aurora Skin Rejuvenation procedure and any other measures which in their opinion may be necessary.

I understand that the Aurora is a device used for skin rejuvenation and that clinical results may vary in different skin types.  I understand there is a possibility of short-term effects such as reddening, mild blistering or scabbing, temporary bruising and temporary discoloration of the skin; as well as the possibility of rare side effects such as scarring and permanent discoloration.  These effects have been fully explained to me _______ (patient’s initials)

Clinical results may vary depending on individual factors, including medical history, skin type, patient compliance with pre/post treatment instructions, and individual response to treatment.

I understand that treatment by the Aurora Skin Rejuvenation system involves a series of treatments and the fee structure has been fully explained to me _______ (patient’s initials)

I certify that I have been fully informed of the nature and purpose of the procedure, expected outcomes and possible complications, and I understand that no guarantee can be given as to the final result obtained.  I am fully aware that my condition is of cosmetic concern and that the decision to proceed is based solely on my expressed desire to do so.

I confirm that I am not pregnant at this time, and that I have not taken Accutane within the last 6 months.  I do not have a pacemaker or internal defibrillator.  I do not have a history of keloid scarring, have not had deep chemical or mechanical peeling within last 2 weeks preceding treatment, and do not have poorly controlled diabetes.  

I consent to the taking of photographs and authorize their anonymous use for the purposes of medical audit, education, and promotion.

I certify that I have been given the opportunity to ask questions and that I have read and fully understand the contents of this consent form.

_______________________________________________________________________

Patient Signature




Print Name                Date

___________________________________________________________________

Witness Signature                                                                         Print Name                 Date



SKIN REJUVENATION CONSULTATION

	Personal Information

	Name
	
	Home Phone
	

	Address
	
	Work Phone
	

	City
	
	Province
	

	Postal Code
	
	Date of Birth
	

	Referred by
	
	Sex
	Male/ Female


	Medical History

	Bleeding disorder, bruise easily
	
	Endocrine / hormone issues
	

	Pigmentation disorder
	
	Pacemaker / defibrillator
	

	History of cold sores
	
	Accutane within 6 months
	

	History of keloid scarring
	
	History of skin cancer
	

	Dermatological conditions
	
	Photoallergic
	

	List any medications taken
	

	Medical conditions
	

	List any allergies
	


Contraindications: 

· Tanned skin (active or passive)
· Pacemaker or internal defibrillator

· Accutane taken in last 6 months

· History of keloid scarring

· Any abnormal or undiagnosed pigmentation should be avoided

· Atypical moles or malignancy

· Non-intact skin (i.e. sores, psoriasis, eczema, infection, rash) should be avoided 

· Recent chemical or mechanical peeling in treatment area (within 2 weeks)

· Laser resurfacing in treatment area within 3 months

· Any medical condition involving impairment of skin structure, esp. healing patterns

· Poorly controlled diabetes

· Pregnancy

Precautions: (treat with caution if patient has any of following risk factors) 

· Medications that may cause photosensitivity to light 580-980 nm

· Healing impaired 

· History of skin cancer in treatment area, family history of melanoma

· Nickel allergy.  Test patients that have known nickel sensitivity, the electrodes are nickel-plated.

· Wait 2 weeks before/after injectable or filler procedures in treatment area.

Skin Rejuvenation consultation cont’d

	Skin Type Assessment

	Fitzpatrick Skin type 
	I    II    III    IV    
	Ethnicity
	

	Tan present
	Yes / No
	Sunscreen daily?
	Always/ Sometimes/Never

	Skin care regimen
	

	Vascular lesions
	

	Pigmented lesions
	

	Textural irregularities
	


*Improvements achieved by each treatment may not be evident until weeks later.  
	Hair Assessment

	Location (circle)
	Upper lip     Chin     Sideburns     Forehead     Cheeks     Other_________

	Hair density
	Sparse/ Medium/ Dense
	Hair thickness
	Fine/ Medium/ Coarse

	Hair color
	
	Other
	


*counsel patient that hairs in treatment area may also be reduced or miniaturized as result of skin rejuvenation treatment.  Base line photos/photo documentation is recommended.
Possible Side Effects:
· Temporary mild discomfort from treatment, may feel warmth or tingling

· Temporary swelling, redness in treatment area

· Temporary ‘darkening’ of pigmented lesions before becoming lighter

· Superficial scabbing, crusting or blister

· Transient or permanent dyschromia from epidermal injury

Treatment Schedule:
· Treatment done at monthly intervals.  May retreat as soon as 3 weeks for some patients.

· 5 treatments in treatment series.  Some lesions may fade significantly after a single treatment.  Collagen stimulation is a delayed and cumulative response, 5 treatments recommended for this indication.

· Maintenance treatments may be done to help maintain results, or to treat new lesions.

*Clinical guidelines for skin rejuvenation currently exist only for skin types I-IV.  Treatment for darker skin types is under investigation, and should only be attempted by experienced practitioners.

Aurora DS/SR Treatment Record

CLIENT NAME:







SKIN TYPE:
I
II
III
IV
V
VI


	Date
	Tx

area
	Optical fluence
	RF

fluence
	Pulse type
	ISL %
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Patient Name:__________________________________Date:_______________

BOTOX                                   COSMETIC FILLER  1-4 Syringes per treatment                         

Glabella 1-30 units____                               Nasolabial fold___                                                                                      
Forehead 1-30 units____                              Marionette___

Crows 1-30 units_____                                 Cheeks___

Lip 1-6 units (1:1) ratio____                          Jaw___

Above Brow 1-4 (1:1)____                             Brow___

Masseter 1-8____                                            Fine Lines: Lip line, crow’s feet, facial____

Chin 1-8____

Bunny Lines 1-8____

**Hyperhydrosis up to 100 unit vial 1:4 per Axillary____ 

PHOTO FACIALS Skin Types I-IV                       
Face, Neck, Chest___         

Body___      

HAIR REMOVAL
Appropriate Candidates for Gentle Max Pro Laser Hair Removal                                                      

Face___                      Body___                                                               

FRACTORA
Face____         Body_____

FORMA

Face___

Body____

ST- REFIRME- All Skin Types                                                                                  
Face, Neck, Chest____

MEDICAL GRADE PEELS- PT APPROPRATE CANDIATE

· 33% + higher___

TRET.​​___ ​​​                                    HYDROQUINONE 4%___                                   LATISSE___

      Script Given for Valtrex 500mg day before tx & 1 day of tx____

PHYSICIAN SIGNATURE:​​​​​​​​​​​​​​​​​​​​​​​___________________________________________DATE____________


Use of Photographs for Medical Education, Science, or Research

Explanation

This consent form authorizes this clinic and individual members of the clinic’s staff to use these photographs for medical education, teaching, or research.  Under no such circumstances will any publications or material bear your name.  Your refusal to consent to the use of these photographs for medical education teaching or research will in no way influence your treatment.

Consent

I understand the photographs taken of me shall be used for medical records, and, if in the judgment of the medical health care professional, medical research, education, or science will be benefited by their use, such photographs and information relating to my case may be published and republished, either separately or in conjunction with each other, in professional journals or medical books, or used for any other purpose which my health care professional may deem proper in the interest of medical education, knowledge, or research.

I waive the rights that I may have to any claims for payment or royalties in connection with any exhibition, televising, or publication of these photographs.

I release and hold harmless the clinic, staff, and consultants from any liability in connection with the use of such materials.

I understand that the foregoing consent is subject to the following limitation:

Under no circumstances will any such publication, film photograph, video tape or material exhibited contain my name unless voluntarily disclosed by me.

_____________________________________
______________________________

Patient Signature




Print Name                Date
_____________________________________
______________________________

Witness Signature




Print Name                Date 

SANCTUARY DermaSpa

9509 Montgomery Rd. Cincinnati, OH 45242 · 513.842.5863 · sanctuarydermaspa.com
CANCELLATION POLICY

Sanctuary DermaSpa has set policies regarding cancellations and late or missed appointments. This will allow us to provide quality care along with ample time for treatments and consultations. We take pride in our technology and the quality of training that our staff provides to all of our clients. Therefore, by executing these policies we will be better able to serve you.

Cancellations, Late, and Missed Appointments

A Sanctuary DermaSpa staff person will notify you by phone concerning your upcoming appointment within 48 hours of the scheduled date. Therefore, if it’s necessary to cancel and/or reschedule an appointment, we require a 24-hour notice. In the event an appointment is cancelled less than 24 hours prior to the appointment, your account will be charged 100 % of the cost for the service(s) booked for that day and time. The charge applies to all services. (Exceptions will be reviewed by a staff supervisor.) 

Refunds

There are NO REFUNDS on packages. A package may be interchangeable with other treatments or services in the event that you are unsatisfied with your current package. 
By signing this policy, you agree to accept the terms and conditions regarding your appointment(s). Additionally, you are fully aware and agree, that your account will be charged for each scheduled service cancelled, missed, or a late arrival for you. 

Patient Signature







Date
