
New Client Intake TODAY’S DATE:

HOW DID YOU HEAR ABOUT DEFYNE?
Billboard Flyer/Coupon Event

Online Search Flyer/CouponFriend Referral
Name:

LAST NAME FIRST NAME

STREET ADDRESS APT #

BIRTH DATE

STATE

HOME PHONE #CELL PHONE #

(       )(       )

CITY

EMAIL

ZIP

GENDER

PLEASE HELP US ASSESS YOUR SKIN TYPE (Check all that apply)

Ethnicity:       Caucasian       African-American       Hispanic/Latin       Asian       Polynesian       Mediteranian
 Skin Type               Skin Color  Reaction to Sun w/i 45 minutes

Type 1 - 2             Caucasion/White/Pale
Type 3 Light Brown/Asian/Hispanic/Medit. 
Type 4 Med. Brown/Hispanic/Polynesian/Asian     
Type 5-6  Dark Brown/African-American/African        

Almost always burns without sunscreen, fades to tan 
Burns moderately, tans easily
Does not burn, tans well, heavily pigmented skin 
Does not burn, tans well, heavily pigmented skin

PATIENT MEDICAL HISTORY
The information provided in this section will determine your treatment schedule and laser settings.  Providing accurate information will ensure 
that we provide you the safest and most effective treatment possible.  If you have any questions, please speak with your Laser Technician prior 
to receiving any treatments. 

Do you have any tattoos or permanent cosmetics?
Have you ever taken Accutane?
Do you have Herpes or have you ever had a “cold sore”? 
Have you been diagnosed with Polycystic Ovarian Syndrome (PCOS): 
Are you taking any photo-sensitizing medications? 
Are you currently using self-tanning products?
For women, are you currently pregnant or nursing?
Do you have any present illnesses?
Do you have a family history of cancer?
Do you have any thyroid abnormalities?
Do you have problems healing from a cut or burn?  
Have you been treated with BOTOX or other injectables?  
Have you ever had a histamine (allergy) reaction to the sun? 
Are you currently using any BHA/AHA (Glycolic or Salycilic) products?   
Are you allergic to Lidocaine or any other anesthesia?
Are you allergic to Latex?
Are you allergic to Aspirin?
Are you taking regular doses of Aspirin or blood thinners? 

Allergy Reaction Medication Purpose

NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO YES
NO         YES

If yes, where_____________
If yes, when______________

If yes, please list above

If yes, what ______________
If yes, type_______________

If yes, when______________

If yes, what______________

Describe your skin:       Dry        Oily          Normal        Sensitive         Acne Prone  

Employee Referral 

Other

Welcome to Defyne Med Spa and Weight Loss.  We look forward to helping you achieve your goals. The information provided by you, on this form will help 
determine your treatment program, so it is critical that the information you provide is accurate.  Please bring this completed form with you to your first 
treatment.



DO YOU HAVE ANY OF THE FOLLOWING CONDITIONS OR ARE YOU USING THE FOLLOWING PRODUCTS? :

Active Herpes/Cold Sores
Hirsutism
PCOS
Photosensitivity
Hairy Moles
Skin Cancer
Thyroid Conditions
Seizures

Smoking
Active Viral Infection
Active Bacterial Infection
HIV/AIDS
Warts/HPV
Psoriasis
Keloid Scarring
Bleeding Issues

Cancer Treatments
Iron Supplements
Hormone Therapy
Accutane
Antibiotics
Medical Implants/Devices
None of the Above

REFUND POLICY 
��3UH�SDLG�VHUYLFHV�SDFNDJHV�PD\�EH�UHWXUQHG�ZLWKLQ���ZHHNV�RI�SXUFKDVH��IRU�����RI�WKH�RULJLQDO�SXUFKDVH�SULFH�� 
��,QLWLDWHG�RU�FRPSOHWHG�VHUYLFHV�SDFNDJHV�ZLOO�QRW�EH�UHIXQGHG�UHJDUGOHVV�RI�WUHDWPHQW�UHVXOWV� � 
��$Q\�XQXVHG�SRUWLRQ�RI�D�VHUYLFH�SDFNDJH�PD\�EH�DSSOLHG�WR�DQ\�RWKHU�SDFNDJH�RU�VSD�VHUYLFH���&RPSOHWHG�WUHDWPHQWV
  will be deducted at the full single visit price, when determining the remaining credit available. 
��$OORZ���ZHHNV�IRU�DOO�UHIXQGV���$OORZ����GD\V�IRU�DOO�UHIXQGV�RYHU������� 
��$OO�PDNH�XS�DQG�VNLQ�FDUH�SURGXFWV�PD\�EH�UHWXUQHG�ZLWKLQ����GD\V�IRU�D�IXOO�UHIXQG��� 
��1R�UHIXQGV�ZLOO�EH�JLYHQ�DIWHU����GD\V�� 

DISCOUNT POLICY  
��&RXSRQV�DQG�PRQWKO\�VSHFLDOV�ZLOO�QRW�EH�KRQRUHG�SDVW�H[SLUDWLRQV�GDWHV�� 
��)UHH�*LIW�&HUWLILFDWHV��UHFHLYHG�DV�D�JLIW�RU�WKURXJK�PDUNHWLQJ��WUDGH�VKRZ��RU�UDGLR�SURPRWLRQV��PD\�QRW�EH�UHGHHPed
  for injections or weight loss services or products, unless indicated on the gift card. 

TREATMENT DISCLOSURES - READ PRIOR TO SIGNING THIS FORM

 ��,�DP�QRW�XVLQJ�DQ\�SKRWRVHQVLWL]LQJ�GUXJV�RU�SURGXFWV��RU�KDYH�KDG�WKH�ULVNV�H[SODLQHG�WR�PH�DQG�JLYHQ�P\�FRQVHQW�WR
�  continue treatment. 
��,�XQGHUVWDQG�WKDW�89�H[SRVXUH���ZHHNV�SUH�RU�SRVW�WUHDWPHQW�JUHDWO\�LQFUHDVHV�P\�ULVNV�RI�H[SHULHQFLQJ�VLGH�
  effects from  laser and esthetics services. 
��,�KDYH�EHHQ�LQIRUPHG�WKDW�P\�WUHDWPHQW�UHVXOWV�PD\�YDU\�LI�,�DP�SUHJQDQW��,�KDYH�GLVFORVHG�P\�SUHJQDQF\�VWDWXV�WR
 Defyne Med Spa & Weight Loss and agree that if my status changes, I will inform Defyne prior to treatment. 
��,�XQGHUVWDQG�WKDW�,�FDQQRW�KDYH�DQ\�ODVHU�RU�HVWKHWLFV�VHUYLFHV�LI�,�KDYH�XVHG�,VRWUHWLQRLQ��$FFXWDQH���$PQHVWHHP��� 
��&ODUDYLV���6RWUHW���ZLWKLQ�WKH�ODVW���PRQWKV��,�KDYH�QRW�XVHG�,VRWUHWLQRLQ�ZLWKLQ�WKH�ODVW�VL[�PRQWKV�DQG�,�ZLOO�LQIRUP�
  Defyne if this status changes. 
��,�KDYH�UHYLHZHG�DQG�XQGHUVWDQG�ZKDW�WR�H[SHFW�IURP�P\�WUHDWPHQW�DQG�WKH�SRWHQWLDO�VLGH�HIIHFWV�,�PD\�H[SHULHQFH�GXH�
  to this treatment.  
��,�KDYH�UHYLHZHG�DQG�XQGHUVWDQG�WKH�SUH�	�SRVW�FDUH�LQVWUXFWLRQV�IRU�WKH�WUHDWPHQWV�,�ZLOO�EH�UHFHLYLQJ� 
��,�XQGHUVWDQG�WKDW�Defyne�GRHV�QRW�JXDUDQWHH�DQ\�VSHFLILF�UHVXOWV�IURP�DQ\�WUHDWPHQW.,�KDYH�UHYLHZHG�DQG�XQGHUVWDnG
�  the limitations of the treatments I will be receiving.   I am aware that laser hair removal treatments are not effective on 
��5('��%/21'(�25�*5(<�KDLU���2Q�DYHUDJH��KDLU�UHPRYDO�FOLHQWV�FDQ�H[SHFW��������UHGXFWLRQ�DIWHU������WUHDWPHQWV��
� ��,�DJUHH�WKDW�LI�,�H[SHULHQFH�DQ\�VLGH�HIIHFWV�IURP�P\�WUHDWPHQWV�WKDW�,�ZLOO�FRQWDFW Defyne�DQG�DOORZ�WKHP�WR�UHYLHZ    
DQG�treat my condition prior to my visiting another health care provider.  If I choose to visit another provider without first   
reviewing my condition with Defyne, I understand that Defyne may not provide reimbursement for new charges, fees,   
and/or treatments. 
��,�FRQVHQW�WR�EHLQJ�WUHDWHG�ZLWK�WKH�SURGXFWV�GHWHUPLQHG�QHFHVVDU\�E\�Defyne��,�KDYH�LQIRUPHG�Defyne�RI�DQ\�
  NQRZQ�product allergies that I may have. 
��,�KDYH�GLVFXVVHG�P\�GHVLUHG�WUHDWPHQW�DQG�KDYH�EHHQ�LQIRUPHG�RI�WKH�HVWLPDWHG�FRVW� 
��,�XQGHUVWDQG�WKDW�Defyne�XVHV�)'$�DSSURYHG�SURGXFWV�DQG�HTXLSPHQW�IRU�RII�ODEHO�XVHV��



INFORMED CONSENT TO TREAT - PLEASE READ AND SIGN

SIDE EFFECTS DISCLOSURES - READ PRIOR TO SIGNING THIS FORM

I understand that I will receive pre and post treatment care information for each Defyne service.  Prior to my 
treatment I will receive a consultation in which side effects, and the care for such side effects, will be explained to me.  
I understand that for most cosmetic procedures, a series of treatments is recomended for optimal results. I 
understand that Defyne cannot predict or guarantee any results. I agree that if I experience any side effects from my 
treatments that I will contact Defyne and allow them to review and treat my condition prior to my visiting a health care 
provider. If I choose to visit another provider without first reviewing my condition with Defyne, I understand that 
Defyne will not provide reimbursement for new charges, fees, or treatments. Below are the most common side-
effects of each treatment: 

Laser Hair Removal: Hyperpigmentation (darkening of skin), hypopigmentation (loss of skin pigmentation), mild to 
moderate burns (2nd degree), blisters, temporary redness, follicular edema (little pink/red “puffiness” and small bumps 
like “goose bumps”) swelling and itching in treated area, hives, skin rash, bruising, scarring and a lack of desired 
results.

BOTOX, Dysport & Fillers: Headaches, respiratory infection, flu symptoms, redness at injection site, temporary eyelid 
ptosis (drooping), bruising, pin point bleeding, vascular occlusion, skin rash, infection, itching, product nodules at injec-
tion site, numbness, asymmetry, tenderness at injections site, infection, and lack of desired results. 

Laser Skin Rejuvenation: Transient erythema (redness), edema (swelling), burning sensation, and pruritus (itching), 
milia, acne exacerbation, contact dermatitis, or perioral dermatitis. Moderate complications include localized viral, 
bacterial and candidal infection, prolonged erythema, transient post treatment hyperpigmentation, and delayed 
hypopigmentation. Severe but rare complications include fibrosis, hypertrophic scarring, disseminated infection, scar-
ring and the development of ectropion.

Laser Skin Lightening/TighteningVeins: Hyperpigmentation (darkening of skin), hypopigmentation (loss of skin 
pigmentation), mild to moderate burns (2nd degree), blisters, temporary redness, follicular edema (little pink/red “puffi-
ness” and small bumps like “goose bumps”) swelling and itching in treated area, hives, skin rash, bruising, scarring and 
a lack of desired results.

Chemical Peels, Dermapen, Facials, and Microdermabrasion: Minor burns, hypopigmentation, hyperpigmentation, 
streaking, allergic reaction, bruising, scarring and lack of desired results.

Product Applications: Minor burns, allergic reaction, and lack of desired results.

Latisse: Discoloration around the eye rims, discoloration of iris, dry eyes, itching.

CONSENT TO TREAT: I voluntarily consent to receive treatment (“Services”) at Defyne and to the use of all products 
(“Products”) related to the Services provided by Defyne.  

PRODUCT CONSENT: I understand that it is my responsibility to review product ingredients and make Defyne aware of any 
possible allergies prior to having products applied.  I understand that Defyne is not responsible for any reactions to products 
purchased at Defyne and applied outside of the facility.  I have provided Defyne with an accurate medical history. 

SIDE EFFECTS & RISKS: I have thoroughly reviewed the Side Effects Disclosure and I understand the risks associated with the 
Services and Products.  I agree that if I experience any side effects from my treatments that I will allow Defyne to review and treat 
my condition prior to my visiting another health care provider.  

ACKNOWLEDGEMENT OF RECEIPT OF TREATMENT INFORMATION: I have received documentation on my procedure including 
possible side effects, pre/post care instructions, and what to expect before and after treatment  I agree to request such information if 
not provided to me for all new services provided to me at Defyne.  

STATEMENTS OF FINANCIAL RESPONSIBILITY, PAYMENT & NO SHOW: I understand that Defyne requires 24 business hours 
QRWLFH�IRU�FDQFHOODWLRQV�RU�UHVFKHGXOLQJ��,�XQGHUVWDQG�WKDW�,�ZLOO�LQFXU�D��������FDQFHOODWLRQ�FKDUJH�LI�,�IDLO�WR�NHHS�P\�DSSRLQWPHQW�DQG� 
I fail to give the proper cancellation notice.  I understand that I will be responsible for paying all costs and expenses associated with 
my failure to pay any amounts owed to Defyne, including, all returned check fees, reasonable attorney fees, court costs, and any 
other related collection costs and expenses.  I understand that if I enter into a payment program with Defyne (or any third-party 
operating on my behalf or on behalf of Defyne) I am responsible for all agreed upon payments regardless of treatment results or any 
change in personal circumstances.  



I certify that I have conducted an in-person evaluation with this patient.  I have reviewed this patients medical history and 
have cleared him/her for the requested treatments and products.

,�KDYH�SURYLGHG�WKH�SDWLHQW�ZLWK�RSSRUWXQLW\�WR�UHYLHZ�SUH�	�SRVW�FDUH�LQVWUXFWLRQV��XQGHUVWDQG�SRWHQWLDO�VLGH�HIIHFWV�DQG�ULVNV�DQG�
to ask additional questions.    

I have delegated the performance of the requested treatments to a qualified technician and have instructed them to peform such 
treatments according to: 

Standard Defyne treatment protocols

Modified Defyne treatment protocols as outlined below: 
_______________________________________________________________________________________ 
_______________________________________________________________________________________

GUARANTEE & REFUNDS: I understand that Defyne does not guarantee results or make any promises as to the effectiveness of 
my treatment. I understand that the required number of treatments varies for each client and for each treatment. I understand 
Defyne will make its best effort to provide an estimate of cost and treatment needs, but cannot guarantee any individual results.  I 
understand that Sublime will not refund my purchase due to less than average results or because I experience side effects from 
treatments.  

PHOTOGRAPHY & MEDICAL IMAGING: I understand that before and after photograph may be taken for documentation. I hereby 
give consent to Defyne to take photographs of me as needed during my treatments.  I ____ authorize/ ____do not authorize Defyne 
to use such photographs for purposes of training, professional publication, education or marketing. 

,�5(35(6(17�7+$7�,�:$6�$%/(�72�5$,6(�$1<�&21&(516�:,7+�DEFYNE�$%287�0<�75($70(17�,1&/8',1*�$//� 
5,6K6�$1'�75($70(17�237,216��0<�48(67,216�$1'�&21&(516�+$9(�%((1�',6&866('�$1'�$16:(5('�72�0<� 
6$7,6)$&7,21���,�+$9(�+$'�7+(�23325781,7<�72�5($'�$1'�,�)8//<�81'(567$1'�7+,6�³&216(17�72�75($7´�$1'�,� 
$*5((�72�,76�&217(176��,�:,//,1*/<�$6680(�7+(�5,6.6�$662&,$7('�:,7+�0<�75($70(17��%<�6,*1,1*�7+,6� 
)250�,�81'(567$1'�7+$7�$//�$*5((0(176�0$'(�%<�0(�,1�7+,6�'2&80(17�$5(�$33/,&$%/(�72�$//�)8785(� 
6(59,&(6�5(&(,9('�%<�0(�AT DEFYNE MED SPA AND WEIGHT LOSS.

            TO BE COMPLETED BY MEDICAL SUPERVISOR

 Pre-evaluation Checklist 

0(',&$/�683(59,625�6,*1$785(�������������������������������������� � ��������������������������������������������������������'$7(�

CLIENT SIGNATURE DATE 
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