
Women’s Care Center of Memphis, MPLLC 
Consultation Form 

FOR THE LIGHT BASED AND LASER PROCEDURES 
 

Name: _______________________________Birth Date: ____/____/______Age: _____Sex:  M / F 
Address:____________________________ City:_______________State:____Zip Code_________ 
Phone:  Home (__)________ Work (__)________ Cell (__)________E-mail:__________________ 
Emergency Contact:______________________Relationship:___________Phone:(__)___________ 
How did you hear about Women’s Care Center of Memphis?_______________________________ 
 
Treatment Area: _____________________________________ Fitz. Skin Type:  I  II  III  IV  V  VI 
Allergies: _______________________________________________________________________ 
Pregnant _____Yes _____No       Do you plan to become pregnant? _____Yes   ____No 
 
What medications or herbal supplements you are currently taking?:__________________________ 
________________________________________________________________________________ 
 
Please check the procedure(s) about which you would like to receive more information: 
  
 Facial Therapies:     Laser Treatments: 
 ___Botox to Flatten and Prevent Wrinkles  ___Hair Reduction 
 ___Collagen Augmentation   ___Brown Spots 
 ___Wrinkles and Sun Damage   ___Facial Redness 
       ___Spider Veins/Leg Veins 
       ___Broken Capillaries 
       ___Shaving bumps/ingrown hair 
 
Please check any of the following that apply to you: 
 Past or current treatments or therapies: 

___Previous Laser Treatments   ___Chemical Peels, Dermabrasion, Laser 
___Hair Removal                  Resurfacing or Face Lift 
 Waxing, Plucking, Electrolysis  ___Fillers, Botox, etc. 
___Tatoos/Permanent Makeup   ___Recent Sun Exposure 
Medical History: 
 
___Lupus or other auto-immune deficiency(A) ___Scars that turn white or brown(A) 
___Bleeding abnormalities(A)   ___Dark spots after pregnancy, skin injury(A)  
___Treatment with Accutane in the last 6 mo.(A) ___Pacemaker/Defibrillator(A) 
___Kelloid or very thick scarring(A)  ___Implants/Surgeries in treatment area(A) 
___Psoriasis or Vitiligo(A)   ___Decreased sensation/numbness in treatment 
___Rheumatoid Arthritis “Gold” Therapy(A           area(A) 
___Herpes Simples or fever blisters(A)  ___Pulmonary embolism/blood clot(V) 
___Diabetes(A)     ___Leg ulcer or Phlebitis(V) 
___Epilepsy(A)     ___Blood thinning medication(V) 
___HIV(A)     ___Hirsuitism(HR) 
___Hepatitis(A)     ___Transplant Anti-Rejection Drugs(HR) 
 
_________________________________  ______________ 
Patient Signature     Date 
 
Consultant’s Checklist: 
____Benefits of procedure discussed  ___Consent signed 
____Contraindications reviewed   ___Verbal and written post-treatment instructions 
____Risks reviewed             given to patient 
____Probability of success reviewed  ___Pre-op photos taken 
____Available alternative procedures discussed Appointment scheduled:   Date: ___/___/____ 
Comments: 
 
 
 
Signature of Consultant:  _______________________________ 
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