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Medical History 

 

 

Name: _____________________________________________________________________________________  

Address: ____________________________________________________________________________________  

Cell Phone: _______________________  Home: ________________________  Work: ______________________   

Age: __________________  Weight: _______________  Referred by: ___________________________________  

 

Have you ever had the following? 

 Current or history of cancer, especially malignant melanoma or recurrent non-melanoma skin cancer, or pre-

cancerous lesions such as multiple dysplastic nevi. 

 Any active infection. 

 Diseases: Herpes Simplex, Systemic Lupus Erythematosus, or Porphyria. 

 Immunosuppressive diseases, including AIDS and HIV infection, or use of immunosuppressive medications. 

 History of bleeding coagulopathies, or use of anticoagulants 

 History of keloid scarring. 

 Very dry skin. 

 Exposure to sun or artificial tanning during the 3–4 weeks prior to treatment. 

 Are you pregnant?   Yes   No 

 What medications are you taking (including aspirin)? _____________________________________________  

 Daily consumption of alcohol: _______________________________________________________________  

 Do you smoke?   Yes   No 

 Allergies: ________________________________________________________________________________  

 Are you taking any herbal preparations? (St. John’s Wort, etc.) _____________________________________  

If yes, list: ____________________________________________________________________________  

 Do you wear contact lenses?   Yes  No 

 Do you have any metal in the treatment area? (braces, permanent retainer, piercings, etc.)   Yes  No 

 

Skin type (when exposed to the sun without protection for about 1 hour) 

 always burns, never tans   always burns, sometimes tans 

 sometimes burns, sometimes tans   always tans 

 Hispanic   Asian   Mediterranean   Middle Eastern   Black 

When were you last exposed to the sun (including tanning booth)? _____________________________________  

Do you use chemical sun tanning lotions? ____________  Are you planning a holiday in the sun? _____________  

Reason for visit (area to be treated): _____________________________________________________________  

Prior treatment (if any): _______________________________________________________________________  
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Client Name: _____________________________________   Date: ___________________   Score: ___________  

What is your skin type score? 

The Fitzpatrick scale is most often used for skin type classification. 

 

  

  0 1 2 3 4 

 What is your eye color? 
Light blue 

or gray 
Blue or 
green 

Hazel, Light 
brown 

Dark brown 
Brownish 

black 

 
What is the natural color of your 

hair? 

Red, 
Strawberry 

blonde 
Blonde 

Light 
brown, 

Chestnut, 
Brown 

Dark brown Black 

 
What is the color of your skin? 

(unexposed areas) 
Reddish Very pale 

Pale with 
beige tint 

Light brown Dark brown 

 
Do you have freckles on  

sun-exposed areas? 
Many Several Few Incidental None 

 
What happens when you stay in 

the sun too long? 

Painful 
redness, 

blistering, 
peeling 

Blistering, 
followed by 

peeling 

Burns, 
sometimes 
followed by 

peeling 

Rarely 
burns 

Never had 
burns 

 
To what degree do you turn 

brown? 
Hardly any 
or not at all 

Light tan 
Reasonable 

tan 
Tan very 

easily 

Turn dark 
brown 
quickly 

 
Do you turn brown several hours 

after sun exposure? 
Never Seldom Sometimes Often Always 

 
How does your face respond to 

the sun? 
Very 

sensitive 
Sensitive Normal 

Very 
resistant 

Never had a 
problem 

 
When did you last expose  

yourself to the sun, tanning bed, 
or self-tanning creams? 

More than 
3 months 

ago 

2-3 months 
ago 

1-2 months 
ago 

Less than 1 
month ago 

Less than 2 
weeks ago 

 
How often is the area you want to 
have treated exposed to the sun? 

Never Hardly ever Sometimes Often Always 

Add above 
column for 
total score: 

Match your total score with the 
corresponding skin type: 

Fitzpatrick 
Skin Type: 

What is your ethnicity? _________________________  
 
 ____________________________________________  

 

0-7 I 

8-16 II 

17-25 III 

26-30 IV 

Over 30 V-VI 
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Consent 

 

 
Disclosure and Consent to Procedure for Opus Plasma 

 
1. The Procedure. I authorize all about you to perform the following procedure (the “Procedure”):  

The Opus treatment uses high-frequency unipolar radio frequency to create controlled zones of coagulation to 

chosen depths into the dermis that stimulate neocollagenesis (new collagen). The Opus treatment addresses 

texture and tone as well as other effects of photoaging skin. 

Review of facts about Opus Plasma 

 When in proximity of the skin, the RF-charged pins react to atmospheric pressure in the air, creating 

plasma that in turn, creates the microthermal columns of wounded tissue that stimulates new collagen. 

 Opus plasma treatment procedures may produce scanning patterns visible on the skin. This event 

usually fades while in the healing phase. 

 A topical or local (block) anesthetic is used to lessen the sensation of the Opus plasma as it interacts 

with the skin. The sensation, while being treated, may feel like pin pricks, bursts of heat or like a 

sunburn. The type of topical and or injected anesthetics is at the discretion of the practitioner. There 

are known severe allergic reactions to ingredients in topical anesthetics. Patients with known allergies 

to anesthetics will list them here: ________________________________________________________ 

Pre-treatment considerations 

 If you have previously suffered from facial cold sores, there is a risk that this treatment could contribute 

to a recurrence. 

 No one who has taken the medication Accutane or its generic forms within the last year may have this 

procedure. 

 Skin care or treatment programs may be used before and after laser skin treatments to enhance the 

results. 

Treatment considerations 

 The procedure necessitates a post treatment wound care regime that must be followed. 

 Redness and exfoliation (flaking of skin) is associated with this procedure and may last from 5-7 days 

depending on the depth and concentration (percentage) of the treatment performed. You may notice a 

sandpaper texture and bronzing of the skin as the microscopic columns begin to heal. This is treated 

tissue working its way out as new skin is regenerated. Keeping the area moist with a light moisturizer 

will aid in the healing process. 

2. Risks. There are risks related to the performance of this Procedure. I understand and acknowledge that the 

risks that may occur in connection with this Procedure may include the following:  

a. Discomfort and pain – I acknowledge that I will experience some discomfort during and after the 

Procedure. Discomfort, especially a sunburn feeling, may persist for a few days. 

b. Infection – Although rare, infection is a possibility any time a procedure is performed. Herpes 

simplex virus infections around the mouth can occur following treatments. This applies to both 

individuals with a history of the virus or individuals with no known history. I acknowledge and 

understand that although even more rare, it is possible for an infection to become a blood-borne 

widespread infection.  

c. Blood clots in veins and lungs – Although extremely rare, it may be possible to develop a blood clot 

associated with this treatment that goes (embolizes) to the heart and/or lungs. 
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d. Allergic reactions – Although uncommon, I could possibly develop an allergic reaction to medicines 

applied to the treated area and that I could possibly develop an allergic reaction to any medications 

that may be prescribed for me. 

e. Bruising – Bruising in the treated area is possible, especially if, within the last ten (10) days, I have 

taken aspirin or aspirin-containing products, or other medications that “thin” the blood. 

f. Blindness and eye damage – The device used in the procedure may cause visual loss including 

blindness. I understand that I should keep my eyes closed to protect my eyes from accidental laser 

exposure. 

g. Painful or unattractive scarring – Scarring is a rare complication of laser assisted treatment, but 

scarring is possible because the skin surface is disrupted by the laser. To minimize the chances of 

scarring, it is most important that I follow all post-treatment instructions carefully. 

h. Pigment changes (skin color) – During the healing process, the treated area may become either 

lighter or darker in color than the surrounding skin. This is usually temporary, but on a rare occasion, 

it may be permanent. Vigilant care must be taken to avoid sun exposure (tanning beds included) 

before and after the treatment to reduce the risk of color change. 

i. Poor healing – The resultant open wound may require more than the usual one to three weeks to 

heal. 

3. Contraindications. I acknowledge that I have been informed of certain conditions that must be met for me 

to have the Procedure performed, some of which are as follows 

a. Pregnancy. I am not pregnant. 

b. Age. I am 18 or older. 

c. Oral Antiviral Agents. If applicable, I have taken prophylactic oral antiviral agents for the prevention 

of Herpes Simplex Virus. 

d. Other. I have had other contraindications, warnings and precautions explained to me by the Clinic 

and I agree that none of the contraindications apply to me, and I agree to comply with all such 

warnings and precautions 

4. No Guarantee of Success. I recognize that this Procedure is not an exact science and I acknowledge that no 

guarantees or assurances have been made to me as to the results that will be achieved. It is possible that 

multiple Procedures may be required and that even then success may not be achieved. 

5. Consent to Photography. For the purposes of accurate record keeping in connection with the care and 

treatment which I am receiving and will subsequently receive from the Clinic, I hereby consent to have the 

Clinic’s staff take before, during, and after treatment close-up photographs of the involved area(s) and the 

anatomical region surrounding the involved area(s). These photographs shall be used for medical records 

only (unless given permission to use for marketing and/or education purposes) and shall be treated with the 

same confidentiality as the remainder of my record at the Clinic. 

 

The potential risks and benefits have been explained of Opus Plasma treatment along with alternative methods. 

I choose to have Opus Plasma fractional treatment. 

I understand that compliance with pre and post care instructions is crucial for success of Opus Plasma treatment 

and to prevent unnecessary side effects or complications. 

I understand that there are many variable conditions which influence the long-term result of skin treatments. 

The practice of medicine and surgery and the subsequent use of plasma is not an exact science. Although good 

results are expected, there is no guarantee, expressed or implied, on the results that may be obtained. 
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I do____ or do not____  consent to photographs and other audio-visual and graphic materials before, during, 

and after the course of my therapy to be used for medical, marketing, and education purposes. Although the 

photographs or accompanying material will not contain my name or any other identifying information, I am 

aware that I may or may not be identified by the photos. 

Disclaimer: Informed consent documents are used to communicate information about the proposed treatment 

of a disease or condition along with disclosure of risks and alternative forms of treatment. The informed consent 

process attempts to define principles of risk disclosure that should generally meet the needs of most patients in 

most circumstances. However, informed consent documents should not be considered all-inclusive in defining 

other methods of care and risks encountered. Your technician may provide you with additional or different 

information which is based on all the facts in your case and the state of medical knowledge. Informed consent 

documents are not intended to define or serve as the standard of medical care. Standards of medical care are 

determined based on all the facts involved in an individual case and are subject to change as scientific 

knowledge and technology advance and as practice patterns evolve. 

I have read and understand all information presented to me before signing this consent form. I have been given 

an opportunity to have all my questions answered to my satisfaction. I understand the procedure and accept the 

risks. 

I agree to the terms of this agreement.  

I voluntarily consent and authorize that this Procedure to be performed by all about you. 

 

 

 __________________________________________   __________________________________________  

Signature of Patient  Technician 

 

 __________________________________________   __________________________________________  

Print Name of Patient  Print Name of Technician 

 

 __________________________________________   __________________________________________  

Date  Date 

 

 __________________________________________   __________________________________________  

Witness Witness 
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Opus RF Pixel Treatment 

 

 
Name: _____________________________________________________________________________________  

Date: ______________________________________________________________________________________  

Technician: __________________________________________________________________________________  

 

Medical History Completed:   Yes   No Contract Signed:   Yes   No 

Photos Taken:   Yes   No Smoke Evacuator Used:   Yes   No 

 
Procedure: __________________________________________________________________________________  

Area Treated:   Face  Neck  Abdomen  Other: _________________________________  

RX Pixel:   In Motion (Glide Roller Tip) or  Stationary Tip 

 

Date of Tx Skin Type Energy (W) 
Exposure Time 

(seconds) 
Plasma Intensity 

(%) 
# of Passes 

      

      

      

      

      

      

 

Notes: _____________________________________________________________________________________  

 ___________________________________________________________________________________________  

 ___________________________________________________________________________________________  

 ___________________________________________________________________________________________  

 ___________________________________________________________________________________________  
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Post-Treatment and Follow-Up 

 

 

Post-Treatment Care 
Meticulous wound care is crucial after skin resurfacing 

 

 A wound healing product should be applied as needed for the next 2 days. 

 Only clean, moisturize, and use sunscreen in the treatment area for the next 7 days. 

 Avoid touching the treatment area after treatment. Limited activity may be advised, as well as no heat 

for 3-4 days (hot showers, exercise, hot tubs, steam, or sauna use).  

 Discontinue Obagi®, Retin-A®, etc. regimen until 5-7 days after treatment. Avoid any skin care product 

that has active ingredients until day 5. Things like Alpha Hydroxy Acids (e.g.  glycolic acid), Retinoids, 

Beta Hydroxy Acids (e.g. salicylic acid), and other similar agents will irritate the skin further. 

 Wait 24 to 48 hours before you apply face makeup to give your skin the necessary recovery time. Use 

only clean makeup brushes and applicators. 

 Avoid shaving in the area treated until all healing has taken place. 

 Applying cool compresses will help reduce the inflammation or redness of the skin, giving you more 

comfort. 

 If adverse skin effects occur (such as excessive reddening or swelling), please contact your clinical 

provider (all about you). 

 Apply sunscreen protection daily following treatment. Sun screen should be 30+ SPF with a physical 

block and containing no active ingredients. 

 

Follow-Up 
 

 Following re-epithelialization, gentle cleansings begin a day or two later. The use of light moisturizer 

sunscreen may be used. 

 Patients should report to the clinic in the days post-treatment for examination of the treatment site 

 If no additional treatment is necessary, the patient should return for an additional examination two 

months later. 

 Treatment is complete when satisfactory results are obtained. 

 Avoid sun exposure during pre- and post-operative period. 

 If adverse side effects occur (hyperpigmentation), sun protection and post resurfacing depigmenting 

agents such as CBD+ Skin Brightening Serum can be used to help obtain resolution. 

 CBD+ Skin Brightening Serum is suggested for darker skin types starting 2 weeks post treatment. 

 Number of treatments: average of 1-3 treatments. 

 Interval of treatments: 3-4 weeks 

 


