
Informed Consent-Wrinkle Reduction/ReFirme Skin Tightening 
 
 
 
Printed Name: ________________________________________________ 
 
Syneron eMax Wrinkle Reduction/ReFirme Skin Tightening uses deep bi-polar radio frequency and 
infrared light energies to heat the dermal tissue that has collagen loss, to stimulate new collagen production 
and produce a firming effect in lax skin. 
 
Wrinkle Reduction/Skin Tightening treatments are done in a series  (usually 5) for desired results. The 
body starts to redeposit collagen beginning 90-120 day after the start of therapy. This treatment works best 
for skin tightening, acne scarring, scar treatments and wrinkle reduction. 
 
eMax Wrinkle Reduction/ReFirme Skin Tightening is a safe and effective treatment for unwanted facial 
wrinkling and scarring. In most cases, there is no adverse affect from treatment.  In rare instances a patient 
could experience a blister or sore following treatment. This is superficial and will heal with no adverse 
effects. Most patients note a redness that may last 2 hours up to 2 days following treatment. Patients may 
return to full activity following treatment and can apply make-up if desired. Treatments are spaced 2 weeks 
apart for optimal results or 3 weeks apart if doing in conjunction with IPL Photofacial. Clinical results may 
vary from patient to patient. 
 
Because I have been properly informed of the possible adverse reactions I willingly accept treatment from 
Crestview Laser Aesthetics and understand that refunds are not given under these circumstances. 
 
I understand it is important to inform my clinician as to any change in my medical condition or medications 
I any be taking. I understand that results may vary from patient to patient. I understand that the best results 
come in a series, usually consisting of 5 treatments in most cases. I understand in rare cases I could 
experience a sore or a blister following treatment. I understand that results may not be noticeable for up to 
6 months after beginning treatment. 
 
 
 
 
 
Patient Signature_____________________________________________Date: ______________________ 
 
 
 
Clinician Signature ___________________________________________Date: ______________________ 
 


