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Name * 

First Name  Last Name   
 

Address * 

Street Address  
 

City  Post Code   
 

D.O.B. *  Ethnicity:   Email *  
 

 
Contact Number: *  
 

GP's Full Name * 

First Name  Last Name   
 

GP's Full Address * 

Street Address  
 

City  Post Code   
 

Please choose which area will be treated with Jett Plasma * 
 Upper Eyes 
 Lower Eyes 

 Crow’s Feet 
 Smokers Line 

 Nasal Labia 
 Forehead 

 Neck 
 Skin Conditions or other 

 Other. If other, please describe   
 

MEDICAL HISTORY 
 
Are you currently receiving treatment from a doctor, hospital or specialist, if yes please give details below? * 

 

 
Are you or have you been taking medication from your doctor/specialist in the last 6 months? if yes, please 
give details below * 

 

 
Are you currently taking anti-coagulant medication? if yes, please give details below * 

 

 
Do you have any of the following contra-indication? * 
 Allergies 
 Epilepsy 
 Vitiligo 
 Hormonal Imbalance 
 HIV 

 Depression 
 Hepatitis 
 Photosensitivity 
 Cancer 
 Asthma 

 Diabetes 
 Heart Condition 
 Kidney Disease 
 Auto Immune 
 Shingles 

 Roacutane/Retin A 
 Allergy to anaesthetic 
 Metal Implants in the area to be treated 
 Acute Inflammatory disease 
 Pregnancy/Breast Feeding 

 Pace maker, holter, ECG monitoring system or other implanted medical electrical devices  None 
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Any other relevant health conditions we should be aware of? * 

 

 

WARNING: All skin conditions should be checked by doctor/dermatologist prior to treatments 

 
Do you use or take any of the following photosensitising drugs? * 

 Retinol Acid 
 Glycolic Acid 
 Amiodarone 
 Doxepin 
 Naproxen 
 Steroids 

 Sulfadimidine 
 Amitriptyline 
 Furamide 
 Sulphonylurea 
 Tetracycline 
 Dacarbazine 

 Retin-A 
 Piroxicam 
 Phenylbutazone 
 Griseofulvin 
 Diphenhydramine 

 Ketoprofen 
 Tiazidi 
 St Johns Wort 
 Vitamin E Supplements 
 Hydroquinone 
 Alpha Hydroxy Acids 

 None   Other. If other, please describe  

 

Is there any possibility of pregnancy? *  Yes  No 

Do you suffer from Keloid scarring? *  Yes  No 

Do you suffer from any acute or chronic skin problems in or near the treatment area? *  Yes  No 

Have you used any lash brow serum around the eyes in the last 6 weeks? *  Yes  No 

Have you sunbathed or had sun treatments during the past 4 weeks? *  Yes  No 

Have you used SPF factor 30 or above in the past 4 weeks? *  Yes  No 

 

TREATMENT OVERVIEW 
 
Jett Plasma is a new and revolutionary treatment. This innovative technology utilises plasma - formed through ionisation 
of atmospheric gasses - to stimulate instant contraction and tightening of skin fibers. This technology does not use 
scalpel or laser to remove excess skin, thereby avoiding all risks inherent to the traditional surgical intervention. 

The treatment is performed with the Jett Plasma Pen using a combination of our unique continual scanning technique 
and dotting approx 2mm distance one from the other to stimulate instant contraction and tightening of skin fibers. 

A typical session will last no more than 40 minutes, although patients are required to attend the appointment an hour 
prior to the actual procedure if having topical numbing cream applied to the area to be treated. 

This is a painful treatment. The treatment will cause swelling and mild crusting of the treated area which will heal and 
fall away after 2-5 days. Redness may still be apparent in the area for up to 30 days or more. Please follow the aftercare 
sheet provided to you by your practitioner. 

Most people see noticeable result after their first treatment although some may require more than one treatment and 
this is subjected to your personal expectation and the level of treatment needed. Patients will experience some swelling 
and mild discomfort in the treated area following your treatment and this may last up to 3-5 days. 

What can Jett Plasma be used for? 
 

 Non-surgical blepharoplasty 

 Wrinkle reduction 

 Skin lifting and tightening 

 Angioma Senilis 

 Verrucae Planae 

 Angiokeratoma 

 Telangiectasia 

 Fibroma Molle 

 Keratoacanthoma 

 Condylomata Accuminata 

 Molluscum Contagiosum 

 Verrucae Vulgaris 

 Verrucae Filiformes 

 Nevus Araneus 

 Keratosis Actinic 

 Keratosis Senilis 

 Keratosis Seborrhoica 

 

WARNING: All jewellery must be removed during treatment and electric beds must be switched off. 
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JETT PLASMA LIFT FOR FACE PRE AND POST CARE ADVICE 
 

PRE TREATMENT CARE 

 
All clients should wear SPF50 for at least 30 days prior to treatment. Avoid sunbeds and natural sun for 30 days prior 
to treatment. No active tan should be present at the time of treatment. 

No spray tan should be present. 

Discontinue use of any products containing Vitamin A, retinol or any other active ingredient. PLEASE discuss skin 
products used during your consultation. You should not have skin treatments such as skin needling, micro-dermabrasion 
or skin peels for up to 2-4 weeks before treatment with the Jett plasma pen. 

If the lip area is to be treated and you are prone to cold sores please pre-treat area with Lysine for 5 days prior to 
treatment. 

It is also recommended that you take arnica tablets for 3 days prior/ post to treatment to reduce the inflammation in the 
treated area. If you are a skin type 4 or above on the Fitzpatrick scale a melanin suppressant must be used for 2 weeks 
prior to treatment and for 1 month after. 

POST TREATMENT CARE 

 
In salon 
Immediately after treatment the skin will be cleaned with clinicept or a similar skin sterilizing product. Post treatment 
healing cream will be advised by your practitioner that is suitable to be applied to injured and irritated skin to accelerate 
cell regeneration and repair of epidermis. PRP can also be used if your practitioner is trained to this level. 

Home Care 
Please do not pick or exfoliate the area. When washing the area, wash with warm water and dab dry carefully. 

You are advised to disinfect the treated area twice a day after washing for 7-10 days with clinicept after care solution or 
similar and then apply your recommended healing balm 3-4 times per day or more if required. This procedure has to be 
repeated until the spontaneous separation of the crusts. 

To reduce swelling and promote healing you can wear a cooling mask for a minimum of 3 hours in the evening after the 
treatment. 

If possible NO make-up should be worn for up to 72 hours. If you must wear make up only the corrective cosmetics 
advised can only be used during the healing of the epidermis. Normal make up should not be applied directly to the 
treated area for at least 10 days. 

Arnica should be taken for minimum of 3 days post treatment along with ibuprofen or other anti-inflammatory if you have 
no known allergies 

Patient has to avoid direct sunlight after treatment. If the skin is exposed to sun rays, it is necessary to apply sunscreen 
with SPF 50+. 

Please wear sunglasses when outside if the eye area have been treated for at least 30 days. 

Please only use products recommended by your practitioner. 

For the first two nights post procedure it is advisable to use an extra pillow for elevation to assist in the reduction of 
swelling. 

Avoid excessive exercise for 5 days, avoid swimming for 2 weeks, avoid hot baths, saunas etc for 10 days. 

Please attend your check up appointment one and two weeks after the procedure. 

During your check up appointment a follow up appointment will be made if needed 
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PATIENT CONSENT AND AGREEMENT 
 

I understand that the procedure is an elective cosmetic procedure and hereby acknowledge the following: 

I understand that the Jett Plasma lift treatment may be painful and that an anaesthetic may be needed. The treatment 
is intentionally destroying selective cells. 

I understand that all skin conditions should be checked by my doctor /dermatologist prior to my treatment as only they 
can confirm/approve removal of these skin conditions (such as moles). 

I understand that it is possible that the following treatment may cause Hyper / hypo pigmentation of the area being 
treated causing the skin to appear paler or hyper-pigmentation causing the skin to appear dark. If these symptoms may 
occur they are usually temporary and slight but the clinic is unable to guarantee that all pigment will return. To avoid this 
all after care should be followed as instructed by your practitioner and the recommended product must be used during 
the healing period. I understand that there is a risk of scarring with any skin treatment but in this case it is extremely 
rare. I understand that the extent or the results can vary from person to person and therefore a course of treatment may 
be required to achieve the desired results. 

I understand that immediately after treatment the area maybe reddened and that swelling and crusting of the skin in the 
treated area. This is normal for 3-10 days depending on the intensity of the treatment and your individual healing abilities. 
The skin will feel sunburnt post treatment. This will settle throughout a 24 hour period. 

I understand also that following the treatment I need to wait at least 10-21 days to see the full response. 

I understand that if I suffer any adverse reactions that are concerning or were not expected I must contact the clinic. An 
appointment will be made for me to be seen. The clinic cannot take responsibility for any complications or results that 
have not been reported, assessed, documented and managed in a timely fashion. 

I understand that following the treatment I need to wait at least 10-30 days to see the full results however, this continues 
to improve further as collagen is stimulated within the next 90 days. 

I confirm that the medical history form has been completed truthfully and i am fully aware that withholding any medical 
information including history of previous treatments maybe detrimental to the safe and optimal outcome of any treatment 
administered. If they are any changes in my medical history, I must inform the practitioner. 

I confirm that i have been provided with verbal and written information regarding pre/post care and a full treatment 
overview and I thoroughly understand all the information I was given. 

I agree to follow the aftercare advised and I understand that this reduces risk of adverse reactions and helps ensure 
optimum results. 

I fully understand the complications and risk associated with this treatment set out within this consent form and by 
signing this consent form, I am accepting these risk and complications as my responsibility. Should they occur the clinic 
will try to aid the reduction of any complications offering the best outcome. 

I confirm that I am not pregnant, do not have a pace maker or any metal implants or any other medical conditions that 
my therapist/practitioner should be aware of before we proceed with treatment. 

All the information that I have given above is correct. I understand that the result of the treatment is variable and that 
the outcome of the treatment is not guaranteed. 

I hereby give my consent and release this establishment, its agents and suppliers of any claim that I have or may have 
in the future in connection with the desired treatment 

I understand that I have provided the clinic with the correct medical details, which may be relevant to my treatment. 

I have taken sufficient time to consider the information provided and gain answers to any questions I may have had to 
my satisfaction before making the decision to go ahead with the treatment 

My signature below constitutes my acknowledgement that I have read, understood and fully agree to the foregoing 
consent, the proposed treatment has been satisfactorily explained to me and I have all the information which I desire. 

Patients Signature *  Date  

 
 
Name of Practitioner/Therapist * 

First Name  Last Name   
 

Practitioner/Therapist Signature *  Date  
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