[bookmark: _Hlk198986365]DiolazeXL sample Treatment Record


PATIENT NAME: _______________________________    SEX: _________     AGE:  ________        

TREATMENT:  LHR

SKIN TYPE:	I	II	III	IV	V	VI

	Date
	Treatment Area/Lesions
	Optical Fluence
	Pulse Type
	Cooling
	Mode
	Notes (# passes, # pulses, Time, Skin response, etc.)
	Signature

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



