Chemical Peel Consent Form
I understand that this release form is for any and all related chemicals applied by a skin care specialist at
JenSpa and
complications could potentially occur listed below.
 Skin infection (pus, oozing, fever). Treatment or P.I.H (Post-Inflammatory Hyper Pigmentation).
 Appearance of a cold sore on the lips or any other portion of the peeled area.
 Allergic reaction, acne, or irritation to any of the creams or medications.
 Wind or sun sensitivity; sun may increase the possibility of swelling and redness.
 Extreme reactions, such as permanent scarring or keloids. Possible Scaling, scratches on the skin.
 Increase or decrease in skin pigmentation, which does not blend with normal skin after healing from
 Treatment or P.I.H (Post-Inflammatory Hyper Pigmentation).
PATIENT CONSENT:
The Skin Care Specialist/or another trained professional has explained to me the possible
complications from the proposed chemical peel and I have had sufficient opportunity to ask questions. I
understand that the chemical peel treatment causes a burning sensation that can last several minutes. Multiple
peels may be necessary to achieve the desired results, especially with “light” chemical peels, depending on my
skin type and the nature of my skin problem. The degree of clinical improvement that is observed after
chemical
peeling is variable, as medical treatment is not an exact science. It was explained to me in full that importance
of application of sunblock during and after treatment.
After receiving and understanding in full all the information presented above, I freely give my consent to
undergo the chemical peel procedure. I also consent to the taking of medical photographs to track my treatment
progress. I understand that this procedure is cosmetic and that payment is my responsibility. My questions
have
been answered by the doctor and her staff to my complete satisfaction. I accept the risks and complications of
the procedure. I hereby release JenSpa, LLC and Jennifer Warden from any liability for this treatment and
further chemical treatments.
INITIAL BELOW:
_______ I am not Pregnant OR Breast Feeding
_______It has been explained to me that Antibiotics or a Women’s Monthly Cycle may increase sensitivity
______ I am not prone to cold sores
______ I am currently taking medicine prescribed by my physician for cold sores.
PATIENT NAME: ___________________________________________________________
Patient signature/ Guardian: ________________________________ Date: ______________
Witness Signature: ___________________________________ Date: ___________________
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