
PATIENT CONSENT FORM
FOR CHEMICAL PEEL THERAPY

I hereby authorize LLMS to perform chemical peel therapy. I understand that this procedure works on 
promoting vibrant and healthy looking skin. I understand that multiple treatments are required and it is 
possible the result will be minimal or not help at all. 

I am aware of the following possible experiences/risks: (PLEASE INITIAL) 

My skin care specialist has answered any questions I have regarding my aftercare. I acknowledge 
my obligations to closely follow aftercare instructions and visit my skin care specialist for a post 
peel treatment if specified.

I am aware and acknowledge that there is a rare possibility of an allergic reaction. I have 
discussed thoroughly with my skin care specialist any such reactions and understand them. 

I have been offered a patch test to check for sensitivity. I am willing to forego a patch test but 
understand there could be an allergic reaction.

I have been advised that my treatment is a non-invasive, epidermal exfoliation. This procedure 
stimulates the skin to generate new skin cells, produce new collagen, and increase the blood flow 
circulation of the skin. This does not replace deep chemical peels, laser resurfacing, or plastic 
surgery. 

I acknowledge that during application I will notice a warm sensation, and the skin may tingle, sting, 
or burn. Immediately after the peel, my face may appear frosted or sunburned. By day two, the 
skin may darken in color, feel tighter, and become more sensitive. On days two through seven the 
peeling process begins. I AM NOT TO PICK OR PEEL AT THE OLD SKIN. PULLING OR 
PICKING THE SKIN MAY LEAD TO INFECTION OR SCARRING. I may experience breakouts 
during this process. 

Scarring, scabbing, and long term pigmentary changes are possible risks involved in chemical 
peels, and are more likely in people that are not honest about their tanning habits OR who tan 
during the course of their treatments. Artificial tanning and sun exposure must be avoided for 14 
days post treatment. I understand that it is my responsibility to avoid the sun and let my skin care 
specialist know if I have received any tan during the course of my treatment. 

I understand that I must use a full spectrum sun block with a minimum SPF of 30 daily. A non-
chemical sun block such as transparent zinc oxide is less irritating to sensitive skin. 

I acknowledge that I have not been on Accutane during the past six months. I acknowledge that I 
have not used Retin-A or Renova for the past two weeks. I will also avoid the use of Retin-A, 
Renova, and all forms of scrubs, and an Alpha or Beta Hydroxyl type product for 14 days or until 
sensitivity has subsided. 

I acknowledge that if I am prone to cold sores (herpes simplex); I may need a prescription from my 
physician prior to having a peel. I am aware the treatment could bring about cold sores. 

I understand that any time the skin barrier is broken; there is a small risk of bacterial or viral 
infection.

I acknowledge that I am not aspirin sensitive or if I am I have discussed this with my skin care 
specialist and understand that there could be a reaction. 

_______

_______

_______

_______

_______

_______

_______

_______

_______

_______

_______



I hereby authorize Laser Lounge Med Spa or any associates to take pictures of the treated area 
in my patient file and/or for teaching purposes. I understand that the release of this information 
will be kept confidential and that no patient names will be used. 

I have received a copy of the instructions document for this procedure. 

I acknowledge the following points have been discussed with me:
• Potential benefits of the proposed procedure, including the possibility that the procedure may not work 

for me.
• Alternative treatments such as topical, microdermabrasion, or surgery.
• Reasonably anticipated health consequences if the procedure is not performed. 
• Possible complications/risks involved with the proposed procedure and subsequent healing period. 

For women of childbearing age: by signing below I confirm that I am not pregnant and do not intend to 
become pregnant anytime during the course of treatment. Furthermore, I agree to keep LLMS and staff 
informed should I become pregnant during the course of treatment. 

ACKNOWLEDGEMENT
BY MY SIGNATURE BELOW. I ACKNOWLEDGE THAT I HAVE READ AND FULLY 
UNDERSTAND THE CONTENTS OF THIS INFORMED CONSENT FOR CHEMICAL PEEL 
THERAPY, AND THAT I HAVE HAD ALL MY QUESTIONS ANSWERED TO MY 
SATISFACTION BY MY HEALTHCARE TEAM.

 

________________________    ______________________   _________________
Signature-Patient or Guardian    Print Name/Relationship        Date

________________________    ______________________  __________________
Signature-Witness                      Print Name                             Date

_______

_______



Chemical Peel Post-Care Instructions
First Day
Do nothing to skin after treatment until following day
Avoid any/all sun exposure
Avoid Retin-A, retinols or alpha hydroxy acids
If swelling or irritation occurs, please call our office at 512-863-2118

Second Day
Skin may be tight and dry
Do not touch/pick at skin

Third Day
You may use a mild cleanser to clean skin
Peeling may or may not begin
Medium to heavy flaking
Do not pick skin
Avoid any/all sun exposure
Must apply full spectrum sunscreen with SPF 30 or higher

You may return to normal skin care regimen once all peeling, flaking and redness is completely 
gone.


