[bookmark: _GoBack]Innovative Aesthetics CONSENT FORM
(Facials, Microcurrent, Dermaplaning, Chemical Peels)

NAME__________________________________________ DATE__________________________ 
ADDRESS______________________________________________________________________ 
CITY___________________________________STATE________________ZIP________________ 
HOME PHONE________________________________CELL ______________________________ 
EMAIL____________________________________________ DOB_________________________
OCCUPATION________________________REFERRED BY________________________________ 

PERSONAL INFORMATION 
State your current level of stress from 1-10 (10 being the highest) ________________________ 
How many ounces of water do you drink daily? _______________________________________ 
Do you take Supplements/Vitamins? ________________________________________________ 
Do you exercise? Yes____ NO ____ if so, how often? ___________________________________ 
Do you use tanning beds? ______________________ Last sunburn? ______________________ 
Do you smoke? _______ How often? ___________________ Living with a smoker? __________ 
Have you been treated for: (please check all that apply) 
Acne______ Depression______ Skin Disease______ High Blood Pressure _____ Cold Sore______ 
Are you pregnant? ________ Trying to get pregnant? ________ Breast Feeding? ______________ 
Hormone Therapy? _________________ Are you prone to Cold Sores? ______________________ 
List of all Allergies/Allergic __________________________________________________________ 
List All Medications you are currently taking ____________________________________________ 
__________________________________________________________________________________________________________________________________________________________________

Circle how you feel about the overall quality of your skin: 
(Bad) 1    2    3   4   5   6   7    8    9    10 (Fantastic) 

When you go out into the sun, do you (circle one) 
Always burn   Usually burn   Sometimes burn   Rarely burn    Very rarely burn   Never burn 

Have you ever been under the treatment plan of A: (Circle) 
Dermatologist      Plastic Surgeon         Esthetician             Would be interested in cosmetic surgery? _____ 
If yes, Which procedure? ________________________________________________________________ 

Your skin type is? (Circle only one) 
Normal      Dry/Dehydrated      Oily     Acne Prone    Rosacea 

Are you concerned about skin condition on your face? (Circle all that apply) 
SUN SPOTS 	SKIN LAXITY	 DRY/ROUGH 

What skin line products are you currently using? _____________________________________________ 
Do you use Sunblock daily? ________ If not, Why? ___________________________________________ 

Medical information 

Check all that apply: 

 YES    NO 
____ ____ Accutane or other similar medication ___________________________________ 
____ ____ Autoimmune Disease, HIV, LUPUS, HEPATITIS_____________________________ 
____ ____Blood Thinners—Heparin, Coumadin, Marfarin etc._________________________ 
____ ____Cancer or post-cancer treatments_______________________________________ 
____ ____Cosmetic injections, fillers or implants, (i.e. Botox, Juvederm, Radiesse ________ 
____ ____Eczema, Psoriasis____________________________________________________ 
____ ____Rosecea, Telangiectasias/Couperose ____________________________________ 
____ ____Retin-A, Retinol _____________________________________________________ 
____ ____Skin abrasions or lesions ______________________________________________ 
____ ____Skin-tightening or bleaching agent ______________________________________ 
____ ____Facial waxing services within the last 7-14 days ____________________________ 
____ ____Cortisone or Steroid injections _________________________________________ 
____ ____Laser procedures, Chemical Peels, Microdermabrasion _____________________ 
____ ____Enlarged or painful glands_____________________________________________ 
____ ____Lymphatic disorder, inflammation of lymph vessels, lymphedema _____________ 
____ ____Thyroid conditions ___________________________________________________ 
____ ____Type 1 Diabetes _____________________________________________________ 
____ ____Epilepsy ___________________________________________________________ 
____ ____Cardiovascular problems ______________________________________________ 
____ ____Hypertension/high blood pressure ______________________________________ 
____ ____Do you have levels of triglycerides ______________________________________ 
____ ____Inflammatory conditions______________________________________________ 
____ ____Pacemaker or metal implants __________________________________________ 
____ ____Phlebitis, varicose veins ______________________________________________ 
____ ____Recent accident or serious injury _______________________________________ 
____ ____Recent surgical or dental procedure _____________________________________ 
____ ____Swollen or infected tonsils ____________________________________________ 
____ ____Under medical care for any existing or suspected condition or disease _________ 
____ ____Viral infection ______________________________________________________ 
____ ____ Other ____________________________________________________________









Possible experiences/ Chemical Peels 

I am aware of the following possible experiences/risk with Chemical Peels. 

Discomfort: Some may be experienced. 

Wound Healing: Chemical Peels can result in swelling, blistering, or flaking of the treated areas, which may require 1-3 weeks to heal. Once the surface has healed, I may be pink or sensitive to the sun, for an additional 2-4 weeks, or longer in some patients. 


Pigment Change (skin color change): During the healing process, there is a slight possibility that the treated area can become either light or darker in color compared to the surrounding skin, this is usually temporary, but in rare occasions, it may be permanent. 

Scarring: Scarring is a rare occurrence, but is a possibility when the skin’s surface is disrupted. To minimize the chances of scarring, it is IMPORTANT that you follow all post-treatment instructions carefully. 

I hereby authorize and direct Maria Rianna to perform: 

Microderm Facial ____ Chemical Peel____ Microcurrent____ Dermaplaning____ 

I understand that I will require several treatments for optimal results. I fully understand the information explained to me in this consent. No guarantees were made regarding the results or potential risk. All my questions have been answered in a satisfactory manner. I understand the need to follow the post peel and/or user instructions and return as directed for follow-up instructions. 

I understand that all service deposits and product sales are non-refundable. 

24 HOURS CANCELLATION NOTICE IS REQUIRED TO AVOID A $50.00 CANCELLATION CHARGE. 


Patient Signature ____________________________      Date__________________ 

Witness ___________________________________        Date __________________



Thank you for completing this confidential questionnaire.

