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Microdermabrasion Consent

Prior to receiving treatment, I have been candid in revealing any condition that may have an effect on this procedure such as pregnancy, medication use, recent facial surgery, allergies, excessive sun exposure, tendency to cold sores/fever blisters, use of Retin-A, Accutane or hormones. I will also inform 21st Century Dental & Med Spa of any changes in my medical history, current medications and/or skin care products prior to any future treatments.

I understand there are no guarantees as to the result of this treatment, due to many variable such as age, condition of the skin, sun damage, smoking and climate. I may or may not experience actual “peeling” with this procedure, as each case is individual.

I understand that this is a cosmetic treatment and that no medical claims are expressed or implied.

I understand that to achieve maximal results, I may need more than one treatment.

I understand that although complications are very rare, sometimes they may occur and that prompt treatment is necessary. In the event of any complications, I will immediately contact a member of 21st Century Dental & Med Spa.

I agree to refrain from tanning or excessive sun exposure while I am undergoing treatment and for 14 days after my treatment.

I understand that direct sun exposure is prohibited while I am undergoing treatment and that the use of sun block protection with a minimum SPF 25 is mandatory.

I have not had any other peel treatments of any kind within 14 days of the treatment. I understand that I cannot have another treatment until recommended by a licensed professional at 21st Century Dental & Med Spa.

PHOTOGRAPHS: I give permission for photographs to be used by 21st Century Dental & Med Spa staff for education plus promotional purposes. Complete patient confidentiality will be maintained at all times ___________________ (please initial)

I HAVE READ AND FULLY UNDERSTAND THE TERMS WITHIN THE ABOVE CONSENT. ALL MY QUESTIONS HAVE BEEN ADDRESSED TO MY SATISFACTION. I UNDERSTAND AND ACKNOWLEDGE THAT PAYMENTS FOR THE ABOVE PROCEDURE ARE NON-REFUNDABLE.

Patient’s Signature                              Patient’s Printed Name                                              Date

Provider’s Signature                            Provider’s Printed Name                                             Date

21st Century Dental & Med Spa, 4301 N. MacArthur Blvd., Suite 100, Irving  TX  75038   972.255.3712

cheryl@21stCenturyDental.com
