Prescott Integrated Skin Care, LLC
Informed Consent for Facial Exfoliation Treatment

Treatment to be performed:  	
					
		____    Epidermal Leveling 		 _____    Microdermabrasion
			   

____	I acknowledge that I have not used Accutane medication during the last 6 months

	I acknowledge that if I am prone to herpes virus (cold sores, fever blisters) I may 	need a 	prescription for Zovivrax (acycloir) from my physician prior to having this service.  	
____	I will need to avoid exfoliating services during an acute breakout.

	I acknowledge that I have revealed any conditions that may have a bearing on the 	procedure including, but not limited to: pregnancy, allergies, tanning, facial waxing,         ____  medication use, diabetes, immune deficiencies prior to receiving treatment.

	I understand that there is no guarantee that this service will reduce or fade any dark 	discoloration (pigmentation, melisma.)  Pigmentation may improve with successive       ____	treatment and proper skin care regimen.

	I acknowledge that my skin may experience temporary tightness, redness, 	scratchiness,
____	 or slight swelling, which usually dissipates withing 24 hours depending on skin sensitivity.

	I acknowledge that if I fail to use adequate sunscreen (SPF 30) I am more susceptible to ____	sunburn, skin damage and hyper-pigmentation.

	I acknowledge that this treatment is elective and cosmetic, and that no medical claims have ____	been expressed or implied. 

	I acknowledge that I should avoid the use of Glycolic Acid or Retin-A type products for 
____   2 weeks or more (depending on product source and strength, and my own skin sensitivity.)

	I acknowledge that in order to have the above procedure, I must agree to and follow all of ____  	the pre and post treatment instructions.

	I acknowledge that I have received written post care instructions and agree to follow said ____   instructions.


      Client Signature:__________________________________________Date:___________
