Dermatology Associates of the South Bay

Amber Kyle M.D. & Associates

CONSENT MICRODERMABRASION
Patient Name:____________________________________________________    Age:______________________________
I understand that I am going to have a microdermabrasion treatment.  This procedure will use a very fine crystal and light suction to remove the most superficial outer portion of the epidermis.  Prior to the treatment my skin will be cleansed and may be prepped and softened with an enzyme or very brief superficial alpha-or beta hydroxy acid application in a very low concentration.  The microdermabrasion procedure may cause mild discomfort and a scratchy sensation, irritation or redness of the skin.  Post treatment it is normal for your skin to be slightly red and have a “wind burned” feel for a few days.  In rare incidences, the procedure may penetrate deeper to the dermal layer and cause and area of crusting.  If any area forms crusts or scabs, I understand that it could become infected and possibly lead to the formation of a scar or pigmentation changes in the area.  
I am electing to undergo this procedure in an effort to improve my skins texture and or color.  I understand that to achieve these improvements a series of treatments is needed.  My clinician has discussed with me the recommended number of treatments and the treatment interval which is usually every 2-3 weeks.  No guarantee has been made to me regarding my level of improvement from this procedure.  I have been given pre and post treatment guidelines and reviewed them.  I will follow the recommended pre and post treatment care including the restriction of the use of sensitizing products and the use of a broad-spectrum sunscreen daily with a SPF of 30+.  I understand if I want to extend and enhance my results there may be home care products recommended for use during or post treatment.  I also understand that I should discuss ALL the products I am currently using and avoid trying new products without first discussing them with my clinician because my skin may be more sensitive and reactive to some ingredients while getting the microdermabrasion treatments.
I understand I need to inform my treating clinician if any of the following apply:

· Taking a blood thinner
· History of cold sores

· Have taken Accutane in the past 12 months

· Have done a laser treatment, chemical peel, or other procedures in the same area in the past 6 months

· Pregnant or breastfeeding

· Wear contact lenses

· Forgot to stop using my retinoid/Retin-A/ Tretinoin product prior to treatment
The following points have been discussed with me pertaining to my treatment:

· Potential benefits, alternatives, cost, suggested number of treatments and treatment interval
· The most likely possible risks/discomfort/complications involved with the proposed procedure and subsequent healing period, including, but not limited to: wind burned feeling, redness, mild swelling, temporary stinging of skin, mild discomfort during treatment, temporary flair in acne, increased sensitivity of the skin and rarely an area of crusting, infection, scaring, and pigmentation changes. 
· Pre and post treatment instructions including to protect the treated area from sun exposure, to HOLD retinoid product (Rentin-A, Retin-A Micro, Tretinoin, Retinol, Renova, Epiduo, Adapalene, Differin) for 4 day/nights before treatment 
· The treatments cannot be done on irritated or sunburned skin, skin with an open sore/cold sore or infection in the treatment area.

I understand that although complications are very rare, sometimes they may occur and that prompt attention/treatment is necessary.  In the event of any suspected complication or if I get any area of crusting or scabs I will contact the office.  
ACKNOWLEDGMENT

I HAVE BEEN INFORMED OF THE OFFICE POLICY REGARDING 24 HOURS NOTICE FOR CHANGING OR CANCELING A SCHEDULED APPOINTMENT TO AVOID BEING CHARGED A CANCELATION FEE.  BY MY SIGNATURE BELOW, I CERTIFY THAT I HAVE READ AND FULLY UNDERSTAND THE CONTENTS OF THIS CONSENT FORM AND THAT THE DISCLOSURES REFERRED TO HEREIN WERE MADE TO ME.  I HAVE HAD ALL MY QUESTIONS ANSWERED.  I FREELY CONSENT TO THE PROPOSED TREATMENTS AND UNDERSTAND I CAN AT ANYTIME REVOKE THIS CONSENT AND STOP TREATMENT 
Signature-Patient/Guardian ____________________________   Print Name/Relationship ___________________________  Date___________

Signature-Witness _____________________________   Print Name ___________________________  Date___________          rev 1/2018 r1
