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MEDICAL HISTORY 

Chemical Peeling Forms 
Name___________________________________DOB_________Ht________Wgt________Date___________

Address___________________________________________________________________________________

City_______________________________________________State_________________Zip________________

Home Phone________________________________ Work/Cell Phone_________________________________

Please list all Medications you are currently taking: _________________________________________________

__________________________________________________________________________________________

List Vitamin Supplements you are taking:​​​​​​​_________________________________________________________ 
Allergy to Aspirin ( Salicylates) ____________________________List any Allergies:____________________________

Circle any of the following you currently have or have ever had in the past:

Cold Sores or Warts          Dermatitis          Inflammatory Rosacea              Allergies to Salicylates ( Aspirin)  
Rashes                Skin Reactions            Chemotherapy               Radiation Therapy                 Vitiligo     

Rheumatoid Arthritis       Psoriasis        Lupus           Multiple Sclerosis          Autoimmune System Disease        

List any OTHER MEDICAL CONDITIONS not listed above that you currently have or have had in past:______________________________________________________________________________________

__________________________________________________________________________________________

Please list any previous hospitalizations/surgeries: _________________________________________________

__________________________________________________________________________________________

WOMEN: Are you Pregnant, Trying to get Pregnant, or Lactating “breastfeeding) (Nursing)?________________________________

Have you had recently received chemotherapy or radiation therapy for cancer, if so when?__________________________________

Have you ever had vitiligo? ________________________
Have you taken Accutane (Isotretinoin) within the past year ?_____________________

I understand the information on this form is essential to determine my medical and cosmetic needs and the provision of treatment.  I understand that if any changes occur in my medical history/health I will report it to the office as soon as possible.  I have read and understand the above medical history questionnaire.  I acknowledge that all answers have been recorded truthfully and will not hold any staff member responsible for any errors or omissions that I have made in the completion of this form.

Patient Signature_________________________________________________Date_______________________

Practitioner Signature_____________________________________________Date_______________________
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CONSENT FORM FOR SKINMEDICA® PEEL

_____  Illuminize Peel®                               _______ Vitalize Peel®                    ______ Rejuvenize Peel™
PURPOSE: Helps to improve the texture and appearance of your skin.

PATIENTS WHO SHOULD NOT BE TREATED: 

• Patients with active cold sores or warts, skin with open wounds, sunburn, excessively sensitive skin, dermatitis or inflammatory rosacea in the area to be treated. Inform the esthetician or APRN if you have any history of herpes simplex
• Patients with a history of allergies (especially allergies to salicylates like aspirin), rashes, or other skin reactions, or those who may be sensitive to any of the components in this treatment

• Patients who have taken Accutane® (isotretinoin) within the past year
• Patients who are pregnant or breastfeeding (lactating)

• Patients who have recently received chemotherapy or radiation therapy
• Patients with vitiligo
• Patients with a history of an autoimmune disease (such as rheumatoid arthritis, psoriasis, lupus, multiple sclerosis, etc.) or any condition that may weaken their immune system

Note: Patients who have had medical cosmetic facial treatments or procedures (e.g. laser therapy, surgical procedures, cosmetic filler, microdermabrasion, etc) should wait until skin sensitivity completely resolves before receiving a SkinMedica® Peel. 

Patients who have had cosmetic injections should wait until full effect of their treatment is seen before receiving a SkinMedica® Peel
ONE WEEK BEFORE YOUR SKINMEDICA® PEEL, AVOID THESE PRODUCTS AND/OR PROCEDURES: 

• Electrolysis

• Waxing

• Depilatory Creams

• Laser Hair Removal
THREE DAYS BEFORE YOUR SKINMEDICA® PEEL, AVOID THESE PRODUCTS AND/OR PROCEDURES:

• Retin-A, Renova®, Differin®, Tazorac®

• Any products containing retinol, alpha-hydroxy acid (AHA) or beta-hydroxy acid (BHA), or benzoyl peroxide 

• Any exfoliating products that may be drying or irritating

Note: The use of these products/treatments prior to your peel may increase skin sensitivity and cause a stronger reaction.
__________________________________________ ___________________________________________________

Patient Signature                                                  Date         Witness Signature                                                                 Date
ADVERSE EXPERIENCES THAT MAY OCCUR AFTER YOUR SKINMEDICA® PEEL: It is common and expected that your skin will be red, dry, possibly itchy and/or irritated. It is also possible that other adverse experiences (side effects) may occur. Although rare, the following adverse experiences have been reported by patients after having a SkinMedica® Peel: skin breakout or acne, rash, swelling, redness and burning. Call the office immediately if you have any unexpected problems after the procedure PHONE : (954)-655-6559

PLEASE READ AND INITIAL THE FOLLOWING: 

I do not have any of the conditions described in the “Patients Who Should Not Be Treated” section ________

I understand that the actual degree of improvement cannot be predicted or guaranteed ________ 

I understand that the amount of visible peeling cannot be predicted or guaranteed _________ 

I understand that I may need several of these peels to achieve optimal results ________

I understand that for optimum results the post-peel instructions must be followed ________

For Vitalize Peel® or Rejuvenize Peel™ only: I understand that I may have from 2 to 5 days of downtime _______

By my signature below, I acknowledge that I have read this consent form and understand it. I have been given the opportunity to ask questions and my questions have been answered to my satisfaction. I have been adequately informed of the risks and benefits of this treatment and wish to proceed with this SkinMedica® Peel.

Patient Printed Name: __________________________________________________________________________

Patient Signature: _____________________________________________________ Date: ___________________

Witness Printed Name: ________________________________________________________________________
Witness Signature: _____________________________________________            Date: ____________________
CHEMICAL PEEL PROGRESS NOTES
To be completed by medical professional 
  PATIENT NAME: _____________________________ DOB: __________ Female _______  Male ______
SKIN ASSESSMENT:            Fitzpatrick skin type (circle):          I          II         III        IV        V       VI
Check all that apply: 

___ Oily          ____Acne        _____Melasma     ______Telangiectasia      ____ Dry         _____Acne Scarring        _____Hyperpigmentation    _____Sensitive ____ Excoriations       _____ Hypopigmentation
Sun damage (circle):    ______  Mild _____ Moderate  _____ Severe
Allergies ___________________________________________________

CONCOMITANT MEDICATIONS/PRODUCTS

	MEDICATIONS
	SKIN CARE PRODUCTS

	
	

	
	


Peel Treatment (check) :

_____ Illuminize Peel            ______ Vitalize Peel           _____ Rejuvenize Peel 

TREATMENT #  _____ OF _____               Treated Area:      ____ Face     ____ Neck  _____ Chest  

	Step 1: 
	Prepping Solution 

	Step 2: 
	Peeling Solution: _____________

Lot # _____________  Expiration Date: _________

Number of Passes:    __ 1       ___ 2     ___ 3

	Step 3: 

For Vitalize Peel/ Rejuvenize Peel ONLY
	Vitalize Retinol Solution   Lot#: _______________

Expiration. Date: _________

Rejuvenize Retinol Solution    Lot#: ___________

Expiration.Date: __________

Number of Passess:    __ 1       ___ 2     ___ 3

	Step 4: 
	Sun Protection


 Provider Signature: _______________________________________________________ Date:_____________________
SKIN REACTION: 
Erythema:  ____None        _____ Mild         ____ Moderate      ____ Severe       Areas Affected: _________

Burning:    ____None        _____ Mild         ____ Moderate      ____ Severe        Areas Affected: _________

Frosting:    ____None        ____ Level I       ____ Level II         ____ Level III     Areas Affected: _________

Edema:       ____None        _____ Mild         ____ Moderate      ____ Severe       Areas Affected: _________

Other (Please list): ________________________________________________________________________
Provider Signature: _______________________________________________________ Date:_____________________
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You & I Primary Care, Aesthetics and Wellness
POST TREATMENT INSTRUCTIONS FOR ILLUMINIZE PEEL® 
IMMEDIATELY AFTER THE PEEL AND UP TO 24 HOURS
Skin may be tight and more red than usual. Wait until bedtime before washing your face. Start applying moisturizer after washing your face at bedtime the same night of the peel. Avoid strenuous exercise starting the day of procedure.

NEXT DAY - 4 DAYS AFTER PROCEDURE
Skin should look normal the next day. Because of the superficial nature of this peel, do not expect to see visible peeling. Occasionally, some patients may have very minor flaking 3-4 days after the procedure. Apply moisturizer recommended by a medical professional as often as needed to relieve any dryness
4 - 5 DAYS AFTER PROCEDURE

You may resume the regular use of retinol, alpha-hydroxy acids (AHA) products or bleaching creams. Wait until skin sensitivity resolves before having ANY OTHER FACIAL PROCEDURES including facials, microdermabrasion, facial hair removal (including laser hair removal), injections or injectable fillers.

POST-PEEL SKIN  CARE REGIMEN

Cleanse: Use a gentle, soap-free cleanser like SkinMedica® Sensitive Skin Cleanser or SkinMedica® Facial Cleanser. Wash the face gently and avoid rubbing the skin. Do not use a facial cleansing device (ie, Clarisonic®) until the peeling process is complete. 

Moisturize: Apply SkinMedica® TNS Ceramide Treatment Cream™ (or any other SkinMedica® moisturizer recommended by a medical professional) and SkinMedica® HA5 Rejuvenating Hydrator as often as needed to relieve any dryness. Apply all topical skin care products gently and avoid rubbing the skin. 

Sun Protection: Apply Essential Defense Mineral Shield Broad Spectrum SPF 35 Sunscreen or Essential Defense Mineral Shield Broad Spectrum SPF 32 Sunscreen Tinted. AVOID direct sunlight for at least one week.

SERIES OF PEELS
For maximum results, the Illuminize Peel® can be applied every two weeks until desired results are achieved. Results are cumulative and maximum benefits are seen with a series of three or more peels
CONTACT THE OFFICE IMMEDIATELY IF YOU ARE EXPERIENCING REACTIONS AFTER YOUR PEEL, SUCH AS: • Moderate to severe swelling, burning or redness • Itching that does not subside or resolve after applying moisturizer • Rash-like skin appearance • Pain

I certify that I have been counseled in post treatment instructions and have been given a written copy of these instructions. 

Patient Name:___________________________________________Date_____________

Patient Signature__________________________________________________________
