
 
Superficial Chemical Peel Informed Consent 

 
 
Name of Patient: ___________________________ Date:______________ 
 
 

______ I understand that a “superficial chemical peel” may be useful in improving the appearance 
of the complexion, may reduce the appearance of fine lines and wrinkles, as well as diminish 
dispigmentation.   

 
______ I understand that it may cause swelling or puffiness on the area treated that may be 

uncomfortable.  The procedure may cause my skin to appear red and peel like a sunburn.   
 
______ During and after the procedure, the following may be experienced:  stinging, itching, 

burning, mild pain, tightness, peeling and scabbing of the superficial layers of the skin.  
These sensations will gradually diminish over the course of a week as the skin returns to its 
normal appearance.  However, some patients may react differently.  For example, in 
unusual and severe cases, the skin may turn very red, blister, swell and later scab and 
crust.  The skin may be uncomfortable and look like a very bad sunburn.  The peeling 
usually lasts about three to seven days, although it may last longer. 

 
______ I understand that there is a small risk of developing a temporary or permanent pigment 

(color) change in the skin.  There is a small incidence of the reactivation of “cold sores” 
(herpes infection) in patients with a prior history of herpes.  There is also a small incidence 
of a flare of acne-like lesions after the peel.  There is the slight possibility of scarring and/or 
infection.  I understand I should not “pick” at any scabbing that may result, to minimize the 
potential of scarring or infection. 

 
______ I understand the cost per treatment is $___________, and that, since this is a cosmetic 

procedure, it is not covered by any insurance plan.  Payment is due on the day of 
treatment.  I understand that to optimize the benefit of this treatment, I should follow a 
home regimen, which has been explained to me.  I also understand that, to achieve optimal 
benefits, I should have ________ treatments, spread out approximately every 4 weeks, and 
that the benefits achieved are not permanent.   

 
______ I consent to the treatment known as a “superficial chemical peel”.  The treatment has been 

explained to me, and I have had the opportunity to ask questions regarding this treatment. 
 
 
Patient’s signature:  _____________________________________  Date:  ___________________ 
 
 
Witness Signature:  ______________________________________  Date  ___________________ 
 
 
Doctor’s Signature: _________________________________________________  Date  _________________________ 
 


