TCA CHEMICAL PEEL INFORMED CONSENT FORM

Client Name: ______________________________________________________DOB: ____________________
Phone: ____________________Email: _________________________________Date: ____________________

Please read each section carefully and initial to indicate your understanding and agreement.

1. Treatment Description _______ (Client Initials)
I understand that a TCA (Trichloroacetic Acid) chemical peel is a controlled chemical exfoliation procedure in which an acid solution is applied to the skin to remove damaged outer layers. The purpose of this treatment may include improvement in fine lines, wrinkles, acne, acne scarring, ingrown hairs, hyperpigmentation, melasma, sun damage, and uneven tone or texture. The depth and strength of the peel will be determined by my provider based on my skin type and condition.

2. Expected Side Effects _______ (Client Initials)
I understand that the following reactions are normal and expected: redness (similar to sunburn), peeling and flaking lasting approximately 3–10 days or longer depending on peel depth, swelling, tightness, dryness, and mild burning or stinging. These effects are temporary and part of the normal healing process.

3. Risks and Possible Complications _______ (Client Initials)
I understand that risks may include, but are not limited to: prolonged redness, hyperpigmentation (darkening), hypopigmentation (lightening), blistering, scabbing, infection, scarring, allergic reaction, uneven results, milia formation, acne breakouts, and reactivation of herpes simplex (cold sores). Individuals with darker skin tones may have an increased risk of pigmentation changes. Although complications are uncommon, they are possible.

4. Contraindications and Medical Disclosure _______ (Client Initials)
I declare that I am not currently pregnant or breastfeeding; I do not have any active skin infections, open wounds, lesions, or cold sores in the treatment area; I do not have herpes or genital warts; I have not used isotretinoin (Accutane) within the past 6–12 months; I do not have a history of keloid or hypertrophic scarring; I am not currently using prescription-strength retinoids, exfoliants, or other medications that would contraindicate treatment; I have not recently undergone laser treatments or aggressive resurfacing procedures in the treatment area; and I do not have any medical conditions that would impair normal wound healing.
I confirm that I have fully disclosed my medical history, allergies and current medications. I understand that withholding information or providing inaccurate information may increase my risk of complications and may result in adverse outcomes for which I accept responsibility.
Please list any medications you are taking that affect the skin: 
____________________________________________________________________________________________
Please list any allergies:
____________________________________________________________________________________________

5. Pre-Treatment Responsibilities _______ (Client Initials)
I confirm that I have followed all pre-treatment instructions provided to me. Specifically, I have avoided excessive sun exposure and tanning for at least 2 weeks prior to treatment; I have discontinued the use of retinoids, exfoliating agents, and other active skincare products as directed; I have avoided waxing, depilatories, or aggressive treatments in the treatment area for 2 weeks; and I have disclosed all medications, supplements, and topical products I am currently using. I confirm that my skin is clean.
I understand that failure to follow pre-treatment instructions may increase the risk of complications, including irritation, burns, scarring, and pigmentation changes, and I accept responsibility for any adverse outcomes resulting from non-compliance.

6. Post-Treatment Care and Warnings _______ (Client Initials)
I understand that proper aftercare is critical. I agree to avoid direct sun exposure and to wear SPF 30 or higher daily; avoid picking, peeling, itching, scratching or pulling flaking skin; avoid heat exposure (saunas, steam rooms, hot tubs, hot yoga); avoid strenuous exercise and intercourse for 48 hours; avoid exfoliating products for 2 weeks post treatment or until my skin stops peeling; follow all written aftercare instructions. I agree to cleanse my skin daily and moisturize daily. I understand to not remove my hair for 2 weeks post peel. I understand that improper aftercare may result in scarring, infection, or pigmentation changes. 

7. Results and No Guarantee _______ (Client Initials)
I understand that results vary from person to person and that multiple treatments may be necessary to achieve desired results. I acknowledge that no guarantees have been made regarding specific outcomes and that maintenance treatments may be required. 

8. Acknowledgment and Voluntary Consent _______ (Client Initials)
I certify that I have read this entire form, understand its contents, and have had the opportunity to ask questions. I certify that my esthetician and Sydney’s Esthetics has provided me with complete after-care information and pre-treatment information. All of my questions have been answered to my satisfaction. I voluntarily consent to receive a TCA chemical peel and accept the risks associated with this procedure. I render my esthetician and Sydney’s Esthetics free from any liability.

Client Signature: ___________________________________________________________________________
Date: ______________________________________________________________________________________

Provider Name (Print): ______________________________________________________________________
Provider Signature: _________________________________________________________________________
Date: ______________________________________________________________________________________
