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Informed Consent for Dermaplaning 

 

 

I, the client as herein signed, hereby authorize all about you, and whomever it may designate as it’s operators, 

assistants or otherwise to perform upon myself a professional dermaplaning. 

 

Dermaplaning is a physical exfoliation that removes dead skin cells and vellus hair from surface of the face. This 

form of exfoliation smooths the skin and allows for the active ingredients in skincare products and treatments to 

penetrate deeper which increases their efficacy & anti-aging benefits. 

Alternatives to dermaplaning include microdermabrasion and scrubs for exfoliation, and waxing, threading or 

cream depilatory for hair removal. There is no single treatment to replace dermaplaning. 

I understand there are contraindications to this treatment, including but not limited to diabetes, cancer, active 

acne, bleeding disorders and the inability for blood to coagulate following injury. Certain medications including 

blood thinners, higher dosages of Aspirin, and Accutane are contraindicated for this treatment due to increased 

sensitivity and/or the possibility of delayed clotting from a nick or cut. 

I certify that I am not taking any of the above medications or experiencing any of the above conditions. Alternative 

treatments such as waxing to remove vellus hair and microdermabrasion for exfoliation, along with their 

associated risks, have been explained to me as other options. 

I understand this treatment involves the use of a specialized dermaplaning blade to remove dead skin cells and 

vellus hair. As with the use of any sharp instrument there is the possibility of injury. While every precaution is 

taken, I understand the risks and consent to receive treatment today. 

 

 

 

 

 _________________________________________________   ____________________________________________________  

Name  Signature 

 

 

 _________________________________________________   ____________________________________________________  

Date  Witness 
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Date:   

MEDICAL INTAKE FORM 
 

Name:  Birth Date:    

Address:    

City:  State:  Zip:    

Cell Phone:  Work Phone:    

E-Mail Address:     

Emergency Contact: (Name & Phone)   

Primary Physician: (Name & Phone)    

Do we have permission to show your non-identifying photos for educational purposes?       Yes       No 

Concerns 

What concerns you most about the overall appearance of your skin? (Check all that apply) 

 Acne 

 Blackheads 

 Bumps on back of arms 

 Dehydrated Skin 

 Facial Veins 

 Large Pores 

 Oily Skin 

 Rough/Uneven Skin Texture 

 Acne Scarring 

 Body Acne 

 Cellulite 

 Dull Complexion 

 Fine Lines/Wrinkles 

 Loss of Lashes/Brows 

 Redness 

 Sagging Skin 

 Age Spots 

 Broken Blood Vessels 

 Cysts/Nodules 

 Excessive Facial Hair 

 Frequent Breakouts 

 Melasma/Brown Spots/ Patches 

 Rosacea 

 Sun Damage

 Under Eye Puffiness/Dark Circles 

 Other: ________________________________________________________________________________  

 

How would you describe your skin?       Oily       Dry       Combination       Sensitive       Reactive 

How would you describe your stress level?       Low       Moderate       High       Severe 

Do you feel your stress level may be affecting the health of your skin?       Yes       No 

Are you in good health overall?       Yes       No Concerns: _______________________________________  

 __________________________________________________________________________________________  
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History 

Are you currently under the care of a physician?       Yes       No   Explain:    

  

Do you have any allergies to foods, skin care ingredients or medications?       Yes       No  

Explain: __________________________________________________________________________________________   

Are you currently on any medications either topical or oral?       Yes       No    

If yes, please list:    

  

Ethnic Background (Parents, Grandparents & Great Grandparents):    

  

How do you heal after an acne breakout, cut or scratch?      _No scar      _White      _Red      _Brown (PIH) 

Do you smoke?       Yes       No   

Are you prone to cold sores?       Yes       No If yes, date and cause of last cold sore? __________________  

Do you have an allergy to Latex?       Yes       No 

Do you tan in the sun or in tanning beds/booths?       Yes       No 

Please check the skincare products you are currently using: 

 Cleanser       Toner       Serum       Scrub       Mask       Eye Cream       Moisturizer 

 Sunscreen       Self Tanner       Concealer       Makeup       Other ____________________________  

 

 

The answers I have provided are true and correct to the best of my knowledge. 

 

 

 __________________________________________________   ______________________________________  

Client Signature  Date 

 

 

 ______________________________________________________   __________________________________________  

Provider Signature Date 
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TREATMENT RECORD 

Concerns: _______________________________________________________________________________  

Desired Outcome of Treatment: ______________________________________________________________  

Medical History Reviewed? Yes  No  Informed Consent Signed? Yes  No  Before/After Photos? Yes  No 

Skin Analysis: ____________________________________________________________________________  

Service(s) Provided: _______________________________________________________________________  

Areas Treated:  Face  Neck  Décolleté  Body: ___________________________________________  

 

PRODUCTS USED IN TREATMENT 

Cleanser: _________________________________  Skin Prep/Toner: _______________________________  

Exfoliation: Scrub Dermaplaning Enzyme Peel Other: _______________________________  

Details: __________________________________________________________________________________  

Peel: ___________________  # of Layers: _______  Time: _________  Heat Level (1-10): ______________  

Rezenerate: _______________________________  # of Layers: ____________________________________  

Extractions:  Yes  No  Details: __________________________________________________________  

Mask:  Yes  No  Details: ______________________________________________________________  

Other Modalities: Steam SkinScrubber MicroCurrent LED Rezenerate Galvanic UltraSonic 

Other: ___________________________________________________________________________________  

Settings/Details: ___________________________________________________________________________  

Serum(s): ___________________________________________   EyeCream: __________________________  

Moisturizer: _________________________________________   SPF: _______________________________  

Notes: __________________________________________________________________________________  

 ________________________________________________________________________________________  

Products Recommended: ___________________________________________________________________  

 ________________________________________________________________________________________  

Products Purchased: _______________________________________________________________________  

 ________________________________________________________________________________________  

Next Treatment: ____________________________________________  Date:_________________________  

Follow Up Date: _____________________  Result: _______________________________________________  

 ________________________________________________________________________________________  

Provider: ________________________________________________________________________________   
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POST-TREATMENT INSTRUCTIONS 

Congratulations on your dermaplaning treatment! 

Dermaplaning is an excellent anti-aging treatment that provides both immediate and cumulative results with 

each facial you receive. 

Dermaplaning is a physical form of exfoliation that has removed dead skin cells and vellus hair from the 

surface of your skin. Your face should feel softer than ever and look brighter and more youthful. 

Be sure to take care of your skin following dermaplaning or other anti-aging treatments. Following these 

instructions will maintain your results longer and help you avoid complications. 

Cleanse: Use a gentle cleanser and warm, not hot, water. Splash water on face. Do not use abrasive 

cleansers, wash cloths, Clarisonic, or hot shower spray for the first 24-48 hours. Do not use cleansers, serums 

or spot treatments containing retinol, salicylic acid or Benzoyl Peroxide (BPO) for 5 days following treatment. 

Tone: Hydrating and brightening toners applied with a cotton round will penetrate deeper into the skin. If you 

are sensitive, try all products on a small area before applying full face. 

Serums: Active ingredients in serums penetrate much better now, so you’ll see quicker results. Ask your 

esthetician about the right serum(s) for your skin. Please do not use Retin-A for 5 days pre and post 

dermaplaning. For darker skin tones: use a brightening serum to reduce any risk of PIH. Ask your esthetician 

for recommendations. 

Moisturizer: Choose a hydrating moisturizer and apply twice daily. It’s common for skin to feel tight but dewy to 

the touch. This is good and will only last a short time. Moisturizer locks in skin’s hydration with the added 

absorption of its active ingredients. For darker skin tones: use a 1% hydrocortisone cream for 5 days following 

treatment to calm inflammation and reduce any risk of PIH. 

SPF: Your skin is more vulnerable to UV rays after exfoliation. SPF is essential to protect your skin - even on 

cloudy days when UVA (aging) rays are present. 

Makeup: Makeup can irritate skin after dermaplaning. Bacteria, alcohols, colorants and fragrance are all 

irritants that can cause contact dermatitis. Be sure to clean your makeup brushes, replace your sponges and 

apply clean (new) makeup to minimize risks. We recommend mineral makeup for its purity and non-

comedogenic properties. 

 DO: Avoid sun exposure as much as possible. If you must be in the sun, apply and reapply SPF every 2 

hours, wear a hat and seek shade. 

 DO: Delay exposure to excessive heat, heavy workouts, steam rooms and saunas for 24-48 hours post 

treatment. 

 DO: Wait 7 days before having any facial waxing done. Waxing may be done prior to dermaplaning. The 

esthetician will only dermaplane up to the waxing border so as not to over stress your skin. 

 DO: Schedule your appointments 4 weeks apart to optimize results.  

 DO: Call your aesthetician with both compliments and concerns. 

 DO: Enjoy your new look. 

 


