
Informed Consent For Micro Needling

I ______________________________ understand the following with regard to treatment that I will receive today.

1) No guarantee can be given to me due to the condition of my skin or expected degrees of improvement 
following treatment.

2) I understand the benefits, the likely clinical outcome, and that multiple treatments are required to achieve
optimal results (along with the use of the recommended home skin care maintenance). 

3) If outside, I will apply sunscreen that is at least SPF 35 or higher 30 minutes prior to sun exposure.
4) In rare cases allergies or sensitivities have been reported with products during and after treatment.
5) The following are all contraindications that would prevent treatment:

 Cardiovascular disease, skin infection, open sores, lesions or abrasions
 Skin Cancer
 Hives, Dermatitis, or Eczema
 A Pacemaker
 Epilepsy
 Pregnancy/lactating 
 Sunburned or irritated skin
 Numb areas without sensitivity
 Diabetes (Diabetics are more prone to post treatment infection due to a slower ability to heal)

6) I understand the typical side effects from the treatment include; erythema (redness) and mild swelling.  These side
effects usually lessen 48-72 hours after treatment.  Peeling is also normal.  

Fever blisters could develop if you have a history of herpes simplex infection. Taking anti-viral medication to prevent 
fever blisters pre & post micro needling for a period of 5 days or more may be necessary. Skintuition has informed me of 
a possible occurrence and will not be held responsible for any other possible outcomes due to the nature of the procedure.

By signing this consent form, you are stating that you have read, understand, and agree to all the above terms and 
conditions:

Patient Name: ______________________________

Patient Signature: ___________________________

Date: _____/_____/____

**Please note, cardiovascular disease must receive written permission from PCP.


