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Dermaplaning Consent 

 
Dermaplaning is a form of manual exfoliation similar in theory to microdermabrasion but without the 
use of suction or abrasive crystals. 

A sterile blade is stroked along the skin at an angle to gently remove dead skin cells from the 
epidermis. Dermaplaning also temporarily removes fine vellus hair of the face, leaving a very smooth 
surface. 
As with any type of exfoliation the removal of dead skin cells allows home care products to be more 
effective, makeup to go on evenly and even skin tone. 

Dermaplaning can be an effective exfoliation method for clients who suffer from rosacea, sensitive 
skin or allergies that prevent the use of microdermabrasion or chemical peels. 

Due to the contours of the face certain areas of the face (such as eyelids and nose) are not treatable 
using this method. 

I understand that the following side effects or complications may occur: 
1. Discomfort, Itching and irritation. These are generally minimal and subside after a short 

duration 
2. Existing blemishes or blood vessels, freckles, and sun spots may become more obvious 

because layers of dead skin have been removed. 
3. Pigmentation: is rare and usually temporary. Possible permanent changes in the color of skin 

could occur. 
4. Milia: may occur but will usually disappear quickly. 
5. Redness and swelling: for a period of 2 hours to 7 days. 
6. Skin peeling of flaking: for up to 3 days after the procedure. 
7. Infection: is extremely unlikely but may happen. 
8. Herpes outbreak in affected individuals: if you are prone, ask your physician for medication 
9. Scarring: very rare 

New hair will not appear darker or dense. However, any hormonal imbalance that may be present 
within your anatomical system can alter the normal hair growth pattern and cause darker and denser 
restoration process. 
 

Contraindications: 
1. Active acne 
2. Active infection such as herpes simplex or flat warts 
3. Any raised lesions 
4. Any recent chemical peel procedure 
5. Chemotherapy or radiation 
6. Eczema or dermatitis
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7. Keloid scarring 
8. Hormonal therapy for excessive hair growth 
9. Oral blood thinners 
10. Recent use of topical agents such as AHA' sand Retin-A 
11. Skin cancer 
12. Sunburn 
13. Thick, dark facial hair 
14. Use of Accutane within the last year 

 

Post Treatment/Homecare: 

Any vigorous physical activity should be avoided until all redness has subsided. Direct sunlight 
exposure is to be completely avoided immediately following treatment Although SPF 30+ should 
already be a part of your daily skin care, after Dermaplaning, SPF 30+ must be applied daily to the 
treated area for a minimum of two weeks. Avoid any AHA's and Retin-A for one week post treatment. 

I understand that Dermaplaning procedure is a controlled process, but it is not an exact science and 
the results cannot be guaranteed. I acknowledge that no guarantee has been made by anyone 
regarding the results of the treatment that I have requested and authorized. The technician has 
provided the information and answered all of my questions concerning this procedure. I clearly 
understand the information presented above and will inform my technician of any changes in my 
health and medical conditions. 
 
 
 
Patient Signature: __________________________________ Date: ___________________________________ 

 

 

Healthcare Provider: ________________________________ Date: __________________________________ 

 

 


