
Microneedle Consent Form

I, ________________________________, consent to the treatment of  Microneedling and Nanoneedling.

Microneedling allows for the induction of hyaluronic acid, apple stem cells, and other serums by creating
controlled micro-injuries in the skin (tunnels).  These injuries stimulate the production of collagen, hence
the name Collagen Induction Therapy (CIT), another name for Microneedling.  The result is firmer,
younger, smoother looking skin. A sterile needle head is used and each treatment is 30 minutes or less.

Contraindications include: Use of accutane in the last 6 mos, collagen-vascular disease, blood clotting
problems, platelet disorders, anticoagulation therapy (blood thinners), facial cancer, chemotherapy and
radiation, steroid therapy, dermatological disease affecting face such as porphyria, diabetes,
immunocompromised, prone to keloids, active bacterial and fungal infections, viral infections such as
herpes simplex, pregnancy and nursing.

Side Effects Can Include:

● Redness, might feel warm and itchy like a mild sunburn -- resolves in 12-24 hours
● Minor flaking or dryness and very rarely scabbing
● Pinpoint bleeding
● Could stimulate a cold sore flare
● A lightening of freckles
● Infection (extremely rare)
● Hyperpigmentation that will resolve
● A permanent scar (less than 1% chance)

I have been informed about the treatment, procedure, contraindications, side effects, and expected
results.  I am undergoing treatment with Microneedling and Nanoneedling of my own free will.  This is
being performed for cosmetic reasons, and I accept the risk of unforeseen complications which may not
have been discussed as a result of being micro and nanoneedled.

I agree to the charges for the treatment (s) and understand it is non-refundable.  It’s common to see
gradual changes after first appointment with peak results around treatment 4-6.  After you have
completed 4-6 treatments you do not need to repeat the treatment course for 3-5 years.  I understand that
medicine is not an exact science and results are not guaranteed.

I acknowledge the office’s instructions, and certify I have read and understand the above consent.  The
information has been reviewed with Maureen McLaughlin, Licensed Acupuncturist, and my questions
have been answered to my satisfaction.  I agree to hold harmless and release from any liability
_________________________, Licensed Acupuncturist and any and all other owners or employees at
Serenity Holistic Health for anything known or unknown that may arise from this treatment.

Patient Signature __________________________________ Date _________________




