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The Syndaghi Peel System is a medical-grade chemical peel suitable for all skin types. It contains Phenol, Salicylic Acid, 
Sodium Trichloroacetate, Ascorbic Acid, Retinol, Trifluroacetyl Tripeptide-2, Swertia Chirata Leaf Extract, Resveratrol, 
Glycerin, Dextran, Polysorbate 20, Glutathione, Maltodextrin 
 
Contraindications: 

• Patients who are pregnant or breastfeeding 

• Patients with an allergy to any peel ingredient listed above, including aspirin 

• Patients who have used Accutane within the past six months 

• Patients who have open wounds, sunburn, infected skin, inflammation, cold sores or lesions.  
o Patients with a history of cold sores (herpes simplex) may be given an antiviral three days before the peel 

• Patients who have recently had treatments such as waxing, electrolysis or harsh chemical exfoliants 

• Patients who are undergoing or have had chemotherapy and/or radiation therapy in last 6 months 

• Patients with a history of an autoimmune disease or any condition that may weaken the immune system 
 
Please read and initial the following: 
 
_____ Before receiving treatment, I have informed my medical professional about any medications or health      
           conditions that may contraindicate this treatment. 
 

_____ I understand that there might be discomfort such as stinging, burning, itchiness or tightness during and after  
           the treatment. 
 

_____ I understand that it is important not to pull, or pick at flaking skin. 
 

_____ I understand that there is no specific guarantee as to the final results of the peel. 
 

_____ I understand that my skin is unique, I may require a series of treatments to achieve my desired results.  
 

_____ I understand that while complications are extremely rare, they may occur.    
           In the event of a reaction or complication, I agree to contact my medical professional for follow-up care. 
 

_____ I understand that occasionally hyperpigmentation or hypopigmentation may develop which can persist for  
           weeks or months after the treatment. 
 

_____ I understand that post-treatment care is essential to the healing process and final result. I agree to follow my  
           providers instructions and use SPF 50+  and Repair & Renew as directed. 
 

_____ I understand that I must avoid direct sun exposure and excessive perspiration for 72 hours post peel. 
 

_____ I understand that this is an elective procedure and is nonrefundable. 
 

_____ I understand that  I may not receive any other treatments until my medical provider releases me to do so. 
 

__________________________________________________  _________________ 

Patient Signature         Date 

______________________________________________________  __________________ 
Provider Signature        Date 

_______________________________________________________  ___________________ 
Witness          Date 


