

Patient Consent Form 

BOTOX® Cosmetic Botulinum Toxin Type A

Please initial each paragraph to indicate that you understand each topic. If you do not understand, make sure all of your questions have been answered before you initial. There are two sides to this form. 

General Information 

Botox® works by relaxing the muscles of facial expression which cause frown lines, horizontal forehead lines and crow's feet. The goal is to smooth out facial lines and wrinkles to give you a more youthful and pleasant appearance. Botox® does not reduce facial lines or wrinkles caused by aging, heredity, gravity or sun damage. Initials: __ 

Botox® is a purified form of the botulinum toxin. It has been used for more than a decade in children and adults to improve muscle spasms of the facial muscles. Although BotoX® was approved by the FDA for cosmetic use in 2002, the use of BotoX® for wrinkles is not covered by insurance and must be paid for by the patient. Initials: __ 

Proposed Treatment 

Response usually is seen 2 - 14 days after injection. Treated facial muscles become relaxed for an average of 3 - 5 months, at which point the muscle action (and wrinkles) will return. Botox® may be used in addition to, or in place of other cosmetic procedures. Repeated treatment will relax the muscles and soften the lines again.    Initials:_______ ___ 

Our treatment philosophy is to use the minimum effective amount of BotoX® to achieve the desired effect. Sometimes another session may be needed to fully complete the treatment. The fee for BotoX® treatment is based upon the actual number of units used. Initials: 

Risks and Complications 

BotoX® is very safe and is commonly used in much larger doses in other fields of medicine. No long-term side effects have been described with cosmetic use of Botox®. Side effects are always possible, including the potential for unknown side effects.

The following side effects are rare, but have been reported: 

· Temporary eyelid drooping or double vision 

· Bruising, swelling, and/or hematoma 

· Migration to non-target areas 

· Facial asymmetry (unevenness) 

· Incomplete or no response 

· Allergic reaction 

· May cause birth defects in pregnant women 



· Burning and/or pain at injection site 

· Twitching, itching and/or numbness at injection site 

· Headache and flu-like symptoms 

· Discoloration and/or scab/scar formation 

· Skin, respiratory or other infection 

· Unknown or unreported side effects 

Known significant risks have been disclosed including the potential for unknown complications. I understand that I am at a higher risk for side effects if I do not follow the aftercare instructions. Initials: ________

Limitations and Alternatives 

Botox® therapy does not treat or cure the underlying cause or disease of facial wrinkles. Rather it is designed to treat dynamic facial lines caused by facial muscle activity. Treatment may be effective for variable lengths of time, may not work as well or as long as expected, or may not work at all. Lines at rest mayor may not improve with this treatment. No promises or guarantees have been made in response to either positive or negative outcomes. Initials: __ 

I have been informed of other alternatives which exist for the treatment of wrinkles such as topical creams, chemical peels, laser treatments, forehead/brow lift, face lift and/or injectable fillers. I understand that there are alternatives to treatment with Botox® and that not receiving treatment is an option for me. Initials:________

Cost and Fees 

Payment for this cosmetic procedure is my responsibility. Full payment is expected at the time of service. Initials: _______

Follow-up

I agree to follow-up in 2 - 4 weeks after my first treatment if asked to do so by my physician. Initials: ________

Photographs

I give my permission to  Skin NV and/or staff to obtain and use clinical photographs of myself for medical, educational, scientific or research purposes. I understand that I will not be identified by name and that appropriate measures shall be made to block visible and/or recognizable features to protect my identity. These photographs may be used in scientific publications, lectures, promotions, research and/or with future patients requesting treatment with Botox®. I understand I will not receive any compensation for the use of my photographs for the above purposes. 

This authorization is a requirement of treatment. Initials: __ ____

I have requested the dr. name attempt to improve my facial expression lines with Botox® Cosmetic. Although the results are usually dramatic, I have been informed that the practice of medicine is not an exact science and no guarantees can be or have been made concerning expected results in my case. 

I have read the above and ____________________   has  satisfactorily answered any questions I have about the risks, benefits and/or alternatives. Additional informational materials will be provided to me upon request when available. To the best of my knowledge I am not pregnant, breasffeeding or allergic to lidocaine (Xylocaine.) I accept the risks and complications of the procedure and freely give my informed consent for treatment with BotoX®
Patient Signature:______________________
Witness's Signature ____________


Date 

Date 

