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CONSENT FOR DERMAL FILLER 

 
 
PLEASE INITIAL AFTER EACH PARAGRAPH INDICATING THAT YOU UNDERSTAND AND AGREE 
 
Diagnosis 
The following treatment has been offered to me: injection of DERMAL FILLER, for the following condition 
(diagnosis): skin wrinkles and/or depressed scars and/or aged skin and/or facial folds and/or volume loss.  I 
understand that, in general terms, the nature and purpose of the procedure is to alleviate perceived defects, smooth 
wrinkles, enhance or augment facial and skin features, by injecting a medical grade filler: 
JUVEDERM, VOLUMA, VOLLURE, VOLBELLA, RESTYLANE, SILK, REFYNE, DEFYNE, LYFT, 
BELOTERO or RADIESSE.  
 

        Initials ________ 
 
Proposed Treatment 
DERMAL FILLER benefits are immediate and optimal results are usually seen within 2-4 weeks. I understand that the 
beneficial effects of DERMAL FILLER are not permanent, that several sessions are needed, and that multiple sessions are 
planned.  DERMAL FILLERS are best at treating static wrinkles: lines that are at rest without muscle contraction. Lines 
present with muscle contraction may or may not improve with DERMAL FILLERS.                               Initials ________         
 
Post Procedure Care 
Do not expose the treated area to extreme heat (sun) or extreme cold until initial swelling has resolved. Gently apply ice to 
reduce any swelling. Do not apply makeup to treated area(s) for 24 hours. Do not take aspirin-like products (Tylenol is 
acceptable). For irritation or sensitivity, apply Neosporin or Bacitracin. Avoid glycolic acid, Retin-A, & skin lighteners 
for 3 to 4 days after treatment, to the treatment area(s). Obtain clearance from your injector before getting any laser 
treatments in the treated area. Do not use a depilatory, bleach, wax, or electrolysis to remove hair in the treated area for 
one week after treatment.                    Initials ________ 
 
Risks & Complications 
Side effects experienced by patients who have had DERMAL FILLER treatments include: bruising, swelling, bleeding, 
redness, itching, lumpiness. Occasionally, the injection does not work for as long or as well as usual. Fortunately, these 
events are typically temporary.                                                                   Initials ________                                                          
       
 
I understand that any previous trauma and/or subsequent surgeries to the intended treatment area elevates my risk of side 
effects and the longevity of these side effects.                                                      Initials ________                                                                                                  
 
Pregnancy  
I am not pregnant to the best of my knowledge, nor am I breast feeding. I understand that I should not undergo DERMAL 
FILLER treatments in any of these situations.                                        Initials_________ 
  
Alternatives 
The alternatives to the proposed treatment, including medication application, injection of an alternative filler 
substance, microneedling, or laser or light treatments, have been explained to me, as have the advantages and 
disadvantages of each.  I understand that the risks of not treating this condition include, but are not necessarily limited to: 
no cosmetic improvement and expected, progressive visible aging of the skin.                                  
                     Initials_________   
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Follow-Up 
I agree to follow-up with BODY TONIC 2-4 weeks following my treatment, or sooner if any problems occur.  
ANY REMAINING DERMAL FILLER PRODUCT THAT IS LEFT AFTER YOUR INITIAL TREATMENT MUST 
BE USED AT YOUR FOLLOW-UP APPOINTMENT, OR WITHIN ONE MONTH OF INITIAL TREATMENT. IT 
WILL NOT BE SAVED PAST THIS DATE.                            Initials_________ 
                
  
Summary 
I have been advised that the goal of the procedure I have requested is improvement in appearance, not perfection.  It is 
possible for imperfections to ensue, and that the result may not live up to my expectations or goals. I fully understand that 
the practice of medicine and surgery is not an exact science, and that any reputable physician cannot guarantee results. I 
also understand the limitations of this procedure.                       Initials_________ 
 
BODY TONIC has fully explained, in terms clear to me, the nature of the procedure to be performed, the foreseeable or 
common risks and complications. Alternative methods of treatment, as well as what I may experience if recovery is 
uneventful. Lastly, I acknowledge that I have been given an opportunity to ask any questions I desired regarding the 
diagnosis and procedure and that these questions have been fully explained to me.  I have read this document (or have had 
it read to me) and I understand its contents. I agree that this constitutes full disclosure and that it supersedes any previous 
verbal or written disclosures. I hereby give my unrestricted informed consent for the procedure.                                          

          Initials ________ 
                       
 

ACKNOWLEDGEMENT AND CONSENT FOR TREATMENT 
 
I acknowledge that I have read and understand this consent form (or that it has been read to me), that I understand the 
information contained in it, including all of the medical terminology, about which I have asked if unsure; that I have been 
given an adequate opportunity to ask whatever questions I had about the treatment; that all of my questions about the 
treatment have been answered by my injector in a satisfactory manner; and that I understand the nature and purpose of the 
treatment, its risks, and the alternatives.  
 
I understand that the dermal fillers we use (JUVEDERM, VOLUMA, VOLBELLA, VOLLURE, RESTYLANE, SILK, 
LYFT, REFYNE, DEFYNE, BELOTERO, AND RADIESSE) are each FDA-approved for correction of a variety of facial 
wrinkles and folds, or for replacing volume loss, and that these DERMAL FILLERS will also be used for “off label” 
enhancement. We will provide you with printed, specific FDA-approved uses of each dermal filler IF REQUESTED.  
  
I, hereby, authorize and direct BODY TONIC and/or associates or assistants of his or her choice, to perform DERMAL 
FILLER injections in                                                   .  I further authorize and direct her or him to perform any other 
procedure which in his or her judgment is advisable for my well-being and to provide such additional services as he or she 
may deem appropriate including, but not limited to, the administration of any anesthetic agent. This consent form is valid 
until it is expressly revoked and the revocation is communicated to my physician. I understand and agree that it is my 
responsibility to communicate my revocation of this consent to BODY TONIC. 
 
 
Signature of Patient          Date_____________ 

 
 
 

Witness            Date_____________ 


