INFORMED CONSENT FOR BOTOX®TREATMENT

I understand that I will be injected with BOTOX® to attempt to improve the appearance of lines
—particularly those worsened by muscular action in all or some of the areas of my Glabella, Forehead, Crows Feet, Chemical Brow,
Lift, & Bunny Lines .

BOTOX® is a brand name for botulinum toxin type A, a neurotoxin that blocks messages between muscles and the nerves that control
them. The effects of the BOTOX® become apparent 2-4 days after injection and generally last for 3-6 months. The FDA has approved
BOTOX® to treat facial dystonias (spasms), strabismus (crossed eyes) and to soften facial rhytids (wrinkles) between the eyes and
around the eyes.

I understand that BOTOX® was approved by the FDA for lines between and around the eyes Nevertheless, I wish to have BOTOX®
performed 0 on my forehead, o or other areas and I am willing to accept the potential risks that my physician has discussed with me. I
acknowledge that there may be other unknown risks and that the long-term effects and risks of BOTOX® are not known. There may
be alternatives to BOTOX® including medicine or surgery on facial nerves and muscles. Specific risks of this procedure can include
but not be limited to: eyelid droop, brow droop or brow depression, facial droop, asymmetry (unevenness), swelling, bleeding,
bruising, dry eye, excess tearing, corneal exposure, corneal ulceration, persistent corneal epithelial defect, double vision, scarring,
infection, headache, prolonged erythema or healing, allergic or drug reaction. BOTOX® contains Human-derived albumin and carries
a theoretic risk of viral transmission. If you are allergic to albumin you should not receive BOTOX®. I also realize that a complication
requiring additional treatment may occur in connection with BOTOX® injections.

I hereby certify that I have read and fully understand that above Authorization for Medical Treatment, the reasons why the above
procedure is to be done, its advantages and possible complications, if any, as well as possible alternative modes of treatment, which
were explained to me. I also certify that no guarantee or assurance has been made as to the results that may be obtained. I realize that
the effect of BOTOX® is temporary and to maintain improvement additional treatments will be necessary. I understand that several
sessions may be needed to complete the injection series. I understand that there is a separate charge for any subsequent treatment.

Client Acceptance of Risks : I have read the above information and have discussed it with my physician. I understand that it is
impossible for the doctor to inform me of every possible complication that may occur. No guarantees about results have been made.
Up to 10% of patients are non-responders or experience reduced duration of action. By signing below, I agree that my doctor has
answered all of my questions and that I understand and accept the risks, and alternatives of BOTOX®.

I understand that information on this form is essential to determine my medical and cosmetic needs and the provision of treatment. I
understand that if any changes occur in my medical history/health I will report it to the office as soon as possible. I acknowledge that
all answers have been recorded truthfully and will not hold any staff member responsible for any errors or omissions that I have made
in the completion of this form. I have read and understand all information presented to me before signing this consent. I have had
ample opportunity to ask any questions regarding BOTOX® treatment, side effects and after care.

Eligibility for Treatment : [ understand and acknowledge that the objective of treatment with BOTOX® , as in any cosmetic
procedure, is improvement, not perfection.

I understand that temporary bruising and swelling can commonly accompany BOTOX®
treatment.

] T understand that my final results will not be apparent for several days to several weeks.

] T understand that Injection of BOTOX® is a medical procedure only to be done by, or under the order of, a physician or
an advanced practice nurse.

) I understand that I will be charged for the amount of BOTOX® used. If I desire an additional treatment or touch up
I will be charged for the additional product used.

] I understand that I will be given both pre-treatment and post-treatment instructions. In order to obtain the best results, I
will follow these instructions.

I am not pregnant or nursing.

1 do not have a history of abnormal scarring, including but not limited to, keloid
formation.

I am not using medications that cause bleeding, including but not limited to, Anti-Coagulants, Coumadin, Aspirin,
Ibuprofen, Heparin, Ca Channel Blockers (Cardizem, Norvasc, Procardia,Adalat, Tiazac, Taztia, Verapamil, Fish Oil,
Alcohol.

[¥] T am not allergic to BOTOX® or medications with which I would like to be treated.

[¥] 1 do not have any diseases that affect my muscles & nerves (such as Amyotrophic Lateral Sclerosis ALS , Lou Gehrig’s
disease, Myasthenia Gravis, or Lambert-Eaton Syndrome, Multiple Sclerosis,Parkinsons, Guillain-Barre Syndrome, or
Bells Palsy).

I have read and understand the above information. I acknowledge that all answers have been provided truthfully and will not hold any
staff member responsible for any errors or omissions that I have made in the completion of this form.



Client/Guardian Signature .Date

Staff Signature Date
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