


[bookmark: _GoBack]COSMETIC SCLEROTHERAPY 
INFORMED CONSENT

Patient Printed  Name:________________________________________________________________
Diagnosis: _______________________________________________________________
I request Sclerotherapy treatment ________________________ designated medical licensed professional, to treat_______________________________________________________: FDA approved for ____________________________________________________.
NATURE AND PURPOSE OF THE PROCEDURE
Spider veins or “telangiactasia” are small veins under the skin usually developing from dilated blood channels connected with underlying larger veins. Sclerotherapy is a method of treatment for spider veins in which a solution called a sclerosants is injected into the veins to cause eventual closing of the vein making it disappear. The majority of patients having sclerotherapy will have marked improvement in their visible spider veins. Rarely is there poor results with little or no improvement. (“Poor results” means the veins have not totally disappeared after several treatments.)  Unfortunately, there is no cure for genetic tendency to develop new spider veins.  The number of treatments needed to clear or improve the condition differs from patient to patient, depending on the extent of varicose and spider veins present. The average number is 3._____(pt initials)

POSSIBLE SIDE EFFECTS AND/OR  COMPLICATIONS OF SCLEROTHERAPY
Hyperpigmentation- In most patients, the treated veins become darker immediately after the treatment. This usually fades in 2-4 weeks; however, in rare cases it can persist up to12 months or can be permanent.
Matting- This refers to the development of new tiny veins in the treated area, which forms a “mat” of redness. It may occur 2-4 weeks after the treatment and usually fades within 4-6 months. It occurs in up to 18% of women receiving estrogen therapy and in 2-4% of all patients.
Trapped blood- occasionally the closing of the vein is slow to occur and a small pocket of blood remains as a dark blue clot./ This can be removed with a small needle puncture within 2-4 weeks after the treatment. This is NOT a dangerous form of clotting.
Ulceration- In less than 1% of patients receiving sclerotherapy, a small blister may form at the injection site, open and become ulcerated. Should this occur it usually heals within 8 weeks and the scar eventually returns to normal skin color.
Allergic reaction- Allergic reaction to the sclerosants is very rare; such reactions would be mild in the form of skin reaction or hives.  Medications that can be used in the case of allergic reaction.
Itching- Mild itching or tingling may occur along with the treated vein for up to 2 hours after the treatment and may persist a day or so.
Bruising - Bruising at the injection sites is very common, but usually disappears by 4 weeks.
Pain- An extremely small needle is used for injections into the veins and very little discomfort is associated with the actual injection. The veins treated may be tender to touch with mild pain at the injection site.  Mild burning or stinging may be experienced immediately following the injections, but usually subsides when hose are applied and walking resumes.
Phlebitis- In less than 0.1% of patients, swelling of the vein with pain may occur and may cause the ankles to swell. This is not dangerous and usually subsides in a few days.
I understand all of these possible side effects and/or complications of the treatment and I agree to proceed ____(pt initials)
DISCLAIMER OF GUARANTEES AND EXPLANATION OF MATERIAL RISKS:  The practice of medicine is not an exact science and no guarantees or assurances have been made concerning the outcome and/or the result of this procedure.   ___(Pt initials)
MEDICAL HISTORY:  I understand _________________________________________, who will provide my treatment, under ___________________ MD order (if an RN), will rely on my documented medical history, as well as other information obtained from me in determining whether to perform this procedure.  I agree to provide accurate and complete information about my medical history and conditions.  I herein state that I am not pregnant or nursing. ___(pt initials) 
PHOTOGRAPHS:  I give permission for photographs to be taken of all sites treated, which will be used to document my medical record.  I also give permission for the photographs taken to be used for illustrations of scientific papers or use in educational/training lectures.  I understand my name shall not be used in any publication. ___(pt initials) 
FOLLOW UP TREATMENT:  I agree to follow up with _______________________ at the recommended intervals at _____________________ office location, and to contact _______________________ and advise of any change in my condition or any problem I may experience. I agree to contact my physician immediately should any unusual side effects occur. I agree to follow Post Treatment Instructions ___(pt initials) 
BY SIGNING THIS “INFORMED CONSENT, I hereby acknowledge:
1.	I have read or had this Consent Form read and/or explained to me
2.	I fully understand the contents of this Consent Form.
3.	I have been given ample opportunity to ask questions and all questions have been answered 	satisfactorily. 
4.	I understand the risks and potential complications of the treatments
5.	No guarantees have been made concerning the results nor the outcome of this procedure.
I hereby voluntarily request and give my consent for __________________ to perform the procedure described herein  
PATIENT SIGNATURE:___________________________________DATE:___________
INJECTOR SIGNATURE:__________________________________DATE:___________
PHYSICIAN SIGNATURE:_________________________________DATE:___________
WITNESS SIGNATURE:___________________________________DATEL__________


Address and phone number of practitioner___________________
Name of supervising MD (if applicable)____________________
Name of medical professional providing services________________
