


[bookmark: _GoBack]INFORMED CONSENT FOR TREATMENT OF HYPERHIDROSIS WITH 

BONTA (BOTOX® COSMETIC (OnabotulinumtoxinA), XEOMIN® (incobotulinumtoxinA), DYSPORT® (AbobotulinumtoxinA)

 (circle to indicate which product is being used for this treatment) 


PATIENT PRINTED NAME:_________________________________________________________________

Diagnosis: Excessive sweating under the arms (axillae) and or palms of the hands and or soles of the feet.  

I request treatment with the following BoNTA product: Botox® Cosmetic ___, Xeomin®___, or Dysport® ____ by _____________________, designated licensed medical professional _______________________, to treat this condition known as hyperhidrosis of the following areas: ________________________________________________. 

NATURE AND PURPOSE OF THE PROCEDURE:  The injection of BoNTA for this purpose is only FDA approved in the axillae and injection into the palms and soles is considered off label use.  The treatment plan is to inject an appropriate amount of BoNTA into the dermal tissue of the affected area/s of excessive sweating.  The result expected is a significant decrease of sweat production in the injected areas.  Results are usually obvious within 1-2 weeks post injection, but a touch up injection may be needed in 2-3 weeks to get complete results.  The effects can last anywhere from 4 months to 12 months from time of injection.  ____(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. Side effects of this injection of BoNTA can be decreased functioning ability of the muscles in the injected areas and/or insufficient relief from sweating in treatment areas. ___(pt initials) 

PRACTICAL ALTERNATIVES: Drysol® topical application, surgical or laser destruction of sweat glands in the area. ---(pt initials) 

MEDICAL HISTORY: I understand,_________________ & _______________, who will provide my treatment, under ____________________ order, 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, nursing or have any known neurological diseases.  If taking aminoglycoside antibiotics, Penicillin or Quinine, I understand these medications may potentiate the effect of BoNTA.  ___(pt intials) 


FOLLOW UP TREATMENT: I agree to follow up with ____________________ at the recommended intervals at ________________ office, and to ___________________and advise of any change in my condition or any problem I may experience. ___(pt intitals) 

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, injection of BoNTA.  

PATIENT SIGNATURE:________________________________________________DATE:______________
INJECTOR SIGNATURE:_______________________________________________DATE:______________
PHYSICIAN SIGNATURE:_____________________________________________DATE:______________
WITNESS SIGNATURE:_______________________________________________DATE:______________

Address and phone number of practitioner_________________________
Name of supervising MD (if applicable)_____________________________
Name of medical professional providing services__________________________

