


INFORMED CONSENT
FOR INJECTION OF CALCIUM HYDROXYLAPATITE : RADIESSE®
Patient's Name:  ____________________________________________________________
I, ____________________________ request treatment with Calcium Hydroxylapatite (brand name Radiesse®) by  ____________________________, licensed medical professional, to treat FDA approved site moderate/severe facial wrinkles and/or folds and/or off-label sites of:_______________________________________________________________________________________

Calcium Hydroxylapatite (brand name Radiesse®) is an injection of calcium hydroxylapatite microspheres in gel carrier into facial folds or lines, depressed scars, or other areas of depression. This product is FDA approved for correction of moderate to severe facial wrinkles and folds, such as nasolabial folds and for restoration of lipoatrophy and fat loss due to HIV. Calcium Hydroxylapatite should not be used by patients with severe allergies and with a history of anaphylaxis, pregnant or nursing, under the age of 18, in areas of active infection, or on immunosuppressive therapy. ___(pt initials) 
My diagnosis/nature of my condition for which treatment is indicated and recommended is _____________________________________________________________________________________
Risks of having this procedure include: Bruising, poor cosmetic result, extrusion, infection, asymmetry, folds or areas of depression, need for possible further correction, swelling, nodule formation, and allergic reaction, firm hard areas on folds, or lines, inadequate correction. Bacterial or viral infections at the site of injection are rare but may occur.  As with any injection into the head or neck, the injected material may be inadvertently implanted in a blood vessel, which could cause occlusion, infarction, or embolic phenomena. Calcium hydroxylapatite Implant will be visible on X-Ray examination. Additional side effects are possible, but none have been observed or are known of at this time.  Calcium Hydroxylapatite cannot be called permanent. Reabsorption of implant will occur.  ___ (pt initials) 

Alternative methods have also been explained to me, as have the advantages and disadvantages. I am advised good results are expected, the possibility and nature of complications cannot be accurately anticipated and therefore, no guarantee has been expressed or implied as to the success or other result of treatment. The possible risks (including infection or bleeding) and the other risks of this treatment have been explained to me as required by the Georgia Medical Disclosure Panel.  Long term effects are unknown.    ___ (pt initials) 

I confirm I have discussed the nature of my condition, the contemplated medical procedure, the general nature of the proposed treatment, the request of the proposed treatment, the prospects for success, the reasonable therapeutic alternatives to the treatment, and the risks of such alternatives. My physician or representative has discussed the common problems or risks. I have had the opportunity to ask questions which have been answered to my satisfaction ___ (pt initials) 

FOLLOW UP TREATMENT:  I agree to follow up with __________________________ at the recommended intervals at ___________________________ office location, and to contact ____________________________and advice 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. ___ (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 or the outcome of this procedure.

Address and phone number of practitioner_____________________________________________________
Name of supervising MD (if applicable)________________________________________________________
Name of medical professional providing services_______________________________________________

I hereby voluntarily request and give my consent for ______________________ to perform the procedure described herein, injection Calcium Hydroxylapatite (brand name Radiesse®).  

PATIENT SIGNATURE:___________________________________DATE:___________
INJECTORSIGNATURE:__________________________________DATE:___________
PHYSICIAN SIGNATURE:_________________________________DATE:___________
WITNESS SIGNATURE:___________________________________DATEL__________




Address and phone number of location services are being performed.
Name of supervising MD (if applicable)
Name of medical professional providing services
