



INFORMED CONSENT FOR JUVEDERM VOLUMA XC TREATMENT 
Patient Printed Name:_________________________________________________

Diagnosis: Moderate to severe volume loss in the mid face, cheek area.
I request treatment with Juvederm Voluma XC by _____________________________,  licensed medical professional, to treat all of the following areas: FDA approved site of cheeks/mid face, and or other

________________________________________________________________________.

NATURE AND PURPOSE OF THE PROCEDURE:  The Juvéderm Voluma XC Implant is a hyaluronic acid gel that is indicated for deep injection (subcutaneous and/or supraperiosteal) for cheek augmentation to correct age-related volume deficit in the mid-face in adults over the age of 21. Injectable Juvederm Voluma XC (contains Lidocaine). All Juvederm XC Implants are gels of hyaluronic acid generated by non-animal protein.  According to the manufacturer Allergan, there is no necessity for skin testing prior to receiving Juvederm Voluma XC treatment, as allergic reaction is very unlikely.  Juvederm Voluma XC is indicated to temporarily provide correction of age-related volume loss in the mid-face. Juvederm Voluma XC  has been shown to provide correction to the injected sites for up to 2 years.  Without touch up injections, the correction will subside gradually and your skin will look as it did before treatment. ___(pt initials)
I understand that this licensed medical professional is attending an educational workshop and I am willingly participating as a volunteer to receive treatment as part of the learning experience. I hold AAI and its representatives harmless and release AAI and its representatives from responsibility of any kind for any untoward results or complications arising from this treatment. ___(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. Juvederm Voluma XC 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. Patients using substances that reduce coagulation, such as aspirin and non-steroidal anti-inflammatory drugs may experience increased bleeding with resulting bruising at the injection sites. Other risks may include temporary local pain, redness, and itching, temporary skin discoloration, bruising and swelling in the treated area.  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. Injections into an area where there is a history of herpes simplex may result in an outbreak of the symptoms. Additional side effects are possible, but none have been observed or are known of at this time. If laser treatment, chemical peeling or any other procedure based on active dermal response is considered within several days post treatment, there is a possible risk of eliciting an inflammatory reaction at the implant site. ___(pt initials)
MEDICAL HISTORY:  I understand that _______________________________ will provide my treatment, under the supervision of _________________________ MD (if injector is RN) and 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)
FOLLOW UP TREATMENT:  I agree to follow up with _________________________ at the recommended intervals at _____________________________ offlice location, and to contact _______________________________ to 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. ___

(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.

Address and phone number of practitioner___________________________

Name of supervising MD (if applicable)_____________________________
Name of medical professional providing services______________________

PATIENT SIGNATURE:___________________________________DATE:___________

INJECTOR SIGNATURE:__________________________________DATE:___________

PHYSICIAN SIGNATURE:_________________________________DATE:___________

WITNESS SIGNATURE:___________________________________DATEL__________

THIS CONSENT FORM IS VALID UNTIL ALL OR I REVOKE PART IN WRITING.

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

