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Delegate Name 

 ______________________________________
Consent Form for Botulinum Toxin Type A Treatment

Name


 ______________________________________
Address


 ______________________________________
Telephone – home
______________________________________

     
      – mobile 
______________________________________
Date of Birth ___________________________
Male/Female ______________________________

Occupation   ___________________________

[image: image2.png]Cosmetic Courses National Training Centre

The Paddocks Clinic 08452304110
Aylesbury Road info@cosmeticcourses.co.uk
Princes Risborough www.cosmeticcourses.co.uk

Buckinghamshire HP27 0JS Teaching in medical aesthetics




How did you hear about us? 
Medical History
Do you have or have you ever suffered from any of the following conditions? If yes, please give details.











Details

Facial Palsy





Yes/No

Heart Disease





Yes/No

High Blood Pressure




Yes/No

Convulsions





Yes/No

Hepatitis





Yes/No

Psychiatric disorders




Yes/No

Depression





Yes/No

Diabetes





Yes/No

Blood Clotting Disorders



Yes/No

Bleeding Disorders




Yes/No
Skin diseases





Yes/No

Neuromuscular disease




Yes/No

Cold sores





Yes/No

Other medical conditions



Yes/No

Are you pregnant, planning to become pregnant

Yes/No

or breastfeeding?



Are you taking any medications (including aspirin,
Yes/No

anti-inflammatories or complimentary 

medicines?

Have you taken any antibiotics in the last 3 days?
Yes/No

If so, what type?

Have you had Botolinum Toxin or have you had a
Yes/No

less than satisfactory result before? 

Do you have any allergies or hypersensitivities?

Yes/No

Are you planning a plastic surgery? 


Yes/No

Results are not guaranteed, but your practitioner will provide treatment to the best of their knowledge.

Consent

I have been fully informed by ____________________________of the risks and possible consequences involved in the above treatment. The information I have given is, to the best of my knowledge, correct. I have not withheld any known medical information. I will contact my practitioner if I have any queries about my treatment. 

I hereby authorise ______________________________ to administer such treatment and agree to hold him/her and Cosmetic Courses free and harmless from any claims or suits for damages for any injury or complications whatever which may result from this treatment.
Please sign below and return this form to Cosmetic Courses. 

Signed


______________________________________________

Date 


______________________________________________

Practitioner Signature 
______________________________________________


