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DERMAL FILLER PATIENT TREATMENT RECORD

Patient’s Name ___________________________________________________________________________________________

Address __________________________________________________________ Date pf Birth ____________________________

_________________________________________________________________

_________________________________________________________________
Telephone ________________________________________________________ Mobile _________________________________
GP’s Name _______________________________________________________
Address
_________________________________________________________

_________________________________________________________________

_________________________________________________________________
Telephone ________________________________________________

(GP will not be contacted without your permission)

List of previous or current cosmetic procedures (surgical and non-surgical)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How did you hear about this clinic? 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other notes 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PLEASE NOTE

WITH ANY INJECTABLE TREATMENT BRUSING MAY OCCUR. IN THIS EVENT ARNICA OINTMENT SHOULD BE APPLIED TO THE AREA EVERY 2 TO 3 HOURS UNTIL THE PROBLEM IS RESOLVED. (AVAILABLE FROM CHEMISTS AND HEALTH FOOD SHOPS)

Medical History
IMPORTANT QUESTIONS TO ANSWER PRIOR TO TREATMENT WITH DERMAL FILLERS

Have you had any history of anaphylactic reactions (severe reactions)?


   Yes _______   No _______

Do you have a known sensitivity to lignocaine (numbing agent commonly used

by dentists or doctors) or any other local anaesthetic? 




   Yes _______   No _______

Do you have a history of Auto Immune Disease? 





   Yes _______   No _______

Do you have a known hypersensitivity (allergy) to Hyaluronic acid or any other

injectable cosmetic dermal filler?






   Yes _______   No _______

Is there any possibility of pregnancy or are you breastfeeding? 



   Yes _______   No _______

Do you suffer Herpes Simplex (cold sores)?





   Yes _______   No _______

Do you have any acute or chronic skin disease in or near the area to which

you require treatment?







   Yes _______   No _______

Are you taking steroids, aspirin or anticoagulants (medication to minimize 

blood clotting)?








   Yes _______   No _______

Known allergies _____________________________________________________________________________________________

__________________________________________________________________________________________________________
Patient consent

I have read and understood the patient information literature and advice sheets provided on this treatment. I have discussed the procedure with my practitioner. I consent to receive treatment and I understand that the result of the treatment is variable and that the outcome of the treatment cannot be guaranteed. 

Patient’s signature _______________________________________

Date _________________________________

Practitioner’s signature ___________________________________

Date _________________________________

●●● FOR CLINIC USE ONLY ●●●
Recommended product: ______________________________________________________________________________________

__________________________________________________________________________________________________________
Anaesthetic notes:  __________________________________________________________________________________________

__________________________________________________________________________________________________________
Special notes:  ______________________________________________________________________________________________

__________________________________________________________________________________________________________
Date ____________________________   Areas treated and treatment notes

Product type
__________________________
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