
CONSENT FOR FILLER INJECTIONS


It is important that you read this information carefully and completely.

Please sign each page, indicating that you have read, understood and consented to each page.

ABOUT THE PRODUCT

Fillers are a non-surgical sculpting agent to model cheekbones and lips. It is used to improve 
volume, to contour facial features and to smooth out passive lines and wrinkles. Dermal fillers are 
made from various natural or synthetic materials. Dr Mitchell uses hyaluronic acid based products 
are because of their ease of use and excellent safety profile. Hyaluronic acid is a naturally 
occurring substance found in human tissue. It is a naturally occurring sugar and is totally bio-
compatible, and thus carries almost no risk of allergies. The role of Hyaluronic Acid in the skin is to 
deliver nutrients, hydrate the skin and act as a cushioning agent. Various viscosities and 
concentrations of agents are injected in different levels of the skin or introduced under the skin.

SIDE-EFFECTS


Most side effects are mild or moderate in nature and their duration is short-lasting (seven days or 
less). The most common side effects include but are not limited to temporary injection site 
reactions such as redness, pain/tenderness, firmness, swelling, lump/bumps, bruising, itching, 
and discolouration.


RISKS


No medical procedure is without risk. It is important that you understand the risks involved. 
Although the majority of patients do not experience complications, you need to discuss each one 
with your doctor to make sure that you understand the potential risks, benefits, complications and 
consequences of Botulinum toxin injections. These may include but are not limited to the 
following:

• Bleeding – It is possible, although unusual, to experience a bleeding episode during or 	 	
	 after the procedure. Do not take any aspirin (7 days) before or any anti-inflammatory 	 	
	 medication (3 days) before the procedure, as this may contribute to a greater risk of 	 	
	 bleeding.


• Bruising – May be evident at the injection sites.

• Infection – Infection is unusual, but if it occurs, additional medical or surgical treatment 	 	
	 may be necessary.


• Unsatisfactory result – There is the possibility of an unsatisfactory result after the 	 	 	
procedure because every person reacts differently to these treatments. It is also possible 	 	
that the treatment may not meet your expectations. Be sure to clarify your expectations 	 	
	 with your practitioner and confirm whether they can be met beforehand.


• Allergic reactions – A small percentage of patients may be allergic to the injections and 	 	
require treatment for this.
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If you have one of the following, you are at risk of complications and it is very important to discuss 
this with your doctor in order to avoid complications:-

	 • A bleeding tendency

	 • Infection

	 • Severe allergies marked by a history of anaphylaxis

	 • A history of allergies to gram-positive bacterial proteins

	 • If you are using substances that can prolong bleeding, such as aspirin or ibuprofen.

	 • If you are on immunosuppressive therapy of any kind (an act that decreases or impairs 	
	   the immune system) as you have an increased risk of infection and fillers should be used 	
	   with caution.


POST TREATMENT CARE


Within the first 24 hours after treatment the following should be avoided:

-  Strenuous exercise of any kind

-  Pressure on the treated areas (including any helmets or goggles)

-  Facial treatments or massages

-    Excessive sun or heat exposure, including saunas or hot baths

-    Alcoholic beverages

Exposure to any of the above may affect the results and may cause unwanted side-effects.


ADDITIONAL TREATMENT AND FOLLOW-UP VISITS


Sometimes it is not possible to achieve optimal results with a single procedure, because the 
treatments must be spread out over a certain period of time or because of complications which 
may occur. The practice of medicine is not an exact science. Although good results are expected, 
the results cannot be guaranteed


PLEASE ANSWER THE FOLLOWING QUESTIONS by ticking ‘YES’ or ‘NO’


The answers to these questions are important to your health care and the appropriateness of the 
choices available to you. It will affect the information, instructions and warnings which the doctor 
will provide to you, treatment choices and in some cases it may be in your best interest not to 
proceed with treatment.


YES NO

Are you pregnant?

Are you breast feeding?

Have you ever had any operations in or near your face?


If yes, please elaborate .....................................................................................................

Have you ever had Botulinum toxin treatment before?

If so, what areas were treated and when? Di you experience any undesired effects? 


Please elaborate................................................................................................................


...........................................................................................................................................

Have you ever had any chemical skin peels, lasers, dermabrasion or radiation 
treatments on your face?

If yes, please elaborate including any adverse reactions experienced ............................


 ..........................................................................................................................................



DISCLAIMER


Consent documents are used to communicate information about the proposed treatments of a 
condition along with disclosure of risks and alternative forms of treatment(s). The informed 
consent process attempts to address the general and most common risks and consequences 
pertaining to a particular procedure and make the patient aware of what can be expected as a 

Do you take any medication, including supplements, herbal medication, chronic or 
other?

Please supply details.........................................................................................................


...........................................................................................................................................


...........................................................................................................................................

Do you suffer from any of the following conditions?


High or low blood pressure


Heart disease or chest pain


Diabetes


Low blood sugar


Allergies (of any kind) If yes, please elaborate...................................................................


...........................................................................................................................................


Asthma / bronchitis


Auto-immune disease


Thyroid problems


Familial genetic disorder


Nose bleeds


Easy bruising or a bleeding disorder


Seizures / epilepsy


Depression


Bell’s / facial palsy


Facial cold sores


Skin disease, herpes or acne


Glaucoma / cataract


Stomach ulcers


Do you smoke?


How many per day?...........................................................................................................



possible outcome. Consent documents, however, should not be considered all-inclusive. Your 
medical aesthetic physician may provide you with additional or different information which is 
individualized to your particular case based on the available facts and medical knowledge at the 
time.


Please read the above information carefully and have all of your questions answered to your 
satisfaction before signing this consent document. If you have any questions or concerns about 
your proposed treatment, discuss them fully with your physician before commencing.


By signing this document, you hereby agree and accept to the following:-

• The information given by me is true and correct. 

• I have informed the medical practitioner of any surgery I have had and/or medication I use.

• I have been given an opportunity to ask questions and raise concerns. 

• I understand the nature of the procedure, the benefits, risks and possible complications or 	 	

side-effects. 

• I have been informed of alternative available treatment(s). 

• I agree to abide by pre- and post- treatment instructions and recommendations. 

• I authorize the above-mentioned doctor to perform the procedure / administer the treatment. 

• I authorize my doctor to take photos before and after my treatment for my records and 

documentation.

• I understand that the response to treatment is variable. 

• I acknowledge and accept the price of the treatment and take responsibility for the account. 


Please note that this is a cosmetic procedure and your medical aid may not cover the costs of this 
treatment or any treatment linked to complications that may arise from this. As a result, you will 
be liable for all associated costs.  


CONSENT BY THE PATIENT


I, the undersigned, hereby confirm that I have read and agree with all the above.


Full names ____________________________________________________________________________


Identity number ________________________________________________________________________


Physical address________________________________________________________________________


_______________________________________________________________________________________


Signed at ________________________ on ________________________________ 20________________


Signature: _____________________________________________________________________________



