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INFORMED CONSENT FOR DERMAL FILLER 
(Injection of collagen, hyaluronic acid or other filler materials) 

 
INTRODUCTION  
Dermal fillers are injected just under the skin’s surface in order to temporarily correct wrinkles. They add volume, 
thereby filling lines, wrinkles and folds from the inside out. Treatment results are immediate. After the first 
treatment, an additional treatment of filler may be needed to achieve the desired level of correction. The need for 
additional treatments varies from patient to patient. Over time, the filler will gradually break down and be 
absorbed by your body. As a result, injections will need to be repeated to maintain the desired effect. Depending 
on the filler used, the results can last from 3 months up to 2 years. Dr. Janki will work with you to develop a 
treatment program to meet your individual needs.  
 
ALTERNATIVE TREATMENTS  
Alternatives include not performing the treatment at all. Other alternative treatments which vary in sensitivity, 
effect and duration include animal derived filler products, dermal fillers derived from the patient’s own fat tissues, 
synthetic plastic permanent implants or toxins that can paralyze muscles that cause some wrinkles.  
 
PHOTOGRAPHS 
I authorize the taking of clinical photographs and their use for scientific purposes both in publications and 
presentations. I understand my identity will be protected. 
 
RISKS OF DERMAL FILLERS  
Every procedure involves a certain amount of risk, and it is important that you understand the risks involved. An 
individual’s choice to undergo this procedure is based on the comparison of the risk to potential benefit. Although 
the majority of patients do not experience the following complications, you should discuss each of them with Dr 
Janki to make sure you understand the risks, potential complications, and consequences of dermal fillers.  
 
Pain: Dermal fillers are injected into the skin using a fine needle to reduce injection discomfort. Dr Janki may 
choose to anesthetize the treatment area either topically, with a local block or both. Please consult your physician 
about pain management. Tenderness is seen occasionally and is usually temporary, resolving in 2 to 3 days.  
 
Skin Disorders: It is common to have a temporary redness and swelling following a treatment. This will usually 
subside in the first few hours after a session, but may last for several days to a week. Minimize exposure of treated 
areas to excessive sunlight, UV lamp exposure, and extreme cold weather until any swelling and redness have 
disappeared. Avoid use of alcohol for the next 24 hours. While very rare, scarring can occur following treatment. 
Also, dermal fillers should not be used in patients with a known potential for keloid formation or heavy scarring. 
Some fillers may produce nodules under the skin which might be seen or felt by the patient. In rare cases, an 
inflammatory granuloma may develop, which could require surgical removal of the filler.  
Bleeding and bruising: Pinpoint bleeding is rare, but can occur following treatments. Bruising is seen on occasion 
following treatments. Rarely, bruising can last for weeks or months and might even be permanent. Patients using 
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Aspirin, Ibuprofen, Advil, Motrin, Nuprin, Aleve, garlic, Gingko Biloba, Vitamin E, or blood thinners have an 
increased risk of bleeding or bruising at the injection site.  
 
Unsatisfactory results: There is the possibility of a poor or inadequate response from dermal fillers. There might be 
an uneven appearance of the face with some areas more affected by the filler than others. In most cases this 
uneven appearance can be corrected by more injections in the same or nearby areas. In some cases, though, this 
uneven appearance can persist for several weeks or months. The practice of medicine and surgery is not an exact 
science. Although, good results are expected, there is no guarantee or warranty expressed or implied, on the results 
that may be obtained. The use of laser treatments on top of the injection sites carries the risk of lessening or loss of 
the implant.  
 
Pregnancy and nursing: Dermal fillers should not be used in women who are pregnant or nursing.  
 
Financial responsibilities: Dermal fillers are typically charged per vial used. Services rendered are the personal 
responsibility of the patient, as well as collection costs, court costs and reasonable legal fees should they be 
required in the event of non-payment. If follow-up treatments are necessary, there will be additional charges at the 
regular rate. Additional costs of medical treatment would be the patient’s responsibility should complications 
develop from the dermal filler injections.  
 
Infection: Although infection following dermal filler injections is unusual, bacterial, fungal, and viral infections can 
occur. Additional treatments or antibiotics may be needed. Most cases are easily treatable but, in rare cases, 
permanent scarring in the area can occur. If you have a history of herpes simplex in the area to be treated, we 
recommend  
 
Disclaimer: RESTYLANE and JUVEDERM are only FDA approved for use in the naso-labial folds. All other use of these 
products is considered “off-label” use. Informed-consent documents are used to communicate information about 
the proposed surgical treatment of a disease or condition along with the disclosure of risks and alternative forms of 
treatment(s). The informed consent process attempts to define principles of risk disclosure that should generally 
meet the needs of most patients in most circumstances.  
However, informed consent documents should not be considered all-inclusive in defining other methods of care 
and risks encountered. Your physician may provide you with additional or different information, which is based on 
all of the facts pertaining to your particular case and the state of medical knowledge.  
Informed-consent documents are not intended to define or serve as the standard of medical care. Standards of 
medical care are determined on the basis of all the facts involved in an individual case and are subject to change as 
scientific knowledge and technology advance and as practice patterns evolve.  
It is important that you read the above information carefully and have all of your questions answered before 
signing this consent form. Thank you. 
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Authorization (s):  
_____________ I have read and understand this document entitled: Informed Consent for Injection of Dermal 
Filler I hereby authorize Dr Janki, to perform the following procedure: Injection of Dermal Filler.  
_____________ I am not pregnant and I am not breastfeeding. (Female patients only)  
(Patient Initials)  
_____________ Before and after treatment instructions have been discussed with me. The procedure, potential 
(Patient Initials) benefits and risks, and alternative treatment options have been explained to my satisfaction.  
_____________ I understand that the procedure is purely elective, that the results may vary with each  
(Patient Initials) individual, and multiple treatments may be necessary.  
_____________ I have read and understand all information presented to me before consenting to treatment.  
(Patient Initials)  
_____________ I have had all my questions answered. I freely consent to the proposed treatment.  
(Patient Initials)  
 
I, ___________________________________, hereby authorize Dr Patricia Janki to perform Botox Cosmetic 
Injection on me.  
 
________________________________                                                         ____________________________  
PATIENT SIGNATURE                                                                                          DATE TIME  
 
AND/OR  
____________________________________________  
RESPONSIBLE RELATIVE OR GUARDIAN RELATIONSHIP  
 
 
________________________________                                                          ____________________________  
PROVIDER’S NAME                                                                                             PROVIDER’S SIGNATURE  
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CONSENT  
 
I have read and understand this document entitled: Informed Consent for Dermal Filler  
 
I hereby authorize Dr Janki and PA Mercedes Serrano, to perform the following procedure: Injection of Dermal 
Filler.  
 
I acknowledge that no guarantee has been given by anyone as to the results that may be obtained.  
I will follow all before and after treatment instructions as it is crucial to do so for good healing and to minimize the 
risk of complications.  
I consent to the photographing of the operation(s) or procedure(s) to be performed, including appropriate portions 
of my body, for medical, scientific or educational purposes, provided my identity is not revealed by the pictures.  
For purposes of advancing medical education, I consent to the admittance of observers to the treatment room.  
It has been explained to me in a way that I understand:  
1. The above treatment or procedure to be undertaken.  

2. There may be alternative procedures or methods or treatment.  

3. There are risks, known and unknown, to the procedure or treatment proposed.  
 
By signing below, I acknowledge that I have read the foregoing consent and agree to the treatment with its 
associated risks. I hereby give consent to perform this and all subsequent dermal filler treatments with the above 
understood. I hereby release Dr. Janki from all liabilities associated with this procedure.  
 
______________________________________________                                                     ______________________  
Patient or Person Authorized to Sign for Patient                                                                   Date  
 
 
______________________________________________  
Witness  
 
 


