
 

 

 

 

Informed Consent for Botox / Dysport Cosmetic Injection 

The purpose of this informed consent is to provide written information regarding the risks, benefits, and 

alternatives of Botox / Dysport Cosmetic injection. The materials contained in this document serve as a 

supplement to discussion that you have had with you doctor/healthcare provider. 

The Treatment 

Botox / Dysport Cosmetic is a neurotoxin produced by the bacteria Clostridium A. Botulinum which when injected 

can result in the relaxation of muscles of the face and neck and subsequent reduction in wrinkles associated with 

facial expression. Areas most frequently treated are forehead lines, glabella (frown lines), lateral areas of the eyes 

(crow’s feet), and radial lip lines (smoker’s lines). Botox is diluted into a very controlled solution and when injected 

with a small needle is very painless. The procedure takes approximately 15-20 minutes and should be repeated 

ever 3-4 months. 

Risks and Complications 

No procedure is completely risk free. The following risks or complications may occur and may necessitate 

hospitalization and/or extended outpatient treatment. Such risks include but are not limited to: post treatment 

discomfort, swelling, redness, bruising, double vision, weakened tear ducts, post treatment bacterial or fungal 

infection, allergic reaction, headache, and/or flu like symptoms. Temporary drooping or heaviness of the forehead 

or eyelids and/or numbness of the forehead may occur in 2% of injections and will typically resolve in 2-3 weeks. I 

understand that I must stay upright for 4 hours and avoid manipulation of the area for at least 24 hours after 

injection to minimize the risk of complications. 

Health Issues, Pregnancy, Allergies, Neurologic Disease 

Botox / Dysport cosmetic is contraindicated in people who are pregnant, nursing, suffer from neurologic conditions 

such as multiple sclerosis (MS), amyotrophic lateral sclerosis (ALS), myasthenia gravis, lambert-eaton syndrome, 

and Parkinson’s disease and/or have had a previous allergy to Botox / Dysport. I certify that I will notify Renew 

Laser & Aesthetic Medicine of any changes to my health history. 

Pictures 

Pictures will be taken prior to your Botox / Dysport injection and are used for clinical purposes only. Pictures will 

not be used for marketing purposes or social media without the consent of the client. 

Results 

I understand that small amounts of Botox / Dysport injected into a muscle can cause weakness or paralysis of that 

muscle. Results typically appear within 3-14 days after injection. I understand that I will not be able to use the 

muscles that have been injected as they were used before. This effect will reverse after a period of 3 months but 

may be shorter or longer depending on the individual. In a small number of individuals, the injection is less 

effective than desired. There are some individuals who do not respond to Botox / Dysport at all. Please notify your 

doctor or healthcare provider if your results are less than desired. 

 



By signing this consent, I certify that I understand that this is an elective procedure and voluntarily consent to 

treatment with Botox / Dysport Cosmetic injection. I understand that I have the right to discontinue treatment 

at any time. The procedure has been explained to me. I have had the opportunity to ask questions and my 

questions have been answered to my satisfaction. I accept the risks and possible complications of my injection 

and understand that there are no guarantees regarding the outcome of the procedure. I herby indemnify Renew 

Laser & Aesthetic Medicine from any liability relating to the procedure and agree to notify my Renew provider 

immediately if I experience any adverse events. 

 

 

_____________________________________________________________                         _____________________ 

Client Signature                               Date 

 

_____________________________________________________________ 

Clients Name (Print) 

 

_____________________________________________________________                        ______________________ 

Providers Signature                      Date 

 

_____________________________________________________________ 

Providers Name (Print) 

 

 


