Revitalift Aesthetic Center, Inc.
Informed Consent Form

You have the right, as a patient to be informed about your condition and the recommended medical, surgical and diagnostic interventions suggested by your provider. This form is meant to allow you to be better informed and give you the option to give or withhold consent for any procedures or tests suggested by your provider. 

Date: ____/_____/_____

Patient: ____________________________________________________
Procedure/Test recommended: __________________________________
Provider:  __________________________________________________
I understand that no warranty or guarantee has been made to me as to result or cure. I realize that, as in all medical treatments there may be complications, or delay in recovery that may require further treatment or surgery and could result in not being able to return to work or normal activities as soon as anticipated. 

Complications that can occur with any dermatologic procedure includes (but not limited to): worsening or unsatisfactory appearance, bleeding, bruising, poor healing, pain, scarring, recurrence of the original condition, pigment changes (which could be permanent), milia, or infections. 

I hereby give permission to my provider or any assistant designated, to take photographs to enhance the medical record and for diagnostic purposes. I agree that these photographs will remain as the property of the Revitalift Aesthetic Center clinic and they may show them to other health professionals to help with my skin care and for educational purposes. 

I certify that I have read all the patient information provided by my provider or his/her designated assistant. I have discussed the proposed procedures/tests with these individuals and that any questions or concerns that I may have, have been addressed. By signing this form I indicate that I have sufficient information to give informed consent for this procedure/test and I understand that there are inherent risks of complications and lack of effect that are a part of any medical procedure. I understand that Revitalift Aesthetic Center does not refund money for procedures or product. 

Patient Signature: ___________________________________________

Witness Signature: __________________________________________
Date: ____/_____/_____
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