Patient Name:___________________ Date:_______
Patient Signature:______________________
Pre-Treatment Botox and Dermal Filler Checklist

□
Informed Consent Form Signed

	BOTOX Exclusion Criteria:
	Yes
	No

	1
	Pregnant or possibility of pregnancy, postpartum or nursing. 
	
	

	2
	Are you on Counadin,Aspirin,Motrin, Ibuprofen, Aleve, Plavix, Vitamin E, Fish Oils, Gingko Biloba, St. John’s Wart.  These medications may increase bruising or bleeding.   Please circle which ones you have taken in past month.
	
	

	   3
	History of HIV or Hepatiitis C
	
	

	4
	History of severe allergic reactions
	
	

	5
	Active cold sores OR herpes, open lacerations or abrasions on the area to be treated ( for cold sores may need to be treated)
	
	

	6
	History of egg allergy
	
	

	7
	History of Bell’s palsy
	
	

	8
	History of myasthenia gravis, Lambert Eaton syndrome (ALS)
	
	

	9
	Any infection at site of potential injection
	
	

	10
	Currently on any aminoglycosides(antibiotic)  or calcium channel blockers (heart medication.)
	
	


	
	                          Dermal Filler Exclusion Criteria
	
	

	1
	Pregnant or possibility of pregnancy, postpartum or nursing.
	
	

	2
	Are you on Counadin,Aspirin,Motrin, Ibuprofen, Aleve, Plavix, Vitamin E, Fish Oils, Gingko Biloba, St. John’s Wart.  These medications may increase bruising or bleeding.   Please circle which ones you have taken in past month.
	
	

	   3
	Active cold sores OR herpes, open lacerations or abrasions on the area to be treated ( for cold sores may need to be treated)
	
	

	   4
	Any infection at site of potential injection
	
	

	  5
	History of severe allergic reactions
	
	

	  6
	History of HIV or Hepatitis C
	
	


