
Neuromodulator Injection Consent form 

Botox (onabotulinumtoxinA), Dysport ® (abobotulinumtoxinA), & Xeomin (incobotulinumtoxinA) 

Botulinum toxin is a prescription that is injected into muscles and used to temporarily improve the look of moderate 
to severe lines on the forehead, between the eyebrows, & around the eyes. Any other cosmetic use are considered 
“off-label”. The purpose of this document is to make you aware of the nature of the procedure and its risks so 
that you can decide whether or not to have the procedure performed. 

This cosmetic procedure is done by injecting a small needle into the muscle, with the aim of inhibiting the 
underlying muscle contraction, therefore temporarily softening facial lines and wrinkles. 

Neuromodulators have been shown to be safe and effective when used to treat lines of facial expression. This is 
strictly a voluntary cosmetic procedure. No treatment is necessary or required. Alternative treatments include other 
forms of botulinum toxin, dermal fillers and surgical procedures. 

The degree of muscle relaxation and the duration of the effect may vary in different people. Payment is expected at 
the time of the treatment, which is before the extent of success is determined. This procedure is an elective cosmetic 
procedure and not reimbursable by government or private healthcare insurers. 

I __________________________________________ (Print Name) hereby authorize the associates or assistants 
medically directed by Dr. Merlin Brown to inject Botox (onabotulinumtoxinA), Dysport ® (abobotulinumtoxinA), 
& Xeomin (incobotulinumtoxinA). I understand the persons performing my injection treatment are not a physician, 
and do not possess a medical license but is overseen by a medical director.  

______ I understand that I may experience swelling, redness, tenderness, slight headache, pain and/or bruising, dry 
mouth, discomfort or pain at the injection site, tiredness, headache, neck pain, and eye problems: double vision, 
blurred vision, decreased eyesight, drooping eyelids, swelling of your eyelids, and dry eyes.  

______ I understand the spread of toxin may occur causing an adjacent muscle to weaken. 

______I have NOT received any other botulinum toxin product in the last 4 months; such as Botox, Dysport®, or 
Xeomin®. I have NOT recently received an antibiotic by injection; take muscle relaxants; take an allergy or cold 
medicine; take a sleep medicine, or blood thinners. Inform your clinician if you have. 

______I understand using substances that can prolong bleeding, such as aspirin or ibuprofen, as with any injection, 
may experience increased bruising or bleeding at the injection site. Supplements such as Vitamin E and Fish Oils 
also have been associated with bruising. Inform your clinician before treatment if you are using these types of 
substances. 

______ For the first 24 hours, you should avoid strenuous exercise, extensive sun or heat exposure, and alcoholic 
beverages. Exposure to any of the above may cause temporary redness, swelling, and/or itching at the injection sites. 
If there is swelling, you may need to place an ice pack over the swollen area. Mineral makeup may be applied to the 
area post treatment. 

______Although the results are usually dramatic I have been informed that the practice of cosmetics is not exact and 
that no guarantees can be or have been made concerning the expected results in my case. I understand I may need 
additional units to obtain my optimal result and I am financially responsible for them.  

______ I understand that the effects of this treatment are temporary and can last up to 3-4 months. 

______I am undergoing this cosmetic treatment with my own free will.  I agree that this procedure is being 
performed for cosmetic reasons and that no guarantee can be made as to the exact results of this procedure.  I 
understand that every precaution will be taken to prevent complications and that complications from this procedure 
are rare, they can and sometimes do occur.   

______ Improvement of skin wrinkles and soft tissue depressions may also be accomplished by other treatments. 
Options include laser skin surface treatments, chemical peels, microdermabrasion, fillers, and alternative types of 



skin fillers of surgery such as face lift, brow lift, or blepharoplasty when indicated. Other options not mentioned here 
may exist. Risk and potential complications are associated with alternative forms of medical and surgical treatments.  

Inform your provider if you develop any unusual symptoms (including difficulty with swallowing, speaking, or 
breathing), or if any existing symptom worsens. 
ACKNOWLEDGMENT   

This procedure has been explained to you by your provider and all your questions have been answered. You may 
request a copy of this consent form. Your consent for this procedure is strictly voluntary. By signing you hereby 
grant authority to your provider to perform botulinum injections and to administer any related treatment as may be 
deemed necessary or advisable in the diagnosis and treatment of your condition. The nature and purpose of this 
procedure, with the alternative methods of treatment and complications, have been fully explained to your 
satisfaction. No guarantee has been given by anyone as to the results that may be obtained by this treatment. I have 
read this informed consent and certify that I understand its contents in full. I have had enough time to consider the 
information from my physician and feel that I am sufficiently advised to consent to this procedure. 

I have read the above in its entirety and have discussed the risks and benefits of neurotoxin injections with my 
provider. I understand the information provided. I agree to my treatment. 

BY MY SIGNATURE BELOW, I CERTIFY THAT I HAVE READ AND FULLY UNDERSTAND THE 
CONTENTS OF THIS NEUROTOXIN INJECTION CONSENT FORM AND THAT THE DISCLOSURES 
REFERRED TO HEREIN WERE MADE TO ME.   

Print Name: _________________________________________________ 

Signature: ___________________________________________________ Date: ___________________ 

I have discussed the risks and benefits of neurotoxin treatments with this patient, have answered his/her questions, 
and find him/her an appropriate candidate for this treatment.  

Provider’s Signature: 

________________________________________________________   Date _______________________


