
 

DERMAL FILLER CONSENT 

Hyaluronic Acid (HA) injectable gels are made up of non-animal based hyaluronic acid.  The most frequently used 

include Restylane, Restylane Lyft, Restylane Silk, Juvederm Ultra, Juvederm Ultra Plus, Voluma, Vollure, and Vobella.  HA 

is a naturally occurring compound found in the human body.  It’s roll is to deliver nutrients and hydrate the skin by 

holding water and to act as a cushioning agent.  Differences in the manufacturing process (i.e. cross linkages, molecular 

weight, and G prime) make some fillers better for certain areas of the face.  Some of these products have been FDA 

approved for specific indications based on manufacturer specifications; although, most practitioners use their experience 

and patient results to determine the area these products work best in.  Any use in areas other than those approved by 

the FDA is considered “off label” and is a common practice.  Most HA fillers last 6-12 months.  Some can last up to 2 

years.  The manufacturer’s stated longevity of their product is based on “optimal correction.”  Optimal correction can be 

achieved with 1-6 vials depending on the area treated.  Touch-up treatments are needed to maintain treated effects. 

Hyaluronic Acid dermal fillers are indicated for cosmetic use to enhance lips, cheeks, chins, and noses.  They can fill fine 

lines, and deep lines.  Some can be used to add volume and change the proportion of facial features, giving a more 

pleasing overall appearance, and to detract attention from a less desirable feature. 

 

CONTRAINDICATIONS: 

• Safety of use during pregnancy, breast feeding, or persons under the age of 18 have NOT been established 

• History of severe allergies or severe allergic reactions (anaphylaxis) or history of allergy to proteins used to 

manufacture HA (gram positive bacterial proteins). 

• Use of medications that prolong bleeding such as aspirin, ibuprofen, or other blood thinners may result in 

increased bruising and/or bleeding at the injection site. 

• Those who take immunosuppressive therapy may be at increased risk of infection 

• The safety of use in those with a history of excessive scarring (hypertrophic or keloid formations) and 

pigmentation disorders has not been studied and may result in additional scarring or changes in pigmentation. 

• Clients with a history of recurrent cold sores (Herpes Simplex) may need medication to avoid an outbreak if 

these occur in the treatment area.  Please discuss this with your injector before your treatment. 

SIDE EFFECTS: 

• Moderate discomfort generally lasting 2-4 weeks 



• Temporary reactions at the treatment site such as tenderness, swelling, firmness, lumps/bumps, bruising, pain, 

redness, discoloration, and itching.  These reactions may begin a few days after injection or after a delay of 2-4 

weeks. 

• Product may be felt through the skin or lips as a lumpiness.  This is not unusual and in no way indicates a 

problem with the product or the injection.  They are almost always invisible.  You may be instructed to GENTLY 

massage these areas. 

• Serious side effects may occur if the filler is injected into blood vessels, including but not limited to necrosis, 

extreme pain, scabbing, or skin sloughing, possible requiring surgical intervention. 

MY SIGNATURE BELOW INDICATES THAT: 

• I affirm that I have read and understand the above information.  That the nature, purpose, risks, complications, 

and consequences of this procedure have been explained to me and that I have had the opportunity to ask 

questions. 

• I understand that I must avoid strenuous exercise, saunas, extensive sun or heat exposure, and alcohol for the 

first 24 hours after injection as these may increase side effects.  I am aware that following recommended pre 

and post care instructions is important to obtaining a good outcome. 

• I consent the administration of anesthetics as advised by my practitioner 

• I consent to being photographed and videoed and authorize their anonymous use for purposes of medical 

audit/education. 

• I understand that the explanation and answers that I have received are not exhaustive and that other, more 

remote risks, complications, and consequences may arise.  I understand that I can request a more detailed and 

complete explanation of any of the foregoing material at any time. 

• I affirm that I am aware that cosmetic enhancement is NOT an exact science and acknowledge that I have been 

given no guarantee or assurance as to the results that may be attained.  Due to the nature of the product, 

additional product may be needed at additional cost to achieve or maintain aesthetic balance. 

• My signature also acknowledges that I have received and read a copy of Pre-Care and Post-Care instructions. 

 

By signing below, I acknowledge that I, _______________________________________________________, have read and 

understand the “Dermal Filler Consent” for this procedure, and that I am signing it voluntarily. 

 

Client Signature: __________________________________________________________________ 

 

Date: ______________________________________ 


