
REGISTRATION	  AND	  HEALTH	  HISTORY	  
	  
Date:	  _______________	  	  	  	  	  	  	  Male	  	  	  	  	  or	  	  	  	  	  Female	  	  	  	  (Please	  Circle	  One)	  
	  
First	  Name:	  _______________________	  Last	  Name:	  ___________________	  Date	  of	  Birth:	  ___________Age:_____	  
	  
Address:	  ___________________________________	  City:	  ____________________	  State:	  _________	  Zip:	  ________	  
	  
Home	  Phone:	  ___________________________	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Cell	  Phone:	  ______________________________	  
	  
Email	  Address:	  ___________________________________________	  Emergency	  Contact:	  _____________________	  
	  
What	  would	  you	  prefer	  to	  be	  called?______________________	  Who	  may	  we	  thank	  for	  this	  referral?____________	  
	  
Family	  Physician:	  ______________________________	  	  	  Phone#:	  _________________________________________	  
	  
Please	  Circle	  Y=Yes	  or	  N=No	  if	  you	  have	  any	  of	  the	  following	  conditions:	  	  
	  
Y	  	  	  	  N	  	  -‐	  	  Rheumatic	  Fever	   	   	   Y	  	  	  	  N	  	  -‐	  	  Thyroid	  Disease	   	   	   Y	  	  	  	  N	  	  -‐	  	  Seizure	  Disorder	  
Y	  	  	  	  N	  	  -‐	  	  Heart	  Disease	   	   	   Y	  	  	  	  N	  	  -‐	  	  Anemia	   	   	   	   Y	  	  	  	  N	  	  -‐	  	  Kidney	  Disease	  
Y	  	  	  	  N	  	  -‐	  	  Heart	  Murmur	  (or	  MVP)	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Y	  	  	  	  N	  	  -‐	  	  Asthma	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Y	  	  	  	  N	  	  -‐	  	  Venereal	  Disease	  
Y	  	  	  	  N	  	  -‐	  	  HighBloodPressure	   	   Y	  	  	  	  N	  	  -‐	  	  Diabetes	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Y	  	  	  	  N	  	  -‐	  	  BleedingProblems	  
Y	  	  	  	  N	  	  -‐	  	  Tuberculosis	   	   	   Y	  	  	  	  N	  	  -‐	  	  Are	  you	  nursing	   	   	   Y	  	  	  	  N	  	  -‐	  	  Cancer	  
Y	  	  	  	  N	  	  -‐	  	  Use	  Oral	  Contraceptives	   	   Y	  	  	  	  N	  	  -‐	  	  Might	  you	  be	  pregnant	   	   Y	  	  	  	  N	  	  -‐	  	  Aids/HIV	  
Y	  	  	  	  N	  	  -‐	  	  Artificial	  Joint/Heart	  Valve	   	   Y	  	  	  	  N	  	  -‐	  	  Hepatitis	  	  	  Type:	   	   	   Y	  	  	  	  N	  	  -‐	  	  Eating	  Disorders	  
Y	  	  	  	  N	  	  -‐	  	  History	  of	  Endocarditic	   	   Y	  	  	  	  N	  	  -‐	  	  Radiation	  Therapy:	  Head	  /	  Neck	  
	  
Other	  conditions	  not	  listed:	  _______________________________________________________________________	  
Are	  you	  allergic	  to	  latex,	  soy	  or	  egg	  products?	  ________________________________________________________	  
List	  any	  antibiotics,	  anesthetics	  or	  other	  drugs	  you	  are	  allergic	  
to:___________________________________________________________________________________________	  
List	  all	  prescription	  medications	  you	  are	  presently	  taking:	  _______________________________________________	  
_____________________________________________________________________________________________	  
Do	  you	  have	  any	  disease,	  organ	  transplant	  or	  take	  any	  medication	  which	  may	  depress	  your	  immune	  
system?_______________________________________________________________________________________	  
Have	  you	  been	  hospitalized	  in	  the	  past	  five	  years?	  	  (Please	  Circle	  One)	  	  	  Y	  	  	  	  N	  	  If	  yes,	  Why?____________________	  
Do	  you	  take	  aspirin	  on	  a	  daily	  basis?	  	  	  Y	  	  	  	  N	  	  	  	  If	  yes,	  Why?	  ______________________________________________	  
Are	  you	  under	  a	  physician’s	  care	  presently?	  	  	  	  Y	  	  	  	  N	  	  If	  yes,	  Why?_________________________________________	  
Have	  you	  ever	  been	  a	  drug	  substance	  abuser?	  	  	  	  Y	  	  	  	  N	  	  	  	  	  Do	  you	  smoke?	  	  	  	  Y	  	  	  	  N	  	  	  How	  Much?	  __________________	  
Is	  there	  anything	  you	  would	  like	  to	  discuss	  with	  the	  Doctor	  in	  private?	  ____________________________________	  
Approx.	  on	  what	  date	  was	  your	  last	  Botox	  treatment?____________	  What	  areas?__________________________	  
Have	  you	  ever	  had	  any	  dermal	  filler?	  	  Y	  	  	  N	  	  If	  yes,	  where?______________	  	  If	  not,	  would	  you	  be	  interested?	  	  Y	  	  N	  
Are	  you	  a	  Brilliant	  Distinctions	  Member?	  	  	  Y	  	  	  	  	  N	  	  	  	  	  If	  yes,	  what	  is	  your	  member	  #	  ____________________________	  
	  
	  
	  
I	  attest	  that	  I	  understand	  and	  answered	  all	  the	  above	  questions	  honestly	  and	  completely.	  I	  
understand	  that	  the	  doctor	  is	  basing	  treatment	  on	  this	  information.	  
	  
	  
Signature:	  _________________________________________________	  	  	  	  Date:	  _____________________________	  
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PATIENT NAME DATE OF BIRTH

Botox@ is o neurotoxin produced by lhe bocterium Closlridium A. Botox@ con relox lhe muscles on oreos of the
foce ond neck which couse wrinkles ossocioied wiih fociol expressions. Treolmenl wilh Bolox con couse your
fociol expression lines or wrinkles lo essenfiolly disoppeor. Areos mosl frequenlly 'treofed ore: o) globellor oreo of
frown lines, locoted beiween the eyes; b) crow's feet (loferol oreos of lhe eyes); ond c) foreheod wrinkles. Botox is

diluled io o very controlled solulion ond when injecied into ihe muscles with o very fhin needle, it is olmosl poinless.
Clienls moy leel o slighl burning sensofion while ihe solulion is being iniected. The procedure tokes obout l5-20
minufes ond the resulls losl 3-6 monihs. With repeoled lreof ments. ihe resulfs moy lend io losl longer. Inifiol _

RISKS AND COMPLICATIONS

It hos been exploined lo me thot there ore cerloin inherent ond polenliol risks ond side effects in ony invosive
procedure ond in lhis specific inslonce such risks include bul ore nol limited io: I .Post freotmenf discomforl,
swelling, redness, ond bruising, 2. Double vision 3. A weokened leor ducf 4. Posi lreolmenl bocteriol, ond/or fungol
infection requiring furiher freofmenf 5. Allergic reoclion 6. Minor temporory droop of eyelid(s) in opproximotely 2%
of injecfions. lhis usuolly losts 2-3 weeks 7. Occosionol numbness of ihe foreheod losling up lo 2-3 weeks,8.
Tronsient heodoche, ond 9. Flulike sympioms moy occur. Iniliol _

PREGNANCY, ALLERGIES & NEUROLOGIC DISEASE
lom not owore thol lom pregnont ond lom not trying to gef pregnonl, lom not loctoting (nursing). I do nol hove
ony significont neurologic diseose including, bui nol limited lo Myosfhenis Grovis, Muliiple Sclerosis, Lombert-Eoton
Syndrome, Amyotrophic Loierol Sclerosis (ALS), Porkinson's. ldo not hove ony ollergies 1o lhe toxin ingredienls, or
fo humon olbumin. Initiol _

PAYMENT
I undersiond fhot fhis is on "elecfive" cosmelic procedure ond lhot poymenl is my responsibilily ond is expecled oi
lhe time of lreotmenl. Iniliol _
RIGHT TO DISCONTINUE TREATMENT
I underslond lhol I hove lhe right io discontinue treolment ot ony lime. Iniiiol _
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CONSENT TO BOTOX@ BOTUTINUM TOXIN "A" TREATMENT
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RESULTS

lom owore lhof when smoll omounls of purified botulinum ("BOTOX") ore injected inlo o muscle it couses
weokness or porolysis of ihot muscle. This oppeors in 2-10 doys ond usuolly losls 3-6 monfhs buf con be shorter or
longer depending on the polient. In o very smoll number of individuols, the injection does nol work os sotisfoclorily
or for os long os usuol ond there ore some individuols who do noi respond ol oll. I undersfond ihot I will not be oble
io "frown" while fhe injection is effeclive but thot lhis will reverse ofier o period of months ot which lime re-
lreoimenl is oppropriole. I underslond lhot I must sloy in lhe erecl poslure ond lhof I musl nol monipulole f he oreo
(s) of lhe injeciions for fhe 2 hours post-injeciion period. Iniliol _

I underslond lhis on eleclive procedure ond I hereby voluntorily conseni lo ireoiment wifh Bofox@ injeciion lor
Fociol Dynomic Wrinkles, TMJ, or Bruxism. The procedure hos been fully exploined lo me. lhove reod ihe obove
ond underslond it. My queslions hove been onswered soiisfoclorily. loccepl lhe risks ond complicofions of the
procedure ond lunderstond thot no guorontees ore implied os to ihe ouicome of lhe procedure. lolso certify lhol
if I hove ony chonges in my medicol hislory |will nofify ihe office immediolely. Iolso stole thoi Ireod ond wrile in
English. lnifiol_

Pofienl Nome (Print) Pofienl Signolure Doie



Summit Dentist
Botox POST - IREATMENT INSTRUCTTONS

No stroining, heovy lifting, vigorous exercise for 4 hours following
treotment. li is now known thot it tokes the toxin opproximotely 2

hours lo bind itself to the nerve ond begin iis work, ond we do not
wont to increose circulotion to ihot oreo to wosh owoy the Botox@

from where it wos injected.
Avoid monipulotion of oreo for 4 hours following treqtment. (For the
some reosons listed obove.) This includes no woxing, no fociol,
peel, or micro-dermobrosion ofter keotmeni with Bolox@. Woxing, o
fociol, peel, or micro-dermobrosion con be done in some
oppointmeni only if they ore done before the Bolox@.

Fociol exercises in the injecied oreos ore recommended for 'l hour
following treotmenl. This is to stimulole the binding of ihe toxin only
to the locolized oreo.
lf con toke up to lO doys to toke full effect. lt is recommended thot
the poiient contocl the office no sooner thon l0 doys ond no loter
thon 2 weeks ofter treotmeni if desired effect wos nol ochieved. lf
ony Botox is odminislered ol o 2-week follow up, the price is gl5 per
unit.

Mokeup moy be opplied before leoving lhe office.

Pleose contoct our office with ony quesiions ot (908)273-3873.

A copy of this notice will olso be given to you.

Patient Name (please print) Date

Patient Signature
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