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Filler Consent Form

As a patient, you have the right to be informed about your condition and the recommended and the surgical, medical, or diagnostic procedure to be used so 
that you may make the decision whether or not to undergo the procedure. This disclosure is an effort to make you better informed, so you may give or withhold 
your consent to the procedure. As with any cosmetic procedure, you should not receive this treatment if you have unattainable expectations.

I hereby authorize Dr. Mira Kaga to perform injection of (Please select treatment below):
 

☐Radiesse®      ☐Bellafill      ☐Belotero      ☐Revanesse Versa      ☐Juvederm® Volbella      
☐Juvederm® Ultra      ☐Juvederm® UltraPlus      ☐Juvederm® Vollure      ☐Juvederm® Voluma

 
Dr. Kaga has explained the use of and addiction to fillers including the following: Fillers are a sterile, clear, colorless dermal filler gel implants made of  
chemically modified hyaluronic acid derived from Streptococcus bacteria. Fillers are injected just beneath the skin surface temporarily adding volume to the 
layers of the skin that have deteriorated due to age and other factors. Fillers are used to raise depression in the skin, providing temporary correction of wrinkles 
and folds. Fillers are made from highly purified natural hyaluronic acid that is gradually absorbed by your body through natural mechanisms. Hyaluronic acid is 
a naturally occurring substance found in the fluids surrounding cells and tissues. It is chemically, physically, and biologically similar in the tissues of all species. 
Fillers have been approved by the U.S. Food and Drug Administration for injection into the skin for correction of moderate to severe facial wrinkles and folds 
such as nasolabial folds. All fillers have been approved by the U.S. Food and Drug Administration for deep (subcutaneous and/or supraperiosteal) injection for 
cheek augmentation to correct age-related volume deficit in the mid-face in adults over the age of 21.

I understand the nature and potential consequences of these injections. I have been specifically informed of the following: After the injection, some common 
injection-related reactions might occur such as swelling, redness, pain, itching, bruising, skin discoloration and tenderness which begins early after the injec-
tion and generally lasts less than 7 days. Although the injection material is generally not visible through the skin, some patients have reported that they were 
initially able to feel the outline of the injected material. It is possible for the needle to be accidentally placed through a blood vessel during injection, which could 
result in a temporary change in color or in tissue death in the treated area leading to a scab and/or scar formation, permanent disfiguration, blindness, and/or 
other serious complications secondary to embolization. Patients who are using substances that can prolong bleeding, such as aspirin, non-steroidal anti-in-
flammatory drugs and warfarin may, as with any injection, have increased bruising or bleeding at injection sites. Within the first 24 hours, patients should avoid 
strenuous exercise, extensive sun or heat exposure and alcoholic beverages as exposure to these may cause temporary redness and swelling at injection 
site. Over time, fillers will be absorbed by the body; this is why patients may desire ongoing treatments. If a patient chooses not to continue with treatment, any 
remaining filler is simply absorbed by the body over time and the skin gradually returns to its natural shape.

I know that the practice of medicine and surgery is not an exact science and therefore, a reputable physician cannot guarantee results. I acknowledge that no 
guarantee or assurance has been made by anyone regarding the filler injection that I have herein requested and authorized. I have been advised that the goal 
is improvement in my appearance, that imperfections may ensue, and that the results might not live up to my expectations or the goals that have been  
established. I may be dissatisfied with the results. I am aware that office policy is that there are no refunds or credit given for dissatisfaction or undesirable 
results and that I have the option to dissolve the dermal filler.

I hereby give permission to Dr. Kaga or any assistant she may designate to take photographs for diagnostic purposes and adequate recordings in my medical 
records. I agree that these photographs will remain in her property. To my knowledge, I am not allergic to any bacterial products. I certify that I have read all  
applicable information pertaining to this procedure and completed a patient registration and medical history form fully and correctly to the best of my  
knowledge, and that the information I have supplied is complete and correct. I understand that if Dr. Kaga judges at any time that my injection should be 
postponed or cancelled for any reason, she may do so. I have read the above consent fully, understand the same, and do authorize Dr. Kaga to perform the 
filler injection. I have been given an opportunity to ask any questions I desired regarding the matters covered in the preceding paragraphs, and these questions 
have been answered to my satisfaction. I understand that I will be injected with the filler in the following areas:

______________________________________________________________________________________________________________________________
(Please list treatment areas)

Signature Date
Patient
Witness/Assistant
Physician

LAST NAME:

DATE OF TREATMENT: DATE OF BIRTH:/ // /

FIRST NAME:


