[image: image1.png]


    Date …………..            
SCLEROTHERAPY (THREAD VEIN)  CLIENT CONSENT FORM
Name :                                                                                                       D.O.B:

Address :                                                                                                   Contact Number:

Questionnaire:
PLEASE STATE  THE DATE YOU HAVE HAD YOUR COVID VACCINATION OR VACCINATION DUE:

1ST HAD/DUE …………………………………..                     2ND  HAD/DUE  …………….…………………..
HAVE YOU OR ANYONE IN YOUR HOUSEHOLD HAD/OR HAVE  COVID-19 ? ………………………………………………………………Yes/No

DO YOU HAVE OR HAVE YOU HAD A HIGH TEMPERATURE IN THE LAST 7 DAYS ?……………………..……………………………….Yes/No
Are you pregnant, breat feeding or trying to conceive (LMP)? …………………………………………….………………………………….  YES/NO
Any allergies/ had allergic reaction? ………………………………………………………………………………………….……………………………. YES/NO
Do you have any condition that affects the clotting of your blood? …………………………………………………………………………..YES/NO

Do you have any problems with your blood circulation? ……………………………………………………………………………………….… YES/NO

Do you have any varicose veins? ……………………………………………………………………………………………………………………………… YES/NO

Details ……………………………………………………………………………………………………………………………………………………………………….
Have you taken Asprin/ NSAIDs/Clopidogrel/Warfarin/Antibiotics recently ?............................................................... YES/NO
Are you taking any other medication (incl, herbal and over the counter medicines)? ……………………………………….………. YES/NO
Details: …………………………………………………………………………………………………………………………………………………………………...

Are you taking HRT ?....................................................................................................................................................... YES/NO

Are you taking / receiving steroids, chemotherapy, radiotherapy? ……………………………………………………………………….... YES/NO
Do you suffer from any illnesses (e.g. diabetes, heart disease, hepatitis, high BP, auto immune disease)? …….….……. YES/NO
Do you have asthma or difficulty breathing or had clots in the lungs ?.......................................................................... YES/NO
Do you suffer from keloid or hypertrophic scars? ……………………………………………………………….………………….……..………… YES/NO
Do you have or have a history of herpes simplex (cold sores) or other skin infections? …….………………………………...…...YES/NO
Do you consent to photographs being taken before and after treatment (not for promotional use) ? …………….….…….YES/NO
These will not be used for promotional purposes without  consent from the client
If you do not wish to receive promotional information please tick here    
THE FOLLOWING POTENTIAL ADVERSE EVENTS HAVE BEEN FULLY EXPLAINED AND UNDERSTOOD BY ME:
Possible side effects may include bruising,itching, hyperpigmentation, allergic reaction, redness, rash, oedema, telangiectatic matting (red like netting over treated area), superficial thrombophlebitis and necrosis of tissue.

I understand that this treatment may temporarily affect the appearance of my skin and this may have an impact on my work or social life. I will advise my Practitioner should I experience any of the aforementioned adverse events.
I understand that the procedure is to treat visable thread veins, that the result can take up to 8 weeks, the  cosmetic improvement is gradual and  will  need to be reviewed at 8 weeks. There is no guarantee with this treatment and may require multiple sessions. New vessels are likely to develop over time and repeat treatments may be necessary. I am aware of alternative treamtents such as laser, other scerotherapy agents and that to have no treatment is an option.  
I confirm that to the best of my knowledge that the information that I have supplied is correct and that there is no other medical information I need to disclose.
I give permission that any prescription issued by Kama Clinical Services on behalf of the client will be kept by Kama Clinical Services in anticipation of treatment.
All client information is kept in compliance with the Data Protection Act. (2018)
Client’s Signature : …………………………………………………….……………………    Date : ………………………………………….
Cost £ ……………………….

Treatment Record:  

Pedal pulse felt    Right …… YES/NO          Left ……. YES/NO     Comments: ……………………………………..
Scerotherapy Agent: …………………………..…………… BN : ……………………………..    Exp: ……………………………………….
Treatment by  Kairen Weston (Advanced Aesthetic Nurse Practitioner, Nurse Prescriber)
Signature …………………………………………………………………..……………      Date …………………………………                        JUNE 2021  
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