
 

BOTOX® Cosmetic MEDICAL HISTORY FORM 

Name: _________________________________________________ Date: _______________________ 

Address: ____________________________________________________________________________ 

Best Phone Number to Reach You: _______________________________________________________ 

Email Address: _______________________________ Date of Birth: ___________________________ 

Emergency Contact: __________________________________________ Phone: __________________ 

Primary Physician/City/State: __________________________________________________________ 

Medications/Supplements: _____________________________________________________________ 

_______________________________________ Allergies: ____________________________________ 

Medical Conditions: ___________________________________________________________________ 

Surgeries: ___________________________________________________________________________ 

Are you an active smoker? ___________ How many alcoholic drinks do you have daily? ____________ 

Have you ever had BOTOX® Cosmetic? ______ If so, when was your last treatment? _____________ 

What area(s) would you like to have treated? ______________________________________________ 

What other medical cosmetic procedures have you had? ______________________________________ 

 

Do any of the following apply to you? (Please circle) 

Allergy to botulinum A toxin   Hepatitis/HIV    Needle Phobia 

Neuromuscular disease    Eye Disease/Vision problems  Keloid/Excessive scarring  

Attempting to become pregnant   Pregnant    Nursing    

   

I have completed this medical history form as accurately as possible. I understand that the health 

information that I have provide on this form will assist Dr. Sacchetti in determining whether 

treatment with BOTOX® Cosmetic is appropriate for me. I agree to notify Dr. Sacchetti of any change 

to my medical history or state of health. I will not hold Dr. Sacchetti or Independent Health 

Advantage, PLLC responsible for any errors or omissions I have made in the completion of this form. I 

understand that my personal health information will be treated confidentially according to the 

attached Notice of Privacy Practices. 

 

____________________________________________________________________________________ 

Patient Name (Print)    Patient Signature    Date 



 

BOTOX® Cosmetic CONSENT FORM 

OVERVIEW: FDA approved in 2002 for reducing dynamic wrinkles of the face, BOTOX® Cosmetic has a proven track 

record of patient satisfaction and safety. Treatment with BOTOX® Cosmetic reduces the activity of certain facial muscles 

resulting in smoothing of the overlying skin and a more youthful appearance. BOTOX® Cosmetic is intended for use on 

the upper third of the face. Areas most frequently treated are: a) horizontal forehead lines, b) vertical lines along the brow 

and between the eyebrows, and c) “crow’s feet” wrinkles just outside the corners of the eyes. 

PETER SACCHETTI, MD: Dr. Sacchetti is a Maine licensed internal medicine physician whose certification and 

procedural experience make him qualified to administer BOTOX® Cosmetic. Dr. Sacchetti only purchases BOTOX® 

Cosmetic shipped direct from the manufacturer to his medical practice. 

PROCEDURE: On the day of your procedure, Dr. Sacchetti will review this consent agreement and the medical history 

form, examine the areas for injection, and answer any questions you may have. Dr. Sacchetti will have prepared the 

BOTOX® Cosmetic by reconstituting it with sterile saline and transferring the solution into sterile syringes with sterile 

needles. Dr. Sacchetti will ensure that you are positioned comfortably and clean the areas for injection beforehand with 

isopropyl alcohol. The fine-needle injections may produce some mild discomfort and minor bleeding may occur. Dr. 

Sacchetti will administer BOTOX® Cosmetic at an amount estimated to achieve the desired result, up to a maximum of 50 

units. The procedure will take approximately 15 minutes to perform. Immediately following the procedure, you will be 

given a cold pack to apply intermittently to reduce swelling and any residual discomfort. Dr. Sacchetti will provide 

aftercare instructions and answer any additional questions you may have before you leave. 

RISKS & SIDE EFFECTS: With BOTOX® Cosmetic treatment, the most common side effects consist of localized 

discomfort, redness, and swelling which resolve readily. The procedure can sometimes cause minor bleeding which may 

result in bruising that can take a week or so to disappear. Headaches and flu-like symptoms are short-lived side effects that 

occur infrequently. More serious risks can be minimized with attention to technique and an awareness of anatomy. These 

include but are not limited to: 1) infection (rare); 2) eyelid droop (rare); 3) temporary double vision (rare); 4) allergic reaction 

(very rare); and 5) trouble swallowing or breathing (extremely rare). 

CONTRAINDICATIONS: BOTOX® Cosmetic should be avoided in certain instances. Women considering BOTOX® 

Cosmetic should not be nursing, pregnant, or trying to become pregnant. Anyone who has had an allergic reaction to 

botulinum A toxin or human albumin and anyone with a neuromuscular disorder (e.g. MS, ALS) should not have 

BOTOX® Cosmetic. Other conditions may preclude the administration of BOTOX® Cosmetic according to Dr. Sacchetti’s 

medical judgement. 

RESULTS: In the days immediately following treatment with BOTOX® Cosmetic, the dynamic movement of certain facial 

muscles gradually becomes reduced giving a relaxed appearance and smoother skin. This effect peaks sometime around 7-

10 days and typically lasts 3-4 months at which time re-treatment may be considered. Individual results may vary 

according to a person’s genetics, anatomy, prior treatment, severity of wrinkles, and other factors. A touch up at two weeks 

may be arranged so long as River’s Edge Salon & Spa has been notified no sooner than seven days and no later than noon 

on the thirteenth day from time of the initial treatment. Complementary touch ups are done with any “unused” product. For 

example, if 35 units were injected initially, the patient would have up to 15 units available to be used toward a touch up at 

no additional charge. 

PAYMENT: BOTOX® Cosmetic is an elective, aesthetic procedure which is not billable to insurance. Full payment to 

River’s Edge Salon & Spa is expected at time of service. Any touch up in excess of the original 50 units allotted per 

treatment or performed beyond two weeks of the initial procedure will result in an additional fee of $18 per unit. 

I agree to treatment with BOTOX® Cosmetic by Dr. Sacchetti for the condition known as: Facial Dynamic Wrinkles. The 

procedure, its side effects, risks, contraindications, and results have been explained to me and my questions answered 

satisfactorily. I understand that I am responsible for full payment at time of service. I understand that this consent applies 

to any and all touch ups and treatments with BOTOX® Cosmetic provided to me by Dr. Sacchetti henceforth. 

 

 

Patient Name (Print)    Patient Signature    Date 



 

BOTOX® Cosmetic AFTERCARE INSTRUCTIONS 

Follow these tips to ensure the best results 

 

What should I do? 

 
1. First hour- Apply cold compress to treated areas for 1 minute intervals spaced 20 minutes 

apart. This will reduce swelling and minimize bruising. 
 

2. First two hours- Move the facial muscles of the injected areas intermittently. This activity will 
facilitate binding of BOTOX® Cosmetic which can improve the treatment response. 
 

 
3. First night- Wash area with warm water and gentle cleanser. Apply a small amount of 

Aquaphor to any blemishes or sore spots cause by the injections. This will accelerate healing. 
 

What shouldn’t I do? 

 

4. First day- Refrain from exercise. Increasing the rate of circulation may “wash out” some of the 
medication from where it was injected. 
 

5. First day- Do not massage or manipulate treatment areas. Facials, peels, and micro-
dermabrasion should not be performed until the day after treatment. 
 

6. First day- Avoid direct sun exposure and restrict alcohol consumption. These elements can 
oppose the healing process. 
 

FAQ 

1. When can I wear make-up? Make-up can be applied immediately following treatment. 
However, you might want to wait until you’ve completed the first two hours of aftercare. 
 

2. What should I do if I get a headache or flu-like symptoms? These symptoms will resolve on 
their own in a matter of hours. You can reduce them by taking acetaminophen (Tylenol) 
according to the instructions on the bottle. 
 

 
3. What should I do if I feel that I’m developing an unfamiliar or rare side effect? You should 

leave a message with Dr. Sacchetti’s office staff 207-703-5365 and the doctor will return your 
call promptly. You should not call River’s Edge Salon & Spa with such matters. 

 

4. What if I have a medical question related to the procedure or need to update my medical 
information? You should notify Dr. Sacchetti’s office staff at the number above. 
 



 

NOTICE OF PRIVACY PRACTICES 

This notice describes how medical information about you may be used and disclosed and how you can 

gain access to this information. 

 

1. OUR PLEDGE REGARDING MEDICAL INFORMATION 

The privacy of your medical information is important to us. We understand that your medical information is personal and 

we are committed to protecting it. We create a record of the care and services you receive at our organization. We need this 

record to provide you with quality care and to comply with certain legal requirements. This notice will tell you about the 

ways we may use and share medical information about you. This notice also describes your rights and certain duties we 

have regarding the use and disclosure of medical information. 

 

2. OUR LEGAL DUTY 

Law requires us to: a) keep your medical information private, b) give you a copy of this notice describing our legal duties, 

privacy practices, and your rights regarding your medical information, and c) follow the terms of the current notice. 

We have the right to: a) change our privacy practices and terms of this notice at any time, provided the law permits the 

changes; b) make the changes in our privacy practices and the new terms of our notice effective for all medical information 

that we keep, including previously created or received before the changes. Before we make an important change in our 

privacy practices, we will change this notice and make the new notice available upon request. 

 

3. USE AND DISCLOSURE OF YOUR MEDICAL INFORMATION 

The following section describes different ways that we use and disclose medical information. We have listed all of the 

different ways we are permitted to use and disclose medical information, however not every type of use or disclosure has 

been listed. We will NOT use or disclose your medical information for any purpose not listed below, without your specific 

written authorization. Any specific written authorization you provide may be revoked at any time by writing to us at the 

address at the end of this notice. 

 

For treatment: We may use medical information about you to provide you with medical treatment or 

services. We may disclose medical information about you to doctors, nurses, technicians, medical students, or 

other people who are taking care of you. We may also share medical information about you to your other health 

care providers to assist them or us in treating you. 

For payment: We may use and disclose your medical information for payment purposes. A bill/receipts may 

be given/sent to you. The information on or accompanying the bill may include your medical information. 

For health care operations: We may use and disclose your medical information for our health care 

operations. This might include measuring and improving quality, evaluating the performance of employees, 

and conducting training programs. 

Additional uses and disclosures: In addition to using and disclosing your medical information for 

treatment, payment, and health care operations, we may use and disclose medical information for the following 

purposes. 

 

Practice Directory: The following medical information about you will be placed in our computer database: 
your name, address, phone number, birth date, e-mail address, your condition described in general terms, 
allergies, pertinent medical condition, and how you heard about our practice. 
Notification: We may use and disclose medical information in case of emergency to notify 
a family member, your personal representative or another person responsible for your care. We will share 
information about your location or general condition. If you are present, we will get your permission if 
possible before we share, or give you the opportunity to refuse permission. In case of emergency, and if 
you are not able to give or refuse permission, we will share only the health information that is directly 
necessary for your health care, according to our professional judgment. 
Disaster Relief: We may share medical information with a public or private organization or person who 
can legally assist in disaster relief efforts. 
Specialized Government Functions: Subject to certain requirements, we may disclose or use health 



information for military personnel and veterans, for national security and intelligence activities, for 
protective services for the President and others, for medical suitability determinations for the Department 
of State, for correctional institutions and other law enforcement custodial situations, and for government 
programs providing public benefits. 
Court Orders and Judicial and Administrative Proceedings: We may disclose medical information in 
response to a court or administrative order, subpoena, discovery request, or other lawful process, under 
certain circumstances. Under limited circumstances, such as a court order, warrant, or grand jury 
subpoena, we may share your medical information with law enforcement officials. We may share limited 
information with a law enforcement official concerning the medical care of an inmate or other person in 
lawful custody with a law enforcement official or correctional institution under certain circumstances. 
Public Health Activities: As required by law, we may disclose your medical information to public health 
or legal authorities charged with preventing or controlling disease, injury or disability, including child 
abuse or neglect. We may also disclose your medical information to persons subject to jurisdiction of the 
Food and Drug Administration (FDA) for purposes of reporting adverse events associated with product 
defects or problems to enable product recalls, repairs or replacements, to track products, or to conduct 
activities required by the FDA. We may also, when we are authorized by law to do so, notify a person 
who may have been exposed to a communicable disease or otherwise be at risk of contacting or spreading 
a disease or condition. 
Victims of Abuse, Neglect, or Domestic Violence: We may use and disclose medical information to 
appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, or 
domestic violence or the possible victim of other crimes. We may share your medical information if it is 
necessary to prevent a serious threat to your health or safety or the health or safety of others. We may 
share medical information when necessary to help law enforcement officials capture a person who has 
admitted to being part of a crime or has escaped from legal custody. 
Law Enforcement: Under certain circumstances, we may disclose health information to law enforcement 
officials. These circumstances include reporting required by certain laws (such as the reporting of certain 
wounds) pursuant to certain subpoenas or court orders, reporting limited information concerning 
identification and location at the request of law enforcement official, reports regarding suspected victims 
of crimes at the request of a law enforcement official, reporting death, crimes on our premises, and crimes 
in emergencies. 
Appointment Reminders: We may use and disclose medical information for purposes of reminding you 
of your appointments. 
Alternative and Additional Medical Services: We may use and disclose medical information to furnish 
you with information about health-related benefits and services that may be of interest to you, and to 
describe or recommend treatment alternatives. 
 

4. YOUR INDIVIDUAL RIGHTS 

You Have a Right to: 

1. Look at or get copies of your medical information. You must make your request in writing. You may 
obtain the form authorizing the release of your medical information by contacting the person listed at the 
end of this notice. You may request paper or digital copies of your information and we will charge you 
according to what is allowed under Maine statute. 
2. Receive a list of all the times we or our business associates shared your medical information for 
purposes other than treatment, payment, and health care operations and other specified exceptions. 
3. Request that we place additional restrictions on our use or disclosure of your medical information. We 
are not required to agree to these additional restrictions, but if we do, we will abide by our agreement 
(except in the case of an emergency) 
4. Request that we communicate with you about your medical information by different means or to 
different locations. Your request that we communicate your medical information to you by different 
means or at different locations must be made in writing to the contact person listed at the end of this 
notice. 
5. If you have received this notice electronically, and wish to receive a paper copy, you have the right to 
obtain a paper copy by making a request in writing to the contact person listed at the end of this notice. 

 

CONTACT INFORMATION 

Independent Health Advantage, PLLC 

Rebecca Sacchetti 

rebecca@ihealthyork.com 

207-703-5365  


