

Divine Health Group
Informed Consent for Anti-Aging Services
This consent is designed to provide you, the patient, with essential information about the anti-aging services offered at [Your Clinic/Practice Name]. Please read this form carefully and feel free to ask any questions or seek clarification before proceeding with any treatments or interventions.
Purpose and Nature of Anti-Aging Services: At [Your Clinic/Practice Name], we offer a range of anti-aging services aimed at promoting healthy aging, enhancing quality of life, and potentially mitigating age-related conditions. These services may include but are not limited to nutritional counseling, hormone replacement therapy, skin rejuvenation treatments, prescribing medications for off-label purposes, and lifestyle modifications.

Benefits: The potential benefits of our anti-aging services may include:
Improved skin appearance and texture
Enhanced energy and vitality
Better management of age-related conditions
Potential support for hormonal imbalances
Overall improvement in quality of life and well-being

Risks and Limitations: While anti-aging services are generally considered safe and well-tolerated, there are potential risks and limitations associated with some treatments. These may include:
Allergic reactions to certain treatments or substances
Possible discomfort, redness, or bruising at the treatment site
Rare cases of adverse effects from hormone replacement therapy, if prescribed.
Side effects from the use of medications that are not FDA-approved for given indications as they are prescribed for off-label anti-aging purposes.
The extent of individual results may vary and cannot be guaranteed

Alternative Treatments: There may be alternative treatments or interventions available for addressing age-related concerns. These may include lifestyle changes, over-the-counter supplements, or other medical treatments. Our providers will discuss the available options with you and help you make an informed decision based on your individual needs and preferences. We always advise consulting with your primary care provider or specialist before implementing an anti-aging protocol into your life.
Informed Consent and Voluntary Participation: By signing this consent form, you acknowledge that you have been fully informed about the nature, potential benefits, risks, and alternatives of the anti-aging services offered at [Your Clinic/Practice Name]. You voluntarily agree to participate in these services and understand that you have the right to withdraw consent at any time without prejudice to your future care.
Questions and Contact Information: If you have any questions or concerns about the anti-aging services or this informed consent form, please do not hesitate to ask our healthcare providers. You may contact us at [Your Clinic/Practice Phone Number] or [Your Clinic/Practice Email].
Consent Signature: I have read and understood the information provided in this informed consent form. I voluntarily consent to participate in the anti-aging services offered at [Your Clinic/Practice Name].

Name 									Date

Witness									Date






