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Pre-Treatment CONSENT FORM

SOFWAVETM SYSTEM PATIENT CONSENT FORM:		PLEASE READ CAREFULLY 
“Sofwave” is an ultrasound device that uses Synchronous Ultrasound Parallel BeamTM Technology SUPERB™.  It is FDA approved to treat facial lines and wrinkles, lax skin of upper arms, lifting of brows, submentum, and neck tissue, for the treatment of acne scars, and for the improvement of the appearance of cellulite. I understand that there are many types of treatment for these indications and that each has its own benefits, risks, and potential side effects. Sofwave Treatment is a non-invasive, dermatological procedure that will only be performed by either Dr. Nandedkar or Jessica Beliveau-PA-C, who are both board-certified, licensed professionals that are trained to use this device. I understand they will do their utmost to treat me to the best of their ability but that I must have realistic expectations and that “maximum treatment efficacy” may require multiple treatments, which means multiple separate charges, and is based on my age and the fact that I will continue to age. I understand that no treatment is a “miracle” cure that can replace my overall health. I understand that they will use the “treat to total energy protocol” so that in both their hands the treatment is reproducible and interchangeable, therefore, both providers may be involved in my treatment. I understand that it is my responsibility to inform them if I have a history of cold sores or are on blood thinners so I can safely be treated. I understand that although both Dr. Nandedkar and Jessica Beliveau PA-C have had good results from this procedure, I may not, because everyone is different and responds to various therapies differently. I understand, therefore, that guarantees of outcome cannot be given and post procedure, charges will not be reimbursed. That said, I do understand that both providers will try their best to give me a good outcome and that is the only guarantee. I understand that people the older I am the more treatments I will need. 							
By completing this Patient Consent Form, I am consenting to treatment with the Sofwave System and acknowledging that I have read and understood all information contained in this form and made an informed and careful decision to receive the treatment with the Sofwave System because I understand the following:

The Sofwave System is used to treat wrinkles and fine lines on the skin, acne scars and cellulite. The procedure is non-invasive and uses an ultrasound beam to deliver ultrasound energy to the skin. The heat from the ultrasound stimulates new collagen and elastin to form over several months. I understand that there may be some pain or discomfort during the treatment when the ultrasound beam is being delivered but Dr. Nandedkar and Jessica Beliveau PA-C will use techniques to do their utmost to minimize my pain. Following treatment, there may be some redness and/or swelling in the treatment areas that may last for a few hours or come intermittently over the next few days; there should be no pain when the procedure is complete, while post-procedure discomfort, “tired feeling,” slight fever or tenderness is possible. My experience in receiving the treatment and the results of my treatment may be different from others. 
While receiving treatment with the Sofwave System can provide potential benefits for me, there are also potential rare but real risks or complications associated with the treatment despite our best efforts. These risks include but are not limited to the following: skin burn, significant pain, tenderness, changes in skin pigmentation, persistent redness and/or swelling, ulceration/erosion or bruising. For additional information about the Sofwave System, I can call toll free 1-855-sofwave or log on to https://sofwave.com/   or read FAQ’s on the PDC website.     
I have read and understood all the above then: 	Initial here:________________


















Fillers and Sofwave: If you had treatment with a dermal filler within the last 1-2 months, Sofwave is not recommended for use directly over areas with a dermal filler. If you had filler more than 6 weeks ago, we may treat over the area. Also, we may treat with fillers after the Sofwave procedure to support the treated area.   
Do you have any of the following contraindications to the procedure?[image: ]


[bookmark: _Hlk77179721]Pacemakers and electronic device implants in treatment area(s)				Open wounds or lesions on the treatment area(s)
Severe or active cystic acne on the treatment area(s) 
If you answered “yes” to any of the above, then we CANNOT do the procedure. 
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Prior to the procedure do any of these conditions apply to you? 

· Pregnant or planning to become pregnant, having given birth less than three months ago, and/or breast feeding. 
· Presence of any active systemic or local infections. 					
· Presence of active local skin disease that may alter wound healing. 			
· History of chronic drug or alcohol abuse.
· Significant severe scarring (such as previous burns) in the area to be treated.
·  Presence of a metal stent or ANY implanted material in the treatment area. 
· Taking Isotretinoin or other retinoid within the past 6 months; taking psychiatric drugs, anti-platelet or anti-coagulant within the past 2 weeks. 
· History of melasma. 
· History of recent local skin infection in the intended treatment area (such as cold sores, shingles, dermatitis, severe active acne, etc.)

Please check one and initial:
� I agree to use my images for the PDC Website or Sofwave even if my full face is shown: 	________
� I agree to use my images for the PDC website or Sofwave provided my full face is not shown: ______
� I do NOT agree to use my images for the website at all or for any social media:	 	________				
After learning about the Sofwave System, I chose to proceed with the Sofwave System treatment (s).
_____________________________	_____________________________ 	__________________
Print your name 			(Patient Signature) 			(Date)

WITNESS: The patient above has signed this consent in my presence after I counseled them and answered all their questions. 
____________________________ 	               __________________________ 	 	_________________	
Print: Provider Name			   (Provider Signature) 			(Date)

___________________________ 	               __________________________ 	 	_________________	
Print: Office Manager/Staff Name		   (Manager or Staff  Signature) 		(Date)
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