
 

 

INFORMED CONSENT FOR MESOTHERAPY 

 

Treatment Description 
I understand that I am receiving mesotherapy, which involves small injections of a selected solution into or 

beneath the skin in the area discussed with my provider. 

The purpose and expected benefit of my treatment have been explained to me. I understand that more than one 

treatment may be needed and results cannot be guaranteed. 

Expected Reactions and Possible Risks 
I understand that normal reactions may include redness, swelling, tenderness, burning, itching, bruising, mild 

bleeding, temporary bumps, firmness, or numbness. 

I understand that potential risks may include: 

• Infection or allergic reaction 
• Changes in skin color, lumps, or unevenness 
• Skin injury, delayed healing, or scarring 
• An unsatisfactory result or need for additional treatment 
• Rare serious or unknown complications 

Contraindications 
I confirm that I do NOT have any of the following conditions unless disclosed to my provider: 

• Pregnancy or breastfeeding 
• Allergy to any treatment ingredient or local anesthetic 
• Active infection, rash, or open wound in the treatment area 
• Bleeding disorder or use of blood-thinning medication 
• Autoimmune or immune-suppressing condition, uncontrolled diabetes, or poor healing 
• Recent procedures in the area, serious medical conditions, or medications that may affect treatment 

If any apply, I have informed my provider: ______________________________________________ 

Pre- and Post-Treatment Instructions 
I understand that: 

• I must disclose all medications, allergies, and relevant health conditions. 
• I must follow all preparation and aftercare instructions provided. 
• I must contact my provider for severe pain, increasing redness or swelling, fever, drainage, skin color 

changes, or other concerning symptoms. 

Consent and Acknowledgment 
I certify that I have read and understand the information above. All of my questions have been answered to my 

satisfaction. I voluntarily consent to mesotherapy and understand the risks, benefits, and alternatives. 

Patient Signature: ________________________________    Date: ________________ 


