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MEDICAL PROFILE / INFORMED CONSENT FORM 
MORPHEUS 8 ( Radiofrequency Micro needling) 
Name___________________________________DOB_________Ht________Wgt________Date___________

Address___________________________________________________________________________________

City_______________________________________________State_________________Zip________________
Employment ( type of Job) __________________________  Under 18 years of Age   Yes ____   No ____
Home Phone________________________________ Work/Cell Phone_________________________________
Email: ______________________________________ 
Please list all Medications you are currently taking: _________________________________________________

__________________________________________________________________________________________
Medication intolerance: _______________________________________________________________________
List any Allergies:________________________________________
Existing or recent Illness: ___________________________ Details: ____________________________________

Please list any previous Hospitalization/ Surgery:  ____________________________________________________   
Any aesthetic procedures in the treatment area : _______________________________________________________

Patient Signature_________________________________________________Date_______________________

Practitioner Signature_____________________________________________Date____________________
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Medical History: Please inform physician or nurse practitioner prior to treatment if you have any of the following conditions that may make you unsuitable for MORPHEUS 8 treatments. 

Circle or Mark (X)  any of the following you have or have ever had in the past:

____ Pacemaker or internal defibrillator or any other metallic or electronic implant such as glucose monitor anywhere in the body. The hand piece should be used at least 1 cm away from cochlear implants in the ear 
____ Permanent implant in the treatment area such as metal plates and screws, silicone implants or an injected chemical substance or metal piercing. 
____ Current history of Cancer, specially skin cancer, or pre-malignant moles

____ Impaired immune system due to immunosuppressive diseases such as AIDS and HIV, or use of immunosuppressive medications

____ Severe concurrent conditions such as cardiac disorders , epilepsy, uncontrolled hypertension, and liver or kidney diseases or sensory disturbances. 
____ A History of diseases stimulated by heat , such as recurrent Herpes Simplex in the treatment area  ( Can be treated ONLY after prophylactic therapy ) 
____ Any active condition in the treatment area, such as sores, psoriasis , eczema and rash as well as excessively/ freshly tanned skin 

____ History of skin disorders such as keloid scarring, abnormal wound healing, as well as very dry and fragile skin 

____ Any Medical condition that might impair skin healing 

____ Poorly controlled endocrine disorder, such as Diabetes or Thyroid Dysfunction and hormonal virilization.
____ Allergies to Gold or Nickel 

____ Pregnant or nursing 
List any OTHER MEDICAL CONDITIONS not listed above that you currently have or have had in past:______________________________________________________________________________________

__________________________________________________________________________________________

WOMEN: Are you Pregnant, Trying to get Pregnant, or Lactating (Nursing)?______________________________________

Have you had Plastic Surgery or other surgery to your face/neck areas & when?__________________________________

____ Any surgical , invasive, ablative procedure in the treatment area in the last 3 months or before complete healing 

____ Superficial injection of biological fillers in the last 6 months , or Botox in the last 2 weeks

____ use of Isotretinoin ( Accutane) within the 6 months prior to treatment 
     I understand the information on this form is essential to determine my medical and cosmetic needs and the provision of treatment.  I understand that if any changes occur in my medical history/health I will report it to the office as soon as possible.  I have read and understand the above medical history questionnaire.  I acknowledge that all answers have been recorded truthfully and will not hold any staff member responsible for any errors or omissions that I have made in the completion of this form.

Patient Signature_________________________________________________Date_______________________

Practitioner Signature_____________________________________________Date_______________________
____ Intra-dermal or superficial sub-dermal areas injected with Botox®/HA/collagen/fat injections or other augmentation methods with bio-material, before the product has been dissipated (up to 6 months), except Botox after binding to the facial muscles (3-7 days). It is possible to treat sooner over injectable products placed in the deep, periosteal plane,

as soon as the area has healed (1-3 weeks).
____ History of bleeding coagulopathies or use of anticoagulants in the last 10 days. 

____ Any facial surgery performed within one year prior to treatment. 

____ Facial dermabrasion, facial resurfacing, or deep chemical peeling within the last three

months, if face is treated.

____   Having received treatment with light, laser, RF, or other devices in the treated area within

2-3 weeks for non-ablative procedures, and 6-12 weeks for ablative fractional laser resurfacing (according to treatment severity) prior to treatment, except special recommendations.
____ Use of non-steroidal anti-inflammatory drugs (NSAIDS, e.g., ibuprofen-containing agents) one week before and after each treatment session, as per the practitioner’s discretion.
____ Treating over tattoo or permanent makeup to be kept.
____ Treating over the lips. ( NO touch lips, only treatment around it) 

____ Skin type VI and dark VI patients treat with caution.
____ Treating over hair bearing surfaces.
____Irritable skin like excessively tanned skin from sun, tanning beds or tanning creams and

sprays within the last two weeks.

I understand the information on this form is essential to determine my medical and cosmetic needs and the provision of treatment.  I understand that if any changes occur in my medical history/health I will report it to the office as soon as possible.  I have read and understand the above medical history questionnaire.  I acknowledge that all answers have been recorded truthfully and will not hold any staff member responsible for any errors or omissions that I have made in the completion of this form.

Patient Signature_________________________________________________Date_______________________

Practitioner Signature_____________________________________________Date_______________________
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Specific Informed Consent for MORPHEUS8 Treatments
This form is designed to give you the information you require to make an informed choice of whether or not to undergo treatment with MORPHEUS8 technology. If you have any questions before your treatment please feel free to ask.

· I hereby authorize board certified nurse practitioner Dr. Leonard Einstein DNP, APRN  and/or such assistants as may be selected to perform the MORPHEUS8 procedure.

· The physician/ nurse practitioner  obtained my medical history and found me eligible for treatment.

· I have received the following information about the technology:

·  MORPHEUS8 technology utilizes fractional radiofrequency (RF) indicated for facial/neck/ chest and back of hands, as well as small body areas.

· The MORPHEUS8 treatment induces ablation, thus improving the appearance of rough texture, fine lines, wrinkles, and depressed scars, such as acne scars along with superficial pigments that will be ablated. The treatment also induces skin rejuvenation by heating of the dermis which stimulates collagen generation and replenishment, as well as closure of superficial fine blood capillaries. 

· The treatment requires anesthesia that involves topical cream, injections, or sedation according to the treatment parameters and the physician / or  nurse practitioner  discretion. 

· I understand that taking the treatment course is my choice and that I am free to withdraw at any time, without giving any reason. 

· There may be alternative procedures or methods of treatment, such as fractional lasers for ablation (CO2) and lasers, IPL or RF based systems for skin rejuvenation. As of today, there are no systems in the market that can address the variety of lesions that MORPHEUS8 does. Details were explained to me.

· I was told about the possible side effects of the treatment including: local pain, skin redness (erythema), swelling (edema), damage to the natural skin texture (crust, blister, burn), change of skin pigmentation (hyper- or hypo-pigmentation), and scarring. Although these effects are rare and expected to be temporary, redness and swelling may last up to 3 weeks, and are part of a normal reaction to the treatment. Burns and resulting pigmentation change and scarring are rare and may happen in dark skin that is not taken care according to instructions. Tiny scabs appear on the face for a few days as part of a normal healing, however make-up may be applied as soon as 1-3 days after the session to mask them and residual redness. Any adverse reaction should be reported immediately.

Patient Initials: __________
          

Physician/Assistant Initials: __________

· I understand that the treatment involves a few sessions (1-5), a few weeks apart (3-6 weeks), according to treatment parameters and individual response. 

· I understand that I have to comply with treatment schedule, otherwise results may be compromised. 

· I recognize that during the course of the procedure unforeseen conditions may necessitate different procedures than this above and I authorize the physician or assistants to perform such other procedures if they find them professionally desired.

· I understand that not everyone is a candidate for this treatment and results may vary. Therefore, there is no guarantee as to the results that may be obtained.
The procedures to be used to treat my conditions have been explained to me.

Patient Initials: __________
          

Physician/Assistant Initials: __________

1. I have had sufficient opportunity to discuss my condition and treatment. I believe I have adequate knowledge upon which to base an informed consent.

2. Any questions I may have asked have been answered to my satisfaction.

3. I authorize before, during and after the procedure(s) the taking of photographs to be part of my patient profile that may be used for scientific or marketing purposes without disclosing my identity (eyes will be masked in the photographs).

__________________________________                   ______________________________

                   Patient Signature



   Physician/Assistant Signature

__________________________________
          ______________________________

                 Patient Name (Print)


              Physician/Assistant Name (Print)

______________________________                              ______________________________ 

                            Date                                                                                 Date
MORPHEUS 8  TREATMENT RECORD

Patient Name__________________________________________DOB_______________________           Chart#/Ident #_________
	Treatment Date_____________
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*All face 

1 mm Depth or Resurfcing Tip – Optional if patient needs textural improvement ( 10 E) 

	Topical Anesthetic Used:  ___ Lidocaine 23 / Tetracaine 7 / Phenyl 3  _____ Other
Local Anesthetic Used: ______ Lidocaine 2 % w/ Sodium Bicarb 
Treatment Area

Energy
Depth
Mode

(Cycle/ Fixed) 
Tip Type
Repetition 

Forehead 

# Passes 1-2 

(10 E)
(15 E) *thick skin male
( 1-2 mm)
Cycle
24
Up to 2 passes
Periorbital Area

*multiple paces

( 10 E)
(1-2 mm)
Cycle
12 
Up to 2 passes
Periorbital Area (Fat pads, festoons) 

(25 E)
(20 E)

(10 E)

(3 mm)
( 2 mm)

(1 mm)
Fixed (double stack)
Fixed

*Cycle in 10 E and 1 mm 
12
Up to 3 passes
Cheek (Above Zygomatic Bone)
# passes 2 
 (10-15 E)
( 2mm)
Cycle
24
Up to 1 pass
Midface (lower face ) ( Below Zygomatic bone) 
( 20 E)
(15 E)
(3 mm)
(2 mm)
Fixed mode (Double Stack)
Cycle mode
*As many passes as tolerated
*2 passes
Jowl/ Submental 
(25 E)
(25 E)

(20 E)
(4 mm)
(3 mm)

(2 mm)
Fixed mode (Double stack)
Fixed Mode (Double Stack)

Cycle mode
*as many pases as tolerated
*as many passes as tolerated

*2 passes
Neck

(25 E)

(20 E)

(15-20E)
(3 mm)
(2 mm)

(2 mm)

Fixed Mode (Double stack)
Cycle mode

*2 passes
*2 passes

Chest
(10 E)
(1mm)
Cycle mode
*1 pass
Perioral (around lips)

(10 E)
(15 E)

(1 mm)
(2 mm)
Cycle
Cycle

*1 pass
Chin
( 15 E)
(10 E)
(2mm)
( 1mm)
Cycle
*1 pass
* 1 pass
Comments/Number of Passes:_____________________________________________________

_____________________________________________________________________


MORPHEUS 8  TREATMENT RECORD

Patient Name__________________________________________DOB_______________________           Chart#/Ident #_________

	Treatment Date_____________
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	Topical Anesthetic Used:  ___ Lidocaine 23 / Tetracaine 7 / Phenyl 3  _____ Other
Local Anesthetic Used: ______ Lidocaine 2 % w/ Sodium Bicarb 
Treatment Area

Energy
Depth
Mode

(Cycle/ Fixed) 
Tip Type
Repetition 

Glutes 

# Passes 1-2 

(10 E)
( 1-2 mm)

Cycle
24

Up to 2 passes

Thighs (frontal) 

*multiple paces

Thighs (dorsal)  

 Knees 
Comments/Number of Passes:_____________________________________________________

_____________________________________________________________________
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You & I Primary Care & Aesthetics
POST TREATMENT INSTRUCTIONS FOR MORPHEUS 8 
A few simple guidelines both pre and post-treatment can 

make a difference between a good result and a fantastic one.

Post-Treatment Care
▪ Immediately after treatment, most patients will experience erythema (redness) for 1-3 days, however for more aggressive treatments this may last longer. Slight to moderate edema (swelling) and a mild to moderate sunburn sensation are also common post treatment and may last 1-3 days. Skin may crust and peel for 2-7 days depending on treatment settings.

▪ Before discharge a topical ointment may be applied to the face, no bandages or wraps are necessary.

▪ There are no restrictions on bathing except to treat the skin gently, avoid scrubbing or trauma to the treated area.

▪ Avoid sun exposure to reduce the chance of hyperpigmentation.

▪ The use of a zinc oxide sun block SPF 30+ at all times after 24-48 hours.

▪ Multiple treatments over a period of several months may be required to achieve the desired response.
****Please report any “increased pain and increased swelling”, redness, blisters, or itching immediately should it occur following your treatment.****

I certify that I have been counseled in post treatment instructions and have been given a written copy of these instructions. 

Patient Name___________________________________________Date______________

Patient Signature__________________________________________________________
Place Sticker here :





Lot Number:





Place Sticker here :





Lot Number:








