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Cytocare Consent Form

CLIENT INFORMATION

Full Name: Date of Birth: mm / dd / yyyy

Treatment Area(s): Treatment Date: mm / dd / yyyy

TREATMENT OVERVIEW

Cytocare® is a range of injectable skin revitalization treatments combining hyaluronic acid with rejuvenating complex ingredients including
vitamins, amino acids, and antioxidants. It is designed to improve skin hydration, elasticity, radiance, and reduce the appearance of fine lines
and wrinkles. Cytocare® is not a filler but a mesotherapy-based biorevitalization product aimed at overall skin quality improvement.

The treatment is administered through micro-injections into the superficial dermis and may be used on the face, neck, décolletage, and
hands. A course of treatments is typically recommended for best results. Improvements may be seen gradually, with full effect building over a
series of sessions.

MEDICAL CONSIDERATIONS AND CONTRAINDICATIONS

Cytocare@ is not suitable for individuals who are pregnant, breastfeeding, or under 18 years of age. It should not be used in clients with
known allergies or sensitivities to any of its components, including hyaluronic acid. Clients with active skin infections, autoimmune conditions,
or bleeding disorders must inform the practitioner prior to treatment.

It is essential that clients disclose all medications, supplements, medical conditions, and previous aesthetic treatments to ensure the safe
administration of Cytocare®. The practitioner reserves the right to decline treatment if deemed inappropriate or unsafe.

POSSIBLE RISKS AND SIDE EFFECTS

As with any injectable treatment, temporary side effects may include redness, swelling, minor bruising, tenderness, or itching at the injection
site. These effects usually subside within a few hours to a few days. Less commonly, small lumps, infection, or allergic reaction may occur.
Although rare, any signs of pain, discoloration, or skin changes should be reported to the practitioner immediately. Delayed reactions are also
possible and should be monitored.

AFTERCARE ADVICE

Clients should avoid touching or applying makeup to the treated area for at least 12 hours. Activities that increase blood flow such as alcohol
consumption, strenuous exercise, sun exposure, steam rooms, or saunas should be avoided for 24 to 48 hours post-treatment. It is important
to follow all aftercare instructions provided by the practitioner and to attend any scheduled follow-up or maintenance appointments for
optimal results.

CONSENT

| have been advised of the relevant information associated with this treatment and | confirm that | fully understand this advice. This includes
advice about:

« the aims/motivations for having the procedure and the desired outcome

« the risks inherent in the procedure, the risks inherent in refusing the procedure, and the risks specific to me
« the expected benefits and the potential disadvantages of the treatment

« alternative procedures and their pros and cons, including the option of no treatment at all

« any uncertainties about and the likelihood of success of the procedure

« any follow-up treatment that may be required
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Clinical photos and videos: | agree to and authorize the taking of clinical photographs and videos. | understand that these clinical

photographs and videos will form part of and will be kept with my confidential medical records.

| have been asked what information | want and would need in order to make an informed decision. | have been given the opportunity to

discuss my desired outcome fully in order for me to make an informed decision. | certify that | have read the above consent and that | fully

understand it. | have been given ample opportunity for discussion and all my questions have been answered to my satisfaction. No new

information has become available that affects my decision to have the treatment or my decision to consent. | hereby consent to this

procedure. This constitutes the full disclosure and supersedes any previous verbal or written disclosures. All deposits and booking fees are

non-refundable unless agreed to with the practitioner.

CONSENT CHECKS

Do you understand the information you have been provided?
Do you feel sufficient information has been provided to you, to enable you to consent?

Has your consent been freely given?

MEDICAL SCREENING

Do you have any medical conditions?

Are you pregnant or breastfeeding?

Do you have a neuromuscular disease (e.g. MS, ALS, motor neuropathy, myasthenia gravis, or Lambert-Eaton syndrome)?
Do you have an autoimmune disease?

Do you have any skin conditions?

Do you have any known allergies or have ever had anaphylaxis?

Do you have any active infection at the intended site of procedure?

Are you taking antibiotics or other prescription medications?

MEDICAL HISTORY AND TREATMENT GOALS

Is there any other medical and/or social history that we should know? If so, please provide full details here.

What are your aims/motivations for having the procedure and the desired outcome? Please provide full details here.
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Have you had this or a similar treatment before? If so, did you experience any problems? Please provide full details here.

Do you have any concerns? If so, please provide full details here.

Is there anything else we should know? Please provide full details here.

SIGNATURES

| will retain this information throughout the course of my treatment and refer to it as required.

Client Signature Practitioner Signature

Date: mm / dd / yyyy Date: mm /dd /yyyy
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