[bookmark: _GoBack][image: ]Be beautiful		 Consent to Kybella Treatment 

Patient Name:							Date of Birth:	

Height: 								Weight:	

Address:		

City/State/Zip: 				

Mobile Phone:							Email:

List all current Medications: 				



List all Allergies:	

Are you pregnant?		Yes 			No 

Physicians Name: 


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 health I will report it to the office as soon as possible.  I have read and understand the above medical 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:
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