INFORMED CONSENT FOR BOTULINUM TOXIN TREATMENT

TRAINING COURSE
| understand that | have volunteered to be a model patient in a training course and the doctor/healthcare professional
who will be treating me has had limited experience with the method of treatment. Initial

I hereby indemnify the treatment, | authorize Radiant Skin Institute llc,, to store my photos in their electronic medical records and
volunteered for. | also understand that any treatment performed is between me and the doctor/healthcare provider who
is treating me and | will direct all post-operative questions or concerns to the treating clinician. Initial

| hereby indemn RS| facility/meeting room/hotel where this treatment is being performed from any liability relating to
the procedures that | have volunteered for. Initial

PUBLICITY MATERIALS
| authorize the taking of clinical photographs and videos and their use for scientific and marketing purposes both in
publications and presentations.

| understand that photographs and video may be taken of me for educational and marketing purposes. |
hold the RSl harmless for any liability resulting from this production. | waive my rights to any royalties, fees and to inspect
the finished production as well as advertising materials in conjunction with these photographs. Initial ____

RESULTS

| am aware that when small amounts of purified botulinum toxin are injected into a muscle it causes weakness or paralysis
of that muscle. This appears in 2 — 10 days and usually lasts up to 3 months but can be shorter or longer. In a very small
number of individuals, the injection does not work as satisfactorily or for as long as usual and there are some individuals
who do not respond at all. | understand that | will not be able to use the muscles injected as before while the injection is
effective but that this will reverse after a period of months at which time re- treatment is appropriate. | understand that |
must stay in the erect posture and that | must not manipulate the area (s) of the injections for the 2 hours post-injection
period. Initial ____

| understand this is an elective procedure and | hereby voluntarily consent to treatment with botulinum toxin injections
for facial dynamic wrinkles, TMJ dysfunction, bruxism and types of orofacial pain including headaches and migraines. The
procedure has been fully explained to me. | also understand that any treatment performed is between me and the
doctor/healthcare provider who is treating me and | will direct all post-operative questions or concerns to the treating
clinician. | have read the above and understand it. My questions have been answered satisfactorily. | accept the risks and
complications of the procedure and | understand that no guarantees are implied as to the outcome of the procedure. |
also certify that if | have any changes in my medical history | will notify the doctor/healthcare professional who treated
me immediately. | also state that | read and write in English.

Patient Name (Print) Patient Signature Date
Health History Completed? Yes O No O Date: Doctor Initial:
Dental / Head and Neck Examination Completed? Yes O No O Date: Doctor Initial:

| am the treating doctor/healthcare professional. | discussed the above risks, benefits, and alternatives with the
patient. The patient had an opportunity to have all questions answered and was offered a copy of this informed
consent. The patient has been told to contact my office should they have any questions or concerns after this
treatment procedure.

Doctor Name (Print) Doctor Signature Date

Healthcare Professional Name and Signature Date



