ART QUINTANILLA MD
BOARD CERTIFIED PHYSICIAN
INFORMED CONSENT FOR HYFRECATOR

2000 FORM

A Hyfrecator is a cautery heated by an electric current allowing the cauterization of tissue. It is a low-powered
medical apparatus used in electrosurgery on conscious patients. It works by emitting low-power high-frequency
high-voltage AC electrical pulses, via an electrode mounted on a handpiece, directly to the affected area of the body. A
continuous electrical spark discharge may be drawn between probe and tissue. The Hyfrecator is a safe, effective, and
economical treatment option for the clinical removal of telangiectasias (spider veins), skin tags, blood moles, milia,
broken capillaries and other vascular lesions found on the face and upper body. It is a quick and simple treatment that
should not cause scarring or hyper-pigmentation. There is minimal discomfort and healing time is usually less than a
week.
CONTRAINDICATIONS

●
●

●

Anatomical locations of concern include sites near the eye and any site/mass with a narrow stalk or base
Application of current at sites with a narrow stalk or base can cause a phenomenon called “channeling,” in which
the current is concentrated as it passes through the narrowed region, creating the potential for tissue damage at
the base.
While not an absolute contraindication to the use of electrosurgery, IEDs such as cardiac and gastric
pacemakers, implantable cardioverter defibrillators (ICDs), cochlear implants, and deep brain, nerve, spinal cord
or bone stimulators create unique risks. Patients with these devices require thorough preprocedural evaluation
and may require intraoperative monitoring and post procedure device assessment.
PLEASE INITIAL HIGHLIGHTED AREAS

I consent to and authorize the healthcare facility, Desert Medical Rejuvenation located at 35900 Bob Hope Drive
suite 130 Rancho Mirage, CA 92270, to perform this procedure._______(Initial)
I consent to and authorize the healthcare facility, Desert Medical Rejuvenation located at 35900 Bob Hope Drive
suite 130 Rancho Mirage, CA 92270, to take all necessary photographs before and after my procedure. _______ (Initial)
The nature and effects of the procedure, the risks and complications, if any involved, and other alternative
methods of treatment have been fully explained to me. I understand them, and I assume all responsibilities. _______
(Initial)
All before and after care instructions have been explained and given to me. I understand my responsibility of
properly following these instructions to minimize any risks of complications. _______ (Initial)
I have had the opportunity to ask any questions about the treatment including risks or alternatives and
acknowledge that all my questions about the procedure have been answered in a satisfactory manner and that all blanks
were filled prior to my signature. _______ (Initial)
When completing the medical questionnaire, I have answered the personal medical history questions fully and
to the best of my ability. _______ (Initial)
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I understand that results will vary between individuals. I understand that although I may notice a change after
my first treatment; I may require multiple sessions to obtain my desired outcome. _______ (Initial)
I am advised that though good results are expected, the possibility and nature of complications cannot be
accurately anticipated and that, therefore, there can be no guarantee as expressed or implied either as to the success or
other result of the treatment. _______(Initial)
I understand that this treatment is strictly for cosmetic purposes and will not be covered by insurance. I
understand that I am responsible for all costs payable at the time of services. _______ (Initial)
The cost of the procedure involves charges for the services provided. The total includes fees charged by Desert
Medical Rejuvenation, the cost of supplies and other related expenditures. Should complications develop from the
procedure additional costs may occur and will be the patient’s financial responsibility. Additional procedures, supplies,
antibiotics, etc. will also be the patient’s responsibility. _______ (Initial)
I understand that all services that been rendered are non-refundable. Packages that are cancelled within 30 days
of payment will receive a refund; otherwise a credit towards other services will be issued. _______ (Initial)
DISCLAIMER

Informed consent documents are used to communicate information about the proposed surgical treatment of
disease or condition along with disclosure of risks and alternative forms of treatment(s). the informed consent process
attempts to define principles or risk disclosure that should generally meet the needs of most patients in most
circumstances._______(Initial)
However, informed consent documents should not be considered all-inclusive in defining other methods or
different information that is based on all the facts in your particular-case and that state of medical knowledge. _______
(Initial)
Informed consent documents are not intended to define or serve as the standard of medical care. Standards of
medical care at determined based on all the facts involved in and individual case and are subject to change as scientific
knowledge and technology advance and as practice patterns evolve. _______ (Initial)
It is important that you read the above information carefully and have all your questions answered before
signing the accompanying consent form.
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By my signature below, I certify that I have read and fully understand the contents of this permission form. I was
given the opportunity to have Desert Medical Rejuvenation cover any question or clarification I might have prior to
signing the consent and thereby grant permission to perform Filler on me by Desert Medical Rejuvenation.

Patient
Name_______________________________________________________________________________________
Patient Signature__________________________________________________
Date_____________________

Witness
Name______________________________________________________________________________________
Witness Signature_________________________________________________
Date_____________________

Physician
Name_Arturo
MD__________________________________________________________________
Physician Signature________________________________________________
Date_____________________
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