
MINTSKIN clinic

Be rejuvenated Be inspired

INFORMED CONSENT FORM for HIFU/Ultraformer MPT

Your Detail个人信息

Preferred name: *First Name名 *Surname姓 :

Gender性别: Date of Birth 生日: Phone电话号码:

Email电子邮箱: We will send you the digital version and other
updates.我们将向您发送数字版本和其他更新信息。

Emergency Contact 紧急联系人

Name紧急联系人姓名： Phone Number紧急联系人电话：

General Health and aesthetic treatment History健康史及医美治疗史

Have you suffered any serious illness? ____________________________________________
您是否有任何严重病史？

Please fill in No if not applicable
如不适用，请填无

What operations have you had? ___________________________________________________
您做过什么手术？

Please fill in No if not applicable
如不适用，请填无

Please indicate if you have a history of the following:请说明您是否有以下历史记录：

Allergies过敏

Rheumatic fever风湿

Blood clots, thrombosis血块血栓

Heart trouble心脏疾病

Other其他_______________________

Blood pressure血压问题
Fainting昏厥

Epilepsy癫痫
Kidney disease肾病

Hepatitis肝炎

Bleeding tendency出血倾向

Diabetes糖尿病

Lung disease肺部疾病

*Bleeding tendency: Are you subject to prolonged bleeding or frequent nose bleeds?您是否会长期出血或频繁流鼻血？

YES是 NO否 (Please select one必填单选)

*Are you at risk of developing HIV, AIDS, or Hepatitis?您是否有感染艾滋病毒、艾滋病或肝炎的风险？

YES是 NO否 (Please select one必填单选)

*Have you received any aesthetic treatment within 30 day(including laser, M22,IPL, HIFU……)？Have you received any
Filler? Please list请列出你30天内接受的医美治疗（包括但不限于激光/IPL/M22/HIFU），请列出您接受过的填充项目：

________________________________________________________________________________________________________

*Allergies: Are you allergic to any medicines, lotions, or tape? Please list请列出任何您过敏的药物、乳液或胶带：

_______________________________________________________________________________________________________

Cortisone: Have you ever been given cortisone or steroid tablets or injections? Please specify when你是否曾服用可的松或类固醇药

片或注射？请说明何时：________________________________________________________

Medication: Please list any current medication (including herbal / alternative)请列出任何当前药物（包括草药/替代品）：

_______________________________________________________________________________________________________

*Is there anything of a confidential nature you wish to discuss with my treatment provider?是否有隐私事项需要和治疗提供者
讨论？

YES是 NO否 (Please select one必填单选)
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Please read the following statements carefully and tick all the boxes请仔细阅读下列描述并在所有方框内打勾

About HIFU/Ultraformer MPT treatments：

There’s no special preparation needed before having this
treatment. You should remove all makeup, jewellery, and
skin care products from the target area before treatment.
Here’s what to expect at your appointment:
1. About 15-20 minutes of skin consultation and
personalised treatment planning and taking before photos.
2. Clean the target area.
3. Apply a topical anaesthetic cream before
starting.(Expect Ultraformer MPT)
4. Apply an ultrasound gel.
5. The device is placed against the skin.
6. Adjusts the device to the right setting. Ultrasound energy
is then delivered to the target area in short pulses
8. post-treatment care mask

在进行 HIFU 程序之前不需要特殊准备。您应该在治疗前去

除目标区域的所有化妆品，首饰和护肤品。

以下是您治疗的流程：

1. 大约15-20分钟的皮肤咨询和个性化的治疗方案制定,拍术
前照；

2. 清洁目标区域。

3. 在开始前涂抹局部麻醉霜。（除了10D 超声炮）

4. 在治疗部位涂抹超声波凝胶。

5.设备紧贴皮肤放置

6. 将设备调整到正确的设置。然后将超声波能量以短脉冲形

式传送到目标区域

8.术后护理面膜

WHAT TO EXPECT DURING AND AFTER YOUR ULTRAFORMER/HIFU TREATMENT

● You can expect to experience some discomfort as the ultrasound energy is delivered. Your practitioner will agree
to a plan to optimise your comfort during the procedure.术中您会有不适感，你的治疗师同意提高舒适度

● Ultraformer/HIFU treatment is efficient. For example, a treatment for the full face and neck will last
approximately 30-45 minutes. 10D超声炮/HIFU治疗师高效的，例如：全脸和颈部治疗时间大约30-45分钟

POSSIBLE SIDE EFFECTS FROM ULTRAFORMER/HIFU TREATMENT可能存在的风险

● Your skin may appear red for a few hours a�er treatment.术后你的皮肤将有短时间的泛红

● You may experience slight swelling, tingling or tenderness for a few days a�er treatment. Rarely, some patients
may experience temporary bruising welts or numbness.术后几天内你会感觉肿，刺痛或者紧绷。少数情况下

，会有暂时的淤伤或麻木。

● As with any heat-based treatment, there is a slight risk of burning the skin.作为通过热能作用的治疗，有轻微

烫伤的风险。

● Temporary nerve inflammation will resolve in a few days or weeks.暂时的神经炎症出现在几天或者几周内。

● If a motor nerve has become inflamed, you might experience some temporary local muscle weakness. There
could be some temporary numbness if a sensory nerve has become inflamed.如果运动神经发炎，您可能会出

现暂时的局部肌肉无力。如果感觉神经发炎，可能会出现暂时的麻木感。

Signed签名 ________________________ Date日期 _______________________ ( DD/MM/YYYY )
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I know all side effects must be reported to my treatment provider as soon as possible.我知道如果出现上述副作用，必须尽快
告知我的治疗提供者。

It has been explained to me that the results of Ultraformer treatment can vary from patient to patient. I am aware that
occasionally the collagen that builds in the deep layers of the skin, providing support for the skin structure and helping
to counter the effects of gravity, might not have a visible effect on the surface of the skin. I also understand that the
results will be seen gradually over a period of 3 to 6 months, and that some patients will benefit from more than one
treatment.据我了解，Ultraformer治疗的结果可能因患者而异。我知道在皮肤深层形成的胶原蛋白为皮肤结构提供支撑并
有助于对抗重力的影响，但可能不会对皮肤表面产生明显的影响。我还了解到，结果将在 3 至 6 个月的时间内逐渐显现，
并且一些患者将受益于不止一种治疗。

It has also been explained that during the course of the proposed procedure, unforeseen conditions including
underlying medical conditions and medications may limit the body’s ability to respond to treatment. My questions r

egarding this treatment, its alternatives, its complications, risks and expected results have been explained by my
practitioner and/or his or her staff including non-responders to treatment. Less than 10% of patients may only
observe small noticeable improvement from treatment or no response to treatment, a second treatment may be
required to see a visual improvement following review.潜在的医疗状况和药物可能会限制身体对治疗的反应能力。我
的医生和/或其工作人员（包括对治疗无反应的人）已解释了我对这种治疗、其替代方案、并发症、风险和预期结果的疑
问。不到 10% 的患者可能仅观察到治疗后出现微小的明显改善或对治疗没有反应，可能需要第二次治疗才能在复查后
看到视力改善。

I understand that Ultraformer/HIFU treatment is a non-invasive treatment. It is not designed to produce the same
results as an invasive surgical procedure.我了解 Ultraformer/HIFU治疗是一种非侵入性治疗。它不能产生和外科手术一
样的效果。

The nature of treatment has been explained to me. I understand that just as there may be benefits from the procedure,
all procedures involve risk to some degree. I am aware that other unexpected risks or complications may occur and
that no guarantees or promises have been made to me concerning the results of the procedure.治疗的本质已经向我解
释过。我知道，正如手术可能带来好处一样，所有手术都在某种程度上存在风险。我知道可能会发生其他意想不到的风险
或并发症，并且对于手术结果没有向我做出任何保证或承诺。

I understand that the treatment is variable, and that the outcome of the treatment cannot be guaranteed.我知道治疗包
含了多种可变因素，无法保证治疗结果。

After treatment, I will follow the advice given by my practitioner to achieve satisfactory aesthetic results. I realise that if I
do not follow this advice, the result may be less optimal.治疗后我会按照专业人士的建议，以达到更满意的效果。我了解
如果我不遵循这个建议，最终的结果可能会不那么理想.

I am aware of the importance of follow up care and my own responsibility. How and when the treatment should be
provided, the likely benefits and possible undesirable effects have been explained to me.我已经知道后续护理的重要性
和我自己的责任。如何以及何时进行治疗，治疗的可能的好处和可能的不良影响已经向我解释过了。

I have replied honestly to all questions about my medical and aesthetic history. I have been given the chance to ask all
the questions I wanted, and I have received satisfactory replies to all of them. Now that the procedure has been fully
explained to me, I consent to have this treatment.我诚实地回答了所有关于我的健康史和医美史的问题。我有机会问我想
问的所有问题，我得到了满意的答复。治疗过程已经充分地介绍给我了，我同意接受适此项治疗。

I am NOT in a lactation period or pregnant period. 本人未处于哺乳期或者怀孕期。

I confirm my skin and other health conditions are suitable for this treatment.我确认本人皮肤和其他健康状况适合操作此
项目。

Signed签名 ________________________ Date日期 _______________________ ( DD/MM/YYYY )
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Post Care instructions治疗后护理建议

● Avoid prolonged sun exposure, high temperature yoga and sauna and other activities at high temperature.应避免长时
间日光暴晒，高温瑜伽和桑拿等高温活动。

● Avoid bacterial infection at the treatment site. Use physical and chemical methods to prevent UV and you need to wear
at least a SPF 30 sunscreen. Pay more attention to skin moisturizing between treatments.避免治疗部位受到细菌感染。
使用物理和化学方法防晒，并使用至少SPF 30的防晒霜。在治疗后以及治疗间隔期做好肌肤保湿。

● Avoid using irritating cosmetics such as whitening and exfoliate, and peel treatments must be under the guidance of
professionals.应避免使用美白等刺激性化妆品，在专业人员指导下进行去角质和刷酸。

● DO NOT drink and smoke.禁止抽烟，喝酒

Privacy Consent Form隐私同意书

We require your consent to collect personal information about you. Please read this information carefully, and sign where
indicated below.我们要求您同意收集您的个人信息。请仔细阅读此信息，并在下面指示的位置签名。

This medical practice collects information from you for the primary purpose of providing quality health care. We require you to
provide us with your personal details and a full medical history so that we may properly assess, diagnose, treat and be proactive
in your health care needs. This means we will use the information you provide in the following ways:本医疗机构从您处收集信息
的主要目的是提供优质医疗服务。我们要求您向我们提供您的个人详细信息和完整的病史，以便我们能够正确评估、诊断、治疗您
的健康护理需求，并采取积极主动的态度。这意味着我们将通过以下方式使用您提供的信息：

● Administrative purposes in running our clinics, including confirmation of appointments, take before and a�er photographs of
you, write file notes about your skin, your treatment, medical conditions and your leisure activities.管理我们诊所的目的，包
括预约确认,拍摄你的前后照片，记录你的皮肤、治疗、医疗状况和日常活动。

● Billing purposes计费目的。
● Disclosure to others involved in your health care, including treating doctors and specialists outside our clinics.
This may occur through referral to other doctors, or for medical tests, and in the reports or results returned to us following
the referrals.向参与您医疗保健的其他人披露，包括在本医疗机构之外治疗医生和专家。这可能通过转诊给其他医生或进行
医学测试，以及在转诊后返回给我们的报告或结果。

● Disclosure to other doctors in the practice, locums and by Registrars attached to the practice for the purpose of patient
care, teaching, and research. Please let us know if you do not want your records accessed for these purposes and we
will note your record accordingly.为患者护理、教学和研究的目的，向执业机构的其他医生、医生和注册人员披露信息。如
果您不希望出于这些目的访问您的记录，请告知我们，我们将相应地记录您的记录。

I have read the information above and understand the reasons why my information must be collected. I am also aware that
this practice has a privacy policy on handling patient information.我已阅读上述信息，并理解必须收集我的信息的原因。我还知道，
该机构在处理患者信息方面有隐私政策。

I understand that I am not obliged to provide any information requested of me, but that my failure to do so might
compromise the quality of the health care and treatment given to me.我理解，我没有义务提供要求我提供的任何信息，但如果我
不这样做，可能会影响提供给我的医疗保健和治疗的质量。

I am aware of my right to access the information collected about me, except in some circumstances where access might
legitimately be withheld. I understand I will be given an explanation in these circumstances.我知道我有权访问收集到的关于我的
信息，除非在某些情况下，可能会合法地拒绝访问。我知道在这种情况下我会得到解释。

I consent to the use of my non-identifying clinical photographs for educational purposes in the practice / at medical lectures /
medical journals, or for marketing purposes我同意将我的非识别临床照片用于实践/医学讲座/医学期刊的教育目的，或用于营销目
的。.

I understand that if my information is to be used for any purpose other than set out above, my further consent will be
obtained.我理解，如果我的信息用于上述以外的任何目的，我将获得进一步的同意。

I consent to the handling of my information by this practice for the purposes set out above, subject to any limitations on
access or disclosure that I notify this practice of.本人同意本机构出于上述目的处理本人的信息，但须遵守本人通知本机构的任何
访问或披露限制。

Signed签名 _______________________ Date日期 ____________________ ( DD/MM/YYYY ) Witness见证 ___________________
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