Ultherapy Patient Consent

In considering an Ultherapy™ treatment with the Ulthera System™, please read the
following information carefully and discuss any questions you may have with your physician.

The Ulthera™ System delivers a low amount of focused ultrasound energy to the skin. The
heat from the ultrasound stimulates new collagen to form. | understand that there may be
some discomfort during the treatment when the ultrasound is being delivered.

As with all medical procedures, there are possible post-procedure effects and risks associated
with freatment. Immediately following the Ulthera freatment, the skin may appear red or
slightly swolten in select areas, which may last up to two hours or longer.

There may be slight tenderness and tingling in an area for a few hours after treatment.
Unlikely, but potential, temporary effects include, but are not limited to, bruising, pigmentation
changes or reduced sensitivity to touch. These would be mild in nature and would resolve in a

few days or longer. There is also a remote risk of scarring, or motor nerve injury.

It has been explained to me that the results vary from patient to patient, that in infrequent
cases results are not apparent, and that the procedure does not address every age-related

issue on the surface of the skin.

| have read and understand all information presented to me and authorize the medical

practice of to administer the Ultherapy procedure on
me.

Signed: Date:

(patient)

Witness:

(to patient’s signature)
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ulthéra

Ultherapy ~ Photo Release

| consent to the taking of photographs before and after the Ultherapy™ procedure and to
confidential review of these photos by my physician and Ulthera Inc. They will not be
otherwise used without my specific written consent (below).

| do | do not give permission for my photographs, closely cropped as in examples
below, to be used further by the physician or Ulthera for educational purposes.

Signed: Date:
(patient)

Witness:
(to patient’s signature)

Physician Office: Patient #

Scan/email, mail or fax this form to:

Ulthera, Inc.
+1-480-619-4071 FAX
+1-480-619-4069 PHONE
consent@ulthera.com
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Ultherapy® Consult Record

Patient Name: N Date:
Medical/Surgical History:

Age: Weight: Ibs Height: Genderr M OF

Active Severe or Cystic Facial Acne*yEs .. .ONo Active oriocal skin

Open facial wound or lesion™............ Oyes...Ono disease that may alter wound healindJYES ... OINO
Metal stents in the treatment area™. LIYES ... [INO Autpimmune disease*™™* Oves ...Ono
Implanted electrical devices™ Epilepsy™* Llves ...LINO
Pregnant or lactating™* .................. Lves ... Ono Herpes** Oves ...Cno
MIGraings™*. ........ccc.oovovrvrnn LIYES .. EINO Diabetes™ ..., Lyes ...Hno
Bell's Palsy™.......oo.ooooeooecieireerinn Cves ...Ono s & current smoker or has a history

Hemorrhagic disorder or haemostatic dysfunction™* of smoking in the last 10 years..... Oves ...ONo

Mechanical implants**
List chronic illness:

Undergone the following cosmetic procedures in the brow or lower face area:

Facial skin tightening procedure treatment within the last 1 year...........covm Oves ..Ono

Date received:

Injectable filler of any type within the fast 1 year™ ... Ovyes ...0no

Date received:

BOTOX® WIthin the 1St 6 MONS..cov...ovvveevserssesssesrese e eeeesesessesesensseesssessssa st sesesens Clves ..Lno

Area Treated/Date received:

Ablative resurfacing laser trealmMent. ... e s s s Oves ...ONo

Date received:

Nonablative, rejuvenative laser treatment or light freatment within the last 1 year ... Oves .o

Date received:

Dermabrasion or deep facial peels . Oves ...Ono
Date received;

FACEITE OF DIBDRATOPIASIY. ... ov.evveveeeeeseesseeseee s e eres e tsessrmsseesssssesessesserasessessess oo reersr ot srsssnssssserenrenreans Ovegs ...[LINO

Date received:

Are you currently taking the following prescription medications:
Accutane within the past 12 MONTNS. ... e e Oves ...Odno
Anticoagulant or antiplatelet*** e U YES L LINO

List all prescription or non-prescription medications and supplements you are currently taking:
L none, check here

Additional findings:

* Ultherapy® is contraindicated for use
** Ultherapy® is not recommended for use directly over this
**+ Ultherapy® has not been evaluated for use in this scenario
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Ultherapy® Consult Record

The Clinical factors listed below are intended to assist your clinician in forecasting your clinical response to Ultherapy. Please score
each clinical factor listed below. Patients with higher scores may benefit from more than one Ultherapy treatment with or without other
aesthetic procedures.

[Cinicai Res

Age: <35 ylo 35-49 yio 50-64 y/o 65+ y/o
Smoking History: Never smoked Ex-smaker Light smoker Heavy smoker

Health: No health issues Minor health issues Chronic health issues

_Clinical Response Fac
Skin Laxity:
Excess skin or hooding on the evelid; eyelid droopiness
Volume:
Presence of fat deposits under eyes; infra-orbital puffiness
Skin Quality:
Fine lines, crepiness/wrinkling, and/or poor elasticity

ctor - Upper Face: Check appropriate bo

Skin Laxity:

Descent of cheek tissue (hollowing mid cheek, jowling andfor
submental laxity), downiurn commissures, nasolabial folds, and/or
draping of upper neck

Volume:

Presence of fat deposits in lower face, loss of jaw definition, and/or
excessive sub-Q fat

Skin Quality:

Fine lines, crepiness/wrinkling, and/or poor elasticity

What Is your treatment Goal:

Pre-treatment photos taken............ Hyes ...0 No
Procedure reviewed with patient: ... Oves ...[d No
Patient qUestions ansSWered: .. .. e Oves .0 No
Informed Consent signed: ... Cyes ... No
Photo Consent signed: ... Oves ...Ld No

Ultherapy™ treatment date:
Pre-Medication Order:

Ultherapy™ Treatment Record from System printed: ..........ocoveeveeereienn. Oyes .0 No
“What to Expect” pamphlet instruction given to patient..................oceenl [yes ...0 No

3 month follow-up appt scheduted :

1* follow-up visit date: Photos Taken: TFv O ras Oreo [Juas Tioo
Treatment response:

Treatment plant:
2" follow-up visit date: Photos Taken: LIFV O ras Orgo Bias Choo

Treatment Response;
Treatment plan:

Additional Notes:

Patient Signature: Date:
Nurse Signature: Date:
Physician Signature: Date:

*  Ultherapy® is contraindicated for use

** Uitherapy® is not recommended for use directly over this
“** Ultherapy® has not been evaluated for use in this scenario
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