
 

Consultation and Informed consent 
 

Name: ________________________________________________ D.O.B: ____________________ 

Address:  

___________________________________________________________________________ 

Postcode: _______________ Tel: Home: _____________________Mob:  _____________________ 

GP Name and Address: 

__________________________________________________________________________________

_______________________Tel: ______________________________________ 

Name of treatment _______________________________ 

What are your goals and expectations from your treatment _________________________________ 

__________________________________________________________________________________ 

 

What is the process for the procedure? 

The Vejuvenate vaginal tightening procedure does not require surgery and results in a tighter and 

more elastic vaginal area. This process will restructure vaginal tissues without the use of numbing 

creams anaesthetics or invasive methods. 

Vejuvenate is a high-force focused ultrasound treatment that uses intense ultrasound power. The 

contraction of collagen and elastin is activated by heat, which leads to long-lasting results by 

stimulating the regeneration of these important proteins. The exactness of the treatment allows 

complete control over the function and power of the ultrasound to ensure every patient has a 

comfortable experience. 



Vejuvenate is a very simple procedure that does not waste time; it can be performed even during 

your lunch break. According to a survey, most clients do not experience any form of pain or 

downtime after the procedure. Treatments are typically planned to take place at four to six-week 

intervals. Almost all customers start noticing positive results after 1 to 3 treatments. 

Possible side effects include slight bleeding and discomfort. Vaginal dryness and rash which is more 

likely if the area treated is exposed to heat of friction during the first 72 hours 

 

Through HIFU vaginal rejuvenation, you can overcome many female problems, the main ones 

being: 

 Improved sensation during sexual intercourse 

 Makes the vagina tighter again after child birth 

 Can lower the effects of menopause on the vagina 

 

Things that cause your vaginal elasticity to be reduced: 

Getting older 

Being overweight 

Smoking 

Giving birth 

Surgery 

Hysterectomy 

These types of factors cause the natural collagen that is present in the skin to instead be replaced by 

fibres that will not be able to recoil or stretch the way they should. Vejuvenate has an incredible 

reputation when it comes to vaginal tightening, and with the use of a very simple non-invasive 

cosmetic process, they will improve the look and functionality of your vaginal area 

The treatment is appropriate for healthy females over the age of 30 who are looking for vaginal 

rejuvenation. Clients who are breastfeeding or pregnant are not advised for the treatment. We 

advise clients to wait at least three months after a normal childbirth before having the treatment. 

 

 

 

 



Per Care Advice 

Please shower on the day of your treatment using non perfumed products 

 

Post Treatment Advice 

Please avoid hot baths, steam rooms, and saunas for 72 hours post treatment. Please avoid any form 

sexual activity of any kind for a minimum of 72 hours post treatment. Avoid any perfumed or alcohol 

based products for 72 hours 

 

Have you read the Pre and Post care sections of this document?    Yes_______     NO _______ 

Signature _______________________________ 

 

 

Medical History: 

 

1) Are you receiving treatment from a doctor, hospital or specialist? 

 Details_____________________________________________________ □ yes    □ no  

2) Are you or have you been taking medication from your doctor in the last six weeks? 

 Details_____________________________________________________ □ yes    □ no  

3) Are you currently taking anti-coagulant medication?  □ yes    □ no  

4) Do you suffer from any of the following? 

□ Allergies □ Epilepsy □ Hormonal Imbalance       □ HIV 

□ Depression   □ Hepatitis □ Photosensitivity       □ Cancer 

□ Asthma □ Diabetes   □ Heart Condition □ Porphyria   □ Kidney Disease 

5) Any Other Relevant Conditions or metal implants?     □ yes □ no  Details      

_______________________________ 

6) Is there any possibility of pregnancy?      □ yes    □ no 

7) Do you suffer from any acute or chronic skin problems in or near the treatment area? □ yes    □ no 

8) Are you a smoker? If so how many per day __________ 



SYMPTOMS: 

 Please check any that apply. 

_____ Recent weight loss   _____ Blood in stool _____ Cold all the time_____ Recent weight gain    

_____ Black colour stools _____ Hot all the time_____ Fevers _____ abdominal pain  

_____ Nervousness_____ Skin rash    _____ Decreased appetite   

_____ Memory loss_____ Pelvic Pain _____ burning with urination _____ Lumps in breast 

_____ Severe mood swings _____ Frequent urination    _____ Depression_____ Nipple discharge  

_____ Blood in urine _____ Chest pain_____ Painful intercourse _____ leaking of urine  

_____ Painful periods_____ swelling of the feet   _____ Varicose veins _____ hot flushes 

_____ Heartburn   _____ Night sweats _____ Joint pain_____ Nausea _____ Seizures      

_____ Vomiting_____ Irregular vaginal bleeding _____ Easy bruising _____ vaginal itching 

_____ Diarrhoea     _____ Vaginal discharge     _____ Constipation _____ Excessive thirst  

_____ Vaginal dryness 

 

PREGNANCY HISTORY: 

 Please list all pregnancies (full-term/pre-term pregnancies, miscarriages, abortions, etc.). 

FULL TERM 

PRE TERM 

MISCARRIAGE 

ABORTION 

COMPLICATIONS 

 

SOCIAL HISTORY: 

Do you smoke: ___________ how many packs per day: ___________ how long have you been 

smoking: _______ 

Do you drink alcohol: ______ what kind of alcohol: _________________ How much do you drink: 

______________ 

Have you ever used drugs: _________ which drugs: 

__________________________________________________ 



FAMILY HISTORY: 

 Do you have any blood relatives with any of the conditions listed below? 

_____ Colon Cancer _____ High Blood Pressure _____ Thyroid Disease_____ Uterine Cancer  

_____ Heart Attack _____ Stroke_____ Cervical Cancer _____ Lung Disorder _____ Kidney Disease 

_____ Breast Cancer _____ Endometriosis _____ Liver Disease_____ Ovarian Cancer  

_____ Mental Disorders      _____ Diabetes_____ Osteoporosis _____ Babies with Birth Defects  

_____ Blood Disorders_____ Other: 

__________________________________________________________________________________ 

 

GYN HISTORY: 

Age of first menstrual period: ______ have you ever had a sexually transmitted infection: _________ 

Length of menstrual flow in days: __________ Amount of flow:     Light       Moderate      Heavy 

Have you ever used birth control pills: ______Do you have regular menstrual periods: _________    

have you ever used an IUD: _____________Have you ever had an abnormal smear: ___________   

 If so how was it treated___________________________________________________________? 

SOCIAL HISTORY: 

Do you smoke: ___________ how many packs per day: ___________ How long have you been 

smoking: _______ 

Do you drink alcohol: ______ what kind of alcohol: _________________ How much do you drink: 

______________ 

Have you ever used drugs: _________ Which drugs:______________________________________ 

 

Client Signature______________________        Date___________ 

  

 

 

 



 

Patient Consent and Agreement: 
 

I agree to undergo a Vaginal HIFU procedure: 

I have been informed about the contraindications and the possible complications.  

I confirm that I am not pregnant and that the information that I have given above is correct. I 

understand that the result of the treatment is variable and that the outcome of the treatment is not 

guaranteed.  

 

The proposed treatment has been satisfactorily explained to me and I have all of the information 

that I desire. I hereby give my consent and release this establishment and its agents and suppliers of 

any claim that I have or may have in the future in connection with the desired treatment. 

  

 

Signature of Patient/Client: ______________________________________ Date: 

____________________   

 

CLIENT TREATMENT CONSENT                  

                                                                                                                

 

NAME: _____________________________________ PHONE: _______________________________ 

ADDRESS: _________________________________________________________________________ 

 

I understand that the procedure is an elective cosmetic procedure and hereby acknowledge the 

following: 

1. I would like the following area to be treated Vaginal HIFU. I understand that the cost of 

treatment will be £ _________ per session. 

2. I understand that it is possible to experience side effects form undergoing this treatment  



3. I understand that the results may vary from person to person and therefore the response to 

treatment can also vary. 

4. I understand that immediately following treatment (post) the area maybe reddened and 

there is a very slight chance that small blisters and swelling may appear. 

5. I understand also that following treatment I need to wait at least 7 to 10 days before having 

sexual activity of any kind. 

6. I understand that  

7. I understand that I have provided the clinic with any medical details, which may be relevant 

to my treatment. 

8. I have read the fact sheet and I have been fully counselled. 

 

My signature below constitutes my acknowledgement that I have read, understand and fully agree 

to the foregoing consent, the proposed treatment process has been satisfactorily explained to me 

and I have all the information which I desire. 

 

 

 

      Patient's signature ___________________       Clinic’s signature ____________________                                            

  Date___________ 

 

 

The Worlds Only Patented Direct Current 

Plasma Pen 

No1 for precision and stability offering 0.1mm Dots  compared to 0.4mm with other devices 

and Continual Scanning Unique to JETT 


