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Cryotherapy Consent Form
Patient / Parental agreement to treatment

Patient name




Date of birth

 

NHS number

 

Statement of health professional

I have explained the procedure to the patient / parent.  
Please note cryotherapy is a controlled ‘cold burn’ of the skin and will usually cause skin swelling, redness and often blistering, this is a normal reaction to the cold injury.
RISKS/BENEFITS of CRYOTHERAPY

The intended benefit is to treat the presenting skin lesion.
The risks of treatment include:

· Commonly: 
Pain and blistering

Changes in skin colour (skin turns white/pigmentary changes)
Failure to resolve the skin lesion 

· Uncommonly: 
Ulceration and Infection

Permanent loss of hair at the treatment site
· Rarely:

Scarring

Signed……………………………………………….


Date


Name (PRINT) …………………………………

Statement of patient / person with parental responsibility for patient

I agree to the procedure described above.

Signed………………………………………………


Date
 
Name (PRINT)…………………………………
Relationship to the patient (if applicable) …………………………………
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