BOTOX® TREATMENT FORM

Patient Name:
AcCCt # :
Date of Service:

Chief Complaint;

Pre Injection Spasm:

LIDS: oD__ os_
BROWS: R L
FACE: R L
NECK: R L
0 = None

1 = Increased Blink

2 = Tolerable Flutter

3 = Mildly Incapacitating Spasm

4 = Severely Incapacitating Spasm

Injection No.
Lot No./ Vial No.

Dilution:

1.25U/0.1ml 2.5 U/0.1ml 5.0
U/0.1ml 10U/0.1ml

Total Units — Lids/ Brow R
Total Units — Crows feet R
Total Units — Forehead
Total Units — Other

TOTAL UNITS

Diagnosis:

Plan:

L

—

TOTAL COST

Physician’s Signature



