
Shockwave Therapy Consent Form
The Vale Foot Clinic

Shockwave	Therapy	Benefits:		
Shockwave	therapy	is	the	non-invasive	administra5on	of	high-intensity	sound	waves	that	
scien5fic	studies	have	shown	effec5vely:	
• Reduce	pain	in	tendon	and	bone	5ssue

• Increase	blood	flow	to	bone-tendon	junc5ons
• Regulate	cellular	inflamma5on

• Increase	ac5vity	of	healthy	bone	and	tendon	cells

Shockwave	Therapy	Poten6al	Risks:	
• Pain	during	and	aCer	treatment	(typically	24	hours)

• Skin	reddening

• Swelling
• Bruising

• Petechia

• Temporary	or	permanent	damage	to	blood	vessels/nerves	(very	rare)

• Tendon	rupture	(very	rare)

Precau6ons:	

• Under	18	years	of	age
• Disease	or	disorders	of	peripheral	blood	vessels/nerves

• Bleeding	disorders

• History	of	autoimmune	disease

• Rheumatoid	Arthri5s
• Previous	Cor5costeroid	injec5on	in	area	to	be	treated

• Recent	Non-steroidal	an5-inflammatory	medica5on

• Pre-ruptured	tendons

Date:……………………………………………………………..	

Pa6ent	Name:…………………………………………………	

Date	Of	Birth:………………………………………………….	

Condi6on:………………………………………………………	



Shockwave Therapy Consent Form

Contraindica6ons:	
• Over	bone	growth	centres	if	immature	skeleton

• Malignant	disease

• Infec5on	in	treatment	area	

• Prosthe5c	device	in	the	area	to	be	treated	
• Ischemic	5ssues	at	treatment	site	

• Pregnancy	

• Over	Lungs	and	Bowel	
• Over	Major	blood	vessels	and	nerves	
	

	

Pa6ent:	
I	have	read	and	understood	the	above	informa5on.	I	understands	the	risks	and	benefits 
of	Shockwave	Therapy	and	have	agreed	to	the	procedure.		I understand that following 
the treatment I should rest the treated area and refrain from strenuous activity for a 
period of 24 hours.

Print	Name:………………………………………………………...

	

Signature:…………………………………………………………...

	
	

Clinician:	
I	have	verified	the	above	informa5on.	The	pa5ent	understands	the	risks	and	benefits	of

	

Shockwave	Therapy	and	has	agreed	to	the	procedure.		

Print	Name:………………………………………………………...

	

Signature:…………………………………………………………...

	

	

	

	

	
	

	

	

Date:……………………………………………………………..	

Pa6ent	Name:…………………………………………………	

Date	Of	Birth:………………………………………………….	

Condi6on:………………………………………………………	

	
Addi6onal	Comments:		
	
	
	
	




