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ADIPOSE-BONE MARROW DERIVED STEM CELL 
HARVESTING & TRANSFER INFORMED CONSENT 

I, ____________________________________ hereby authorize 
________________________________ and such assistants as many be 
selected to perform the following procedure or therapy: _______________ 
____________________________________________________________

______ I consent to the administration of such anesthetics consider advisable 
and I understand that all forms of anesthesia involve risk and the possibility 
of complications, injury, and sometimes death. 

______ I have been advised and consulted about transfer technique of 
adipose derived stem cells and of platelet rich plasma, I understand and 
voluntarily consent and authorize the following procedure: re-injection of my 
own adipose-derived stem. 

______ I have been advised that ASCs therapy can potentially increase 
vascularity and consequently improve function .I have been informed that 
even though this is not an FDA approved procedure, this procedure has been 
used safely and successfully on other patients. 

______ I have been advised that the technique requires the re-injection of 
stem cells derived from my own adipose tissue according to standard fat 
harvesting and injection techniques. The site of injection is within a specific 
area to treat or by IV infusion. I have been advised that the procedure may 
initially cause or increase pain when injected in an specific area and then may 
decrease in intensity, but may not completely eradicate my symptoms. 
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______ I have been advised that PRP and growth factors could “direct” and 
“activate” the stem cells. The technique requires the injection of Platelet Rich 
Plasma derived from my own blood according to standard blood collection 
and injection techniques. 

______ I consent to the disposal of any tissue removed and not needed after 
the isolation of the stem cells. 

 ______ I have been informed that not having the procedure is an option.  

______ I have been informed that the risks and complications of stem cell 
injections are: 

•   Immediate pain at the injection 
site 

•  Temporary blood sugar increase 

•  Stiffness in the injected point  

•  Allergic reaction 

• Nerve or muscle injury 

•  Itching at injection site 

        

• Dizziness or fainting 

•  Bruising 

•   Infection 

•   Nausea/vomiting 
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______ I acknowledge that no guarantee has been given by anyone as to the 
results that may be obtained. 

______ I understand that this procedure is usually not covered by insurance 
and I am responsible for the total charges. 

______ I certify that I understand all the information above in its entirety , 
have had my questions answered, and potential side effects have been 
explained. 

I, _________________________________ have been advised and consulted 
about the injection technique of adipose-derived stem cells for the treatment 
of ____________________________________________. 

I understand and voluntarily consent and authorize the following procedure: 
the re-injection of my own adipose-derived stem cells to treat 
____________________________________________. I understand the 
procedure may require follow-up treatments. 

Patient’s Signature                                                Date 

Consultant’s Signature                                          Date  



�

ADIPOSE -BONE MARROW DERIVED STEM CELL 
& PLATELET RICH PLASMA INFORMED CONSENT 

I,________________________________________ have been advised and 
consulted about the injection technique of adipose derived stem cells and of 
platelet rich plasma for the treatment of orthopedic conditions. 

_____ I understand and voluntarily consent and authorize the following 
procedure: re-injection of my own adipose derived stem cells to treat joint, 
tendon, or ligament pain. I understand the procedure may require follow up 
treatments.  
_____ I have been informed that even though this is not yet a FDA approved 
procedure, this procedure has been used safely and successfully on other 
patients. 

_____ I have been advised that stem cell injection treatments are used to 
tighten and strengthen weak and damaged ligaments and tendons which are 
believed to cause pain and instability. It is also used to decrease pain and 
improve function in some forms of arthritis. The technique requires the 
injection of stem cells derived from my own adipose tissue according to 
standard fat harvesting and injection techniques. The site of injection is where 
the ligament or tendon attaches to the bone, at the joint capsule, or inside the 
joint. 
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_____ I have been advised that the procedure may initially increase the 
painful area or reproduce symptoms for one to three days (and occasionally, 
as long as ten days), and then may decrease in intensity, but may not 
completely eradicate my symptoms. 

_____ I have been advised that platelet rich plasma is an established 
treatment technique used to tighten and strengthen weak and damaged 
ligaments and tendons which are believed to cause pain and instability. It is 
also used to decrease pain and improve function in some forms of arthritis. 
The technique requires the injection of platelet rich plasma derived from my 
own blood according to standard blood collection and injection techniques. 
The site of the injection is where the ligament or tendon attaches to the bone, 
at the joint capsule, or inside the joint. 

_____ I have been informed that the procedure has been used on many 
patients and has been proven safe. The procedure may initially increase the 
painful area or reproduce symptoms for one to three days (and occasionally, 
as long as ten days), and then may decrease in intensity, but may not 
completely eradicate my symptoms. 

_____ I understand the possible benefits of the procedure are to improve or 
resolve pain and improve function. I acknowledge that no guarantee has been 
given by anyone as to the results that I may have. 

_____ I have been informed that the alternatives to stem cell injections are: 

  Surgical Intervention may be possible          

            Injection with steroids 

               Manipulation may provide brief relief 

            Acupuncture  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_____ I have been informed that the risks and complications of stem cell 
injections are:  
  Immediate pain at the injection 
site  
  Bruising 

              Infection  
  Nausea/vomiting 

           Nerve or muscle injury  
  Stiffness in the injected point 

             Temporary blood sugar increase  

_____ I understand that this procedure is usually not covered by insurance 
and I am responsible for the total charges. 

_____ I certify that I understand all the information above in its entirety, have 
had my questions answered, and the potential side effects explained. 

Patient’s Signature    Date                                           Consultant’s Signature  Date                                                            

          Allergic reaction  
 Nerve or muscle injury  
 Dizziness or fainting 

             Bleeding 

            Itching at injection site  
Continued instability of the 
damaged joint or ligament and 
probable worsening of pain 
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DISCLOSURE STATEMENT  

STEM CELL THERAPY APPLICATION FORM  �

Because the Adult Stem Cell Therapy is within the scope of practice of 1

Medicine but not necessarily the “standard of care”, the following important 
disclosures are made: 

 The treatment described on our list have not been evaluated nor have         
yet been approved by the FDA  

           Although Adult Stem Cell Therapy is not necessarily the “standard of 
care”, it is definitively under the scope of Practice of Medicine  

 The science of treatment with Adult Stem Cells is in its early stage and         
for most diseases or medical conditions no prospective, randomized 
clinical trials nor long-term studies have yet been completed; therefore 
no guarantee of safety or effectiveness is made or implied.  

 Treatments by licensed medical doctors will be performed after the         
patient understands and agrees to this disclosure and signs a standard 
informed consent .  

 The results of testimonials of people mentioned on our website who         
have undergone Stem Cell treatment may not be necessarily typical.  

Upon this disclosure and medical history form have been received back         
in our office, you will be contacted within the following two working 
days for a personal evaluation with a physician , either in person of by 
web-cam if you live out of town.  

 

Global Stem Cells Group. 14750 NW 77th Court Suite 304. Miami Lakes, Fl 33016  
Tel. 305-560-5337

www.stemcellsgroup.com info@stemcellsgroup.com

http://www.stemcellsgroup.com
mailto:info@stemcellsgroup.com

