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Radial Shockwave Application

with mechanical shock waves against weakness of muscle and connective tissue

Shockwaves, which are in principle
compression waves, that work on the
tissue are widely used to treat weak-
ness of muscle and connective tissue,
striae, cellulite etc.

Originally indicated for the non-
invasive disintegration of kidney
stones, shockwave therapy has

since then also been used successfully
in aesthetic medicine.

Objectives: Indications:

- Skin tightening - Cellulite I - 1l

- Stimulation of cell metabolism - Weakness of muscle and

- Activation of regeneration processes connective tissue e.g. Butterfly arms
- Improvement of tissue structure - Stretch marks

- Increase of fat reduction e.g. after Cryolipolysis™ - Combination after Cryolipolysis™

- Combination with radio frequency,
ultrasound and laser (Softlaser)

General Restrictions on Use: - Aesthetic scar treatment

- vascular diseases present in or near the - Supporting lymphatic drainage
treatment area

- open wounds in or near the treatment area

- local infections in the treatment area Care is required for patients

- applications in the area of malignant or
benign tumours - with impaired sensitivity

- direct application over implanted electronic devices - with severe vegetative disorders
such as pacemakers, analgesic pumps, etc. - under the influence of drugs

- in areas where the mechanical energy from and/or alcohol

vibrations could lead to tissue damage such

as metal implants

in case of blood-clotting disorders or treatments
that result in a change in blood coagulation
during pregnancy

in diseases resulting in a disturbance of the
vasomotor system in the application area




Medical office

Patient briefing
Consent form

Please fill out and sign after your patient briefing!

Please mark and complete where IX] I'have read the overpage information about radial shockwave application, its
applicable. effect and areas of application / restrictions on use. The overpaged information
have been explained to me in detail during a consultation with my attending

therapist.

{L———» § | The shockwave application was recommended by a patient after being treated
\
- Mrs./Mr.

| The shockwave application occurs in combination with other kind of
treatment

o
% Application area

Treatment period

] l'am informed, that the costs of this treatment are not paid by my health
insurance.

| The costs of € per single treatment will be paid by myself.

Declaration of consent

|| After thorough consideration | consent to the shockwave application
with Z Wave "

| ] Ido not consent the shockwave application.

Place, Date, Time Patient or custodian®

*In signing this form, the parent confirms sole custody or that he/she acts with permission of the other parent.
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