
Spider Vein (Sclerotherapy) Treatment Guidelines 

 
Pricing 

3 (1.0ml) syringes for $250 
6 (1.0ml) syringes for $400 

Additional syringes* at same treatment $75 
 
 
 

CONSULT Appointment: 

All patients are to be seen by RN or Dr. Nichols prior for a consult.  No treatment is 
performed at this appointment. 

*Compression garment must be brought to your treatment appointment 

 
 

TREATMENT Appointment: 

1.  Patient will circle and rank each area they want treated 
a. Ranking:  in order of priority for treatment, start at 1 and rank each area 
b. Photos will taken of these areas prior to treatment 

2. Area ranked #1 will be treated first, area #2 second, etc. until all syringes are used 
in full 

3. If time allows, additional syringes can be purchased at the same treatment for $75 
(a maximum of ten (1.0ml) syringes total can be injected on any treatment day) 

4. A Rx will be provided for a compression garment at consult appointment 
a. The patient is responsible for purchasing this garment 
b. The patient must bring this garment to their treatment appointment 

5. 4-6 weeks after initial treatment date, a touch up appointment can be scheduled 
6. Post Treatment Instructions will be given to take home 

 
 

TOUCH UP Appointment: 

1. Patients can be treated for no cost for the treatment areas in the photos only 
a. Identified treatment areas in pre-treatment photos will be determined by 

provider 
b. 1 complimentary touch up syringe will be provided for every 3 syringes 

purchased 



2. Patients must be compliant with wearing the compression garment, as instructed, 
or no additional touch ups will be performed 
 
 

*A maximum of 10 (1.0ml) syringes can be used during same treatment 
 
We reserve the right to refuse or stop treatment at any time for medical or other reasons 
determined by the provider. 
 
 
 
 
 
I have read the Sclerotherapy Treatment Guidelines and agree to the above rules and 
treatment for Sclerotherapy (Spider Vein Therapy). 
 
 

Patient Name (print):__________________________________________________ 

 

Patient Signature: __________________________________Date:______________ 

 
 

Witness Signature: __________________________________________________ 
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